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Abstract 
Background 
 
There is an increased understanding that experiencing adversity in childhood can have a 

significantly negative impact on the long-term developmental wellbeing of children and young 

people, as well as their families and communities.  Political and societal ambition is that such 

adverse experiences and their consequences are eradicated through preventative and early 

intervention measures taken by health, education, and social care practitioners on the 

identification of a child(ren) who requires support.  

 

Professionals working with children have become increasingly proficient in this type of work 

however no professional is infallible.  As a result, many children and young people living with 

adverse circumstances can go unnoticed.  For some this includes experiencing harm which often 

only comes to light when they have been significantly or fatally injured.   

 

Every child living in the United Kingdom is aligned with the universal health visiting service following 

birth to school entry. Health visitors play an essential role in “searching for health needs” through 

the “surveillance and assessment of the population’s health and wellbeing” (Nursing & Midwifery 

Council [NMC] 2004, page 11)1. Such universal contact based on these core principles mean that 

health visitors are ideally positioned to identify children living in challenging situations but, like 

others, they can find this difficult on occasions.  

 
 
1 Nursing & Midwifery Council (2004) Standards of Proficiency for Specialist Community Public Health Nurses 
(SCPHNs).  London: NMC     
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The purpose of this study is to explore whether health visitors view the emotion work they carry out 

as part of their role has an influence on their ability to assess, identify, and respond to children in 

need of care and protection.    

 

Study – Method 
 
The study has been progressed qualitatively, using a reflexive ethnographic approach to 

interviews as the main data collection and analytic method with short periods of office-based 

observation.  16 health visitors who managed caseloads of between 100-450 pre-school children 

were observed and interviewed to understand their experiences, values, and beliefs.  Gee’s2 

(2014) toolkit was used to critically analyse the discourse shared during the interviews.   

 
Findings 
 
The emergent findings demonstrate that health visitors can be conceptualised as ‘applied clinical 

anthropologists’ in the way they develop relationships with families to gain access to their home 

environments.  The approach taken is to gather information to the depth required for a social, 

bioecological assessment (Bronfenbrenner 2005)3 of a child in the context of their family and 

community system.  Health visitors are welcomed by most families and are often successful in 

assessing and responding to child need.  However, at times, the level of engagement necessary 

can be overwhelming for both the health visitor and parent/carer.  This influences the level of 

child centred assessment obtained.   

 
 
2 Gee, J.P. (2014) An Introduction to Discourse analysis: Theory & Method (4th Ed.).  Oxon, Routledge 
3 Bronfenbrenner, U. (ed.) (2005) Making Human Beings Human: Bioecological perspectives on Human Development. 
London, SAGE Publications Ltd. 
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The study has demonstrated that the influences on the work of the health visitor can be 

interpreted through a complex interplay of theoretical concepts. Firstly, Bourdieu’s4 “theory of 

practice” (Bourdieu & Wacquant 1992, page 4) provides the basis on which to understand why 

challenges and barriers arise during the relational work of the health visitor with the child and 

family.  Secondly, Gross’5 (2014) Emotion Regulation Framework and Hochschild’s6 (1983) 

theory of Emotional Labour, are utilised to consider how health visitors and families respond 

emotionally to these challenges.  The study then goes on to demonstrate what impact these 

responses can have on the assessment of children.       

 

Recommendations 
 
Implications for practice are that health visitors require increased rates of supervision.  This 

should include an observational element.  Educational programmes for health visitors, require a 

focus on promoting professional wellbeing with learning sessions on unconscious bias.  

Research and learning developments are suggested to influence assessment and decision-

making practice. Research with other professional groups and children & families is 

recommended to build on the findings of this study in order to influence future safeguarding policy 

and practice to protect children.        

 

 

 
 
4 Bourdieu, P., Wacquant, L.J.D (1992) An Invitation to Reflexive Sociology.  Cambridge, Polity Press 
5 Gross, J.J. (Ed.) (2014) Handbook of Emotion Regulation (2nd Ed.) New York, The Guilford Press 
6 Hochschild, A.R. (1983) The Managed Heart: Commercialisation of Human Feeling.  Berkeley, University of California 
Press 
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Lay Summary 
 
There is an increasing understanding that children who live in families and communities affected 

by poverty, addiction, mental illness, and violence can have different, and sometimes poorer, 

long-term outcomes in things like educational achievement, health and wellbeing, than those 

who have faced less challenges during childhood. Politicians are keen that situations of this 

nature are confronted to protect children from the long-term consequences that can result from 

the behaviours of adults who surround them.  They have tasked health, education, and social 

care practitioners to identify children who may need support and to work with families to make a 

difference.  

 

Over many years professionals working with children have become increasingly skilled in this 

work but still many children continue to live with unknown and unnoticed challenges in their 

homes and communities.  The purpose of this study is to explore whether one professional group 

in health known as health visitors, view the way they manage their emotions when working with 

children and families has having an influence on their ability to assess, identify, and respond to 

children in need of care and protection.   

 

Health visitors were selected for this research study as they work with every child living in the 

United Kingdom from birth to school entry. Their role is to “search for health needs” through the 

“surveillance and assessment of the population’s health and wellbeing” (Nursing & Midwifery 
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Council [NMC] 2004, page 11)7. The routine contact they have with children and families in their 

homes means health visitors are ideally positioned to identify children living in challenging 

situations.  However, they can find this difficult on occasion. The study was set to understand 

why.  

 

To find out the views of health visitors, practitioners from three NHS Scotland Health Board 

locations were invited to take part in interviews and to be observed working in their office.  16 

health visitors volunteered.  The health visitor interviews were recorded, and the information 

obtained was explored to understand the thoughts of the volunteers. 

 

The health visitor participants shared information that suggest they acted like ‘applied clinical 

anthropologists’, building relationships with children and families during visits to their home.  

Taking this type of approach helped them gather lots of information and enabled them to assess 

a child in the context of their family and community.  Health visitors said during their interviews 

that they were welcomed by most families and were normally successful in assessing and 

responding to child need.  However, at times, they reported feeling overwhelmed when working 

with some families.  Being overwhelmed meant they were unable to work well with the child and 

family to fully assess their situation and understand what support they might need.    

 

The study demonstrated that health visitors’ work mainly through communication which they do 

in various way.  The communication style adopted depended on how the people they were 

 
 
7 Nursing & Midwifery Council (2004) Standards of Proficiency for Specialist Community Public Health Nurses 
(SCPHNs).  London: NMC     
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working with preferred to communicate or how open they were to work with the health visitor.  To 

understand the differences and what was being shared the study used several theories.  The first 

was a theory by Bourdieu8 (Bourdieu & Wacquant 1992) that gives an understanding about why 

people act in the way they do in different situations.  Bourdieu suggests this is influenced by life 

experiences and what a person has been exposed to when growing up.  This theory provided a 

way of thinking about why some health visitors and families find it difficult to understand each 

other and work together.   

 

The second theory was from Gross9 (2014) which looks at ways people can act to cope with the 

emotions they feel when working with some people they find difficult to understand.  The third 

theory was from Hochschild10 (1983) who believes that people who are paid to do a job will act in 

the way there are expected to by their employer and by the people they are working with.  All 

three theories helped to understand how health visitors and families respond emotionally when 

faced with challenges.  It demonstrated how it can influence the health visitor’s ability to assess 

children and work with families.       

 

From the study it is recommended that health visitors need support from colleagues and 

managers to work well with children and families.  This support should come in the form of clinical 

supervision and should involve health visitors being observed when working with certain families.  

Health visitors should also have access to the learning they need to help them adapt to working 

 
 
8 Bourdieu, P., Wacquant, L.J.D (1992) An Invitation to Reflexive Sociology.  Cambridge, Polity Press 
9 Gross, J.J. (Ed.) (2014) Handbook of Emotion Regulation (2nd Ed.) New York, The Guilford Press 
10 Hochschild, A.R. (1983) The Managed Heart: Commercialisation of Human Feeling.  Berkeley, University of California 
Press 
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in situations with children and families that can be perceived as challenging and different.  Further 

research is needed to explore whether the findings of this study are the same for other 

professional groups who work with children and families i.e. education and social care 

professionals.   
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Chapter 1 
Introduction  
 

1.1 Introduction  
  
As awareness increases about the devastating, life-limiting consequences of childhood 

adversity11 (Felitti et al 1998, Heckman & Masteror 2007); political agendas throughout the 

United Kingdom (UK) are focused on its eradication. It is hoped this is achieved by the 

collaborative efforts of health, education and social care services through the early identification 

and response to children in need (Northern Ireland Department of Health Social Security & Public 

Safety [NIDHSS&PS] 2014, Scottish Government 2014a, United Nations International Children’s 

Emergency Fund [UNICEF] 2014a, Welsh Government 2014, Her Majesty’s Government 

201712, Scottish Government 2021a, Scottish Government 2021b).  

 

To ensure child and family services are developed, political and financial investment has been 

pledged. Investment professionals welcome given the significant number of children who 

continue to live in extremely challenging circumstances without support or recognition (Bentley et 

al 2016, Care Inspectorate 2019).   To establish in which direction the investment should be 

focused, research is required.   

 

 
 
11 Childhood adversity refers to situations where young children experience community and domestic environments 
challenged by the non-exhaustive list of things such as poverty, neglect, criminal activity, parental misuse of legal and 
illegal substances, witnessing or experiencing physical & sexual violence/abuse and mental illness; all of which are 
known to cause harm to their growth and development (Felitti et al 1998).    
12 As this is a politically devolved topic, the Children and Social Work act cited here pertains to England only. 
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Current research streams aim to examine why and how children are persistently exposed to 

adversity, neglect, and abuse.  This is essential to understand why this continues to happen out 

with the knowledge of the people surrounding them, which includes health, education, and social 

care professionals (Laming 2003, Brandon et al 2008, Gill 2012, Daniel et al 2014, Daniel 2015).  

 

1.1.1 Thesis purpose 
 
The range of research required to fully understand the multi-factorial reasons why child need can 

go unnoticed is vast and out with the scope of one study. The purpose of this thesis is to report 

on a study that has the narrow focus of exploring whether health visitors view the emotion work 

they carry out as having an influence on their abilities to assess, identify, and respond to children 

in need of care and protection. 

 

The reasons for the study’s focus will be fully explained in the proceeding sections, but in 

essence, emotions and working with emotions in the workplace are of interest given the 

persistency of child need at a time when increasing numbers of health and education staff are 

reportedly feeling stressed and emotionally challenged by the work they do (Office of Standards 

in Education [Ofsted] 2019, Ravalier et al 2020).  As staff describe through Ravalier et al’s (2020) 

research and Ofsted’s (2019) survey report, they have awareness that the level of stress they are 

experiencing is having an impact on their abilities to perform in their workplace. Although they 

have not been specific about the work affected, the foundation of this study, is to explore whether 

there is a correlation between the emotions being felt and managed by a professional and their 

performance in the identification and response to child need.       
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The objectives for the study were to: 

• Explore a health visitors experience of working with children and families  

• Clarify situations perceived as challenging and explore the reason for this 

• Identify whether practitioner-family cultural differences are influencers 

• Analyse a health visitor’s perception about what influences their assessment, decision-

making and response to a child’s need. 

 

1.1.2 Health Visitors 
 
Health visitors were the health professionals recruited to the study as they are one of several 

professional groups working to protect children.  They were selected based on the principles that 

underpin the profession, one of which states, it is a health visitor’s duty to “search for health 

needs” through the “surveillance and assessment of the population’s health and wellbeing” 

(Nursing & Midwifery Council [NMC] 2004, page 11, Cowley & Frost 2006).   

 

Since its inception in the mid-1800’s and further development in the early 1900s (Davies 1988, 

Adams 2012), the health visiting profession has been focused on inter-generational working. 

Although its role with individuals and communities has been influenced by many political 

agendas over the years (Baldwin 2012), its target population has consistently been children and 

families. Its enduring principles, including those noted above, are focused on raising the 

awareness of families, communities, and policy makers about the associated relationship 

between lifestyle behaviours and a child’s ongoing health status.  It promotes inter-professional 

working between services and in partnership with families to build the care capacity of the adult 
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population in order to sustain and promote the health and developmental wellbeing of children 

(Department of Health & Public Health [DOHPH] England 2013, Brook & Salmon 2017).  

 

As a service, health visiting has a uniquely inclusive structure.  This means that every child under 

the age of five years living in the UK from birth (or migration to the country) to school entry is 

universally offered health visitor contact from the NHS Scotland Health Boards or NHS England 

Trusts where they are registered for General Practitioner (GP) and primary care services.  This is 

irrespective of a child’s involvement with other services; their level of need; or the psychosocial, 

cultural, and/or economic situation of their family (Cowley et al 2013). The service design means 

that its only admission or discharge criteria are birth, death, and school entry. A health visitor is 

often the first professional to identify and respond to child need as it is being impacted by 

parental, domestic, and community behaviours.  Their role in protecting children is undeniable 

(Taylor et al 2017).   

 

The service follows the newly reinvigorated model of "progressive universalism" (Lowe 2007, 

page 25, Hogg et al 2012) also known as "proportionate universalism" (NHS Health Scotland 

2014, page 3).  This means that professional assessment, analysis, and decision-making 

activities are central to the role. These activities are used to determine which children should 

receive universal, core services aimed at enhancing and improving health and wellbeing, and 

which require additional uni-professional or multi-professional services and planned interventions 

to augment the core provision (Cowley & Bidmead 2009, Cowley et al 2015).  They are achieved 

by health visitors developing and sustaining “health visitor-parent relationships”, through regular 
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“home visiting” and by undertaking a “needs assessment”; all of which are referred to collectively 

as the “triad of core practice” (Cowley et al 2013, page 154). 

 

1.1.3 Study Trigger 
 
The trigger for this research came from my own professional observations and experiences. I am 

a registered nurse and health visitor with many years of experience working as a practitioner with 

children, families and health and social care professionals.  I did this before progressing to work 

in nursing practice development, higher education and as a leader/manager in the NHS.  

 

In each of these roles I have observed practitioners with variable levels of proficiency, skill and 

emotional responsiveness when working with children and families.  I have witnessed a 

contrasting range of behaviours that appeared to feature in a practitioner’s assessment, analysis, 

and decision-making practice.  I have regularly watched professionals remain calm and 

measured when making decisions in situations of significant challenge, pressure and/or volatility.  

In contrast I have witnessed those who were more inclined to exhibit behaviours of emotional 

upset, with a lack of confidence or ability in identifying and responding to child need.  This was 

often irrespective of the situation or amount of experience they had working in a professional role.   

 

At the time I began thinking about the study, feelings of stress and disfranchisement were being 

anecdotally reported by health visitors.  These appeared to have resulted from the profound 

effect political decisions taken in the early 21st century continued to have on the service.  As 

health visitors described, since 2003 until approximately 2014, it was politically and 

organisationally dictated that inherent universal health visiting services were to change from 
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family-based home visiting to wider public health activities.  This was done through the targeting 

of interventions in group and community settings (Hall & Elliman 2003, Scottish Executive 

2005).   Although firmly contested by health visitors at the time (Peckover 2013, Taylor et al 

2017), this targeted approach was implemented and led to the removal of the normal pattern of 

home visiting health visitors were familiar with.  Many health visitors reported the reduction in 

home visiting lessened their ability to develop meaningful, therapeutic relationships with families 

which interfered with their assessment of the wellbeing of children.    

  

It was believed that this move in practice was heavily influenced by budgetary constraints and 

staffing disaggregation (Beckwith et al 2010).  As a result, health visitors were known to 

repeatedly report professional frustration, fear, stress, and feelings of professional demoralisation 

(Cowley et al 2004, Condon 2011, Wallbank & Hatton 2011, Taylor et al 2017). These were 

particularly reported by experienced health visitors who understood the impact the dismantling of 

many universal service infrastructures and reduction in staffing capacity and capability would 

bring to the identification of child need (Taylor et al 2017).    

  

It was in this context that I began to question whether there was a relationship with the emotions 

felt by practitioners and the apparent difficulties there was, and still is, in the identification of child 

need (Brandon et al 2008a, Appleton 2011, Daniel et al 2014, Munro et al 2014).  It made me 

question whether the emotional stresses reported by professionals were getting in the way of 

them effectively working with children and families.  This in turn drove me to question whether, 

irrespective of experience and technical education, does a professional’s personal characteristics 

and their ability to manage their emotions influence their professional response.   
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These considerations were specifically triggered for me during a professional learning session 

(Reflection, Appendix 1).  In this session I worked with health visitors to establish what learning 

could be taken from a significant case review into the death of a child.  From what was shared, I 

concluded that health visitors perform the act of managing their emotions when working with 

children and families as organisationally and professionally regulated (NMC 2015).  They 

manage their emotions to work in a professionally respectful manner with families. However, they 

also experience levels of stress trying to do so, especially in a service that to them felt structurally 

different.  It was here, and in the feasibility period of this study, as reported in Section 1.1.4, that I 

heard their concerns that when stressed they feared they would miss identifying risk and need 

when assessing children (Taylor et al 2017).    

 

On exploration of literature, it is understood that trying to undertake assessment activities in a 

busy, fraught work environment, adds complexity and emotional challenge (Appleton & Cowley 

2008, Cowley et al 2015, Taylor et al 2017).  This is known to get in the way of assessors being 

open to what they see.  However, at the time of review, I was unable to source any evidence that 

explored the influence the practitioner’s emotion management processes at these busy times 

had on their abilities of assessment and decision-making.  This warranted further study.    

 

1.1.4 Feasibility Study 
 
Prior to embarking on the main study, my academic supervisors and I thought it essential to 

understand the accuracy of my thoughts about the emotions felt by health visitors and the way 

they were managed.  I therefore undertook a feasibility study with the aim of confirming 
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observations and establishing the viability of research in this area as is recommended (Saks & 

Allsop 2007).  The main objectives for the study were: 

• To analytically record health visitor’s perceptions about the most emotionally challenging 

aspect of their role 

• To verify the assumption that health visitors employ internal processes to manage 

emotion when in these situations.   

 

The feasibility process was undertaken in 2013 and was theoretically framed by the conceptual 

work of Hochschild.  Hochschild (1983) suggests that people employed to work in emotionally 

challenging situations adopt internal processes to regulate, manage and disguise feelings for 

external purposes and financial gain.  They refer to this as “emotional labour” (Hochschild 1983, 

page 7) and its notional tenet resonated with the study which was focusing on the health visitor’s 

emotion regulation and management within the workplace.  

 

As a phenomenological study, the feasibility project employed semi-structured, individual 

interviews as the method to attain qualitative data about the health visitors’ experience and their 

perception of challenge (Polit & Beck 2010).  It also provided the opportunity to explore the 

complexities and sensitivities which surround the work associated with emotion (Scherer et al 

2001, Todres & Holloway 2010).  

 

A sample of 10 health visitors who worked actively in caseloads of families with children under 

the age of five years in two NHS Scotland Health Board areas were recruited and interviewed.  
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The data obtained provided meaningful evidence that health visitors do find their work complex 

and demanding.  Several areas of work were identified as particularly challenging, i.e., 

• Dealing with competing demands within families while maintaining the focus on the health 

and wellbeing of a child(ren); especially in families affected by mental illness, addiction, 

homelessness, and poverty. 

• Professional isolation felt when working with families in need who do not meet the specific 

admission criteria of a specialist service including statutory child protection services.  

• A lack of recognition by the public, other professional agencies, and managers for the 

work they do to protect children.  

 

In line with Hochschild’s (1983) research, the data evidenced that health visitors engage in 

emotional labour to facilitate their role. Specifically, the participants report using emotional labour 

in practice to enable them to contain their emotion and that of others.  They suggested that it 

assisted them to manage and de-escalate situations, which in turn supported the maintenance of 

professional relationships with families in which to promote positive child outcomes.   

 

In contrast to Hochschild’s findings, health visitors testified that they regulated and managed their 

emotion beyond the expectations of their employer and financial gain.  Although they were aware 

of organisational expectations, they associated the management of their emotions more with 

their professional identity and the relationship building requirements of their role (Appleton & 

Cowley 2008, Peckover 2013, Robinson 2017).  This aligned to the work of McClure and Murphy 

(2007) who argue that nursing professionals use an extensive range of emotional engagement 
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and management in their caring role.  They term this “emotion work” (McClure & Murphy 2007, 

page 102) to capture the complexity of a nurse’s emotional process more accurately.   

 

These findings gave foundation to the PhD study where the term emotion work was adopted as 

an umbrella term to articulate emotion processes that are influenced by several complementing 

theoretical concepts that emerged from the feasibility study.  These included emotional labour 

(Hochschild 1983), emotional intelligence (Goleman 1995), containment (Bion 1962, Ruch 2008), 

emotionally based professional expertise (Benner 1984, Benner & Wrubel 1989) and 

mindfulness (Cameron & Fredrickson 2015) – some of which will be explored in more depth in 

Chapter 3 of this thesis.  

 

Using the feasibility study to establish the perceptions of health visitors about the emotional 

challenges and emotion work they engage, enabled the PhD study to progress forward to 

explore whether the health visitors believe them as having an influence on their assessment and 

decision-making abilities when working with children and families. 

 

Throughout the PhD study, the feasibility findings will be cited as Taylor et al (2017).  The article 

published from the study is included in Appendix 1, along with my reflection on the learning 

session that triggered the study as described in Section 1.1.3.  The article focused mainly on the 

hidden role of the health visitor, which has been further developed with the findings of this study 

as explored in Chapter 7 of the thesis.    
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1.2 Thesis Overview 
 
To effectively report on the PhD study, I have separated the thesis into three parts.  Part One, 

has focused on why and how the study has been progressed. Part Two, reports on what the 

study has found.  Finally, Part Three, situates the findings in contemporary health visiting practice 

and considers the implications for policy, practice, education and future research. 

 

1.2.1 Theoretical Perspective 
 
While undertaking this study I came to realise that, out of my immediate awareness, I had taken 

a sociological stance, the main theoretical premise being that every person, every interaction, 

and every community are constructed by and in turn construct social reality (Turner 2010, Kivisto 

2011).  From the beginning of the study, I have accepted the belief that when considering the 

experiences of an individual, one should also consider who they are, the context in which the 

experience occurred and the influence the presence of others may have exerted (Ruggiero 1996, 

Bryant & Peck 2007).  I have done so with the aim of understanding “the complex ways in which 

society and the individual impinge on and reciprocally shape each other” and each situation 

(Kivisto 2011, page 7).  This belief was strengthened during the life of the study and particularly 

during analysis of the data where the main concepts of Bourdieu emerged as relevant.  This is 

explored in the discussion sections of the finding’s chapters - 6, 7, 8 - with concluding discussion 

in Chapter 9. 

 

1.2.2 Thesis Style 
 
To effectively present the thesis, I have written it using first person pronouns and in an 

autobiographical style.  Adopting this writing style is often questioned, with concerns raised that it 
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leads to subjective informality (Hyland 2002, Le Ha 2009, Swales & Feak 2012, Hyland & Jiang 

2017).  However, this decision has been two-fold:   

 

Firstly, this has been based on the need to provide a depth of qualitative information to enable 

study reproduction (Koch 2006, Geertz 1973 as cited by Brooks 2011).  As suggested by 

Hochschild in an interview conducted by d’Oliveira-Martins (2017), irrespective of a researcher’s 

desire, they are unable to enter any study fully objective or value free. Therefore, as Hochschild 

proposes it is the researcher’s task to ensure the reader is fully informed about the motivation 

and influencing factors behind the study.  To do this it is essential that subjective beliefs regarding 

topic choice and research construction are shared explicitly whilst the researcher demonstrates 

how they have looked past their own pre-study beliefs for what is unknown and different.  

Therefore, I believe, in correspondence with Ivanic (1998), that writing autobiographically will 

enable me to do just that.  Writing from an ‘I’ position will enable me to share my background 

beliefs, values and decision-making processes to a level required for you, the reader, to 

understand the interpretative process I adopted when presenting the information. 

 

Secondly, this decision has been taken on the understanding of the integral role the researcher 

has in qualitative research (Koch 2006, Holloway & Wheeler 2010).  An autobiographical style 

and the use of words such as ‘I’ and ‘me’ are often used with the intent of giving a voice to text 

(Hyland 2002).  As recognised by Holliday (2007), the use of a voice in qualitative research 

enables the writer to attain the human experience as interpreted from a human perspective. This 

captures the internal role of the researcher within the process (Tang & John 1999) and 
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demonstrates a level of sincerity and commitment to the key knowledge and arguments 

presented (Hyland 2002, Holliday 2007, Le Ha 2009). 

 

When citing authors of literature used, I have tried to utilise pronouns in accordance with their 

known gender.  Where this is not known, I have adopted ‘they’ and ‘them’ pronouns irrespective 

of whether it is a single author or several.  As will be highlighted in Chapter 5, gender-neutral 

pronouns have consistently been adopted during the finding’s chapters.  I have done this to 

protect the anonymity of the one male health visitor participant who volunteered to be part of the 

study.   

   

1.2.3 Part One 
 
In Part One of the thesis, I have established two main background chapters and two study 

design chapters to progress after this introductory chapter.  The intention of these chapters are to 

establish the origins and context of the study. Interestingly it has been challenging to decide in 

which order to situate these. So many strands of importance have been determined during this 

study and each has its own sub-strand of knowledge.   

 

To remind me of my original driver for the study, I undertook a reflective exercise to establish 

what was to be prioritised.  From this I deem the central focus of the thesis to be about what may 

be getting in the way of practitioners identifying child need.  Therefore, in the background 

chapters I have reviewed what is currently known about children and child services, as well as 

what is known about assessment and emotions.  
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1.2.3.1 Chapter 2: Children in Context 
 
In Chapter 2 I present a critical review of what is known about children.  I consider why, over 

recent years, momentum has gathered globally to position early childhood as a crucial time-

period in every individual’s life that requires protection (UNICEF 2014c, UNICEF 2017). I 

ascertain that this has happened following the recent findings of bio-neurological, epigenetic and 

adversity research which, although Wastell and White (2017) caution against its use given its lack 

of depth and scrutiny, has still asserted an impact on the way people now think about childhood.   

 

I take a sociological stance when exploring child development and a child’s rights.  I suggest that 

the familial and community experiences encountered during a child’s early years provide the 

cornerstone on which life-long holistic health and wellbeing are positioned (Hammersley 2017). 

These experiences can be positive or negative, depending on the contextualised social 

ecological systems in which development occurs (Bronfenbrenner 2005, Black et al 2017).  I 

bring into consideration what factors negatively impact on a child’s development and why actions 

are required to counter-balance these to protect a child’s health and wellbeing (Centre on the 

Developing Child, Harvard University 2016, UNICEF 2017).     

 

I then discuss the requirements of politically endorsed measures to protect children and 

childhood.  As many consider, investment in a child’s early years is an investment in a nation 

(Heckman & Masteror 2007).  I propose that a lack of political investment into the systems that 

surround a child leads to long-term health and social consequences, which can last for 

generations to bring enduring human and financial devastation to communities.  This provides 
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the backdrop on which to explore the actions that have been and continue to be taken both 

politically and professionally to safeguard children.   

 

As the study’s location is Scotland, the political policies reviewed in this chapter will have a 

primary emphasis on the Scottish context.  At the time of the study, Scotland was part of the 

United Kingdom (UK) and the European Union.  As such, examination of both global and UK 

wide research, policy and professional regulatory frameworks are represented (NMC 2004, NMC 

2015).  

 

In summary, the main purpose of Chapter 2 is to bring to the forefront that children have rights 

and personal agency, but they depend on the nurturing, socialisation, and protection that adults 

can give in early childhood in order to optimise their developmental potential. This chapter is 

positioned to underpin the ongoing findings chapters that highlight why the health visiting service 

is designed to be child-centred, trauma-informed and focused on delivering intergenerational 

interventions as early as possible in a child’s life or a soon as an issue has been identified, all 

factors that emerge in the participants’ narrative.   

 

1.2.3.2 Chapter 3: Assessment, Emotions and Decision-Making 
 
The purpose of Chapter 3 is to provide a bases for the main features of the study, namely 

assessment, emotions, and decision-making.  In this chapter I provide an explanation about how 

I define assessment and emotion for the purpose of the study. As will be identified, both concepts 

are difficult to define due to their constructivist nature (Beckwith et al 2010, Wilson & Wilson 

2015).  Therefore, I will discuss my requirement to select information from a range of texts, to 
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construct a definition that chimed with my personal understandings of both assessment and 

emotion as they correspond to the purpose of the study.  This enabled me to explore literature in 

more detail to gain a foundational understanding about what part emotions play in the 

assessment and decision-making process.   

 

The term assessment in this study is being used to refer to the dynamic activity of gathering and 

analysing information to understand a situation and enable care and intervention decisions to be 

taken to safeguard a child (Barlow et al 2012).  The term emotion is referring to the physiological 

feelings experienced by an individual that are cognitively considered and labelled based on 

experience, for example anger, fear, sadness.  The cognitive decisions taken during the emotion 

process are believed to influence behaviours and the person’s interaction with their immediate 

environment and others (Kleinginna & Kleinginna 1981).  This in turn updates the cognitive 

memory of the interactive emotional experience to inform future cognitive decisions (Kiverstein & 

Miller 2015).   

 

From Section 3.2.1, I explore aspects of health and social care assessment practice.  I illustrate 

that the purpose of child focused assessment is to understand the domestic and social context in 

which a child lives.  It is to analyse the impact this context, and the behaviours of those who care 

for the child, may have on their developmental attainment and wellbeing into adulthood. 

 

The assessment practice of health visitors in Scotland is guided by the structured framework 

known as Getting it Right for Every Child (Scottish Government 2012a, 2021a [GIRFEC]).  

Overall, such assessment frameworks are welcomed as they establish order to sometimes 
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unwieldy amounts of child and family information (Hogg et al 2012).  However, as is established 

in this chapter, they are also criticised as being restrictive to the conversational, individualised 

aspects of assessment that are crucial when working with children and families (Cowley et al 

2004).    

 

I utilise this discussion to raise the understanding that in health and social care practice the use of 

subjective and potentially emotion influenced processes are discouraged (Pfister & Bohm 2008). 

This is based on the concern that ungoverned subjective factors like emotion are ambiguous and 

only conditionally reliable which may bring risk to the assessment process (Munro 2011). As 

explored, this can cause a dichotomy in practice given the known negative consequences that 

can occur when emotions are excluded from the decision-making process (Damasio 1996, Hess 

& Bacigalupo 2011).  

 

The emotion work to be discussed will include emotional intelligence (Goleman 1995) and 

emotional labour practice as considered by Hochschild (1983) and Smith (1992, 2012) and 

emotion work and emotion management as referred to by Bolton (2005).  Literature explored 

later in the chapter include – emotions, assessment, and decision-making, and acts of self-

preservation.    

 

As noted in the title of the thesis and the beginning of the last paragraph, I often operationalise 

the term emotion work as an umbrella term for all emotion-cognitive processes engaged by 

people when communicating with other people.  Although Hochschild (1983) utilises the term 

emotion work to describe a person’s particular use of emotions when communicating with those 
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they have a personal relationship with, I believe it is also a broad term that can be used to 

demonstrate that internal emotion-cognitive processes, irrespective of theoretical bases, are 

always at work in all communication interactions.         

  

I use Chapters 2 and 3 to critically review what is already known about the topics pertinent to my 

doctoral work to highlight gaps in knowledge. This is to validate the need of the study to generate 

new knowledge about whether emotions and emotion work influence a person’s ability to assess, 

identify and respond to the needs of children and families.  

   

1.2.3.2 Chapter 4 and 5: Methodology and Study Design 
 
I have progressed Chapters 4 and 5 as predominantly reflective accounts.  The aim of this is to 

provide a transparent understanding of my thoughts and to share information about the 

influencers that affected my decisions during the study’s construction. For example, I have 

provided an overview as to why the study has been positioned in the qualitative paradigm or why 

I have chosen to utilise interviews as the main data collection method.   

 

As I explain, the decisions for this study have been based on my acknowledgement that to 

answer the questions posed, an interpretivist epistemological stance was required.  This was 

influenced by my realisation during my PhD journey, that I held a social constructivist ontological 

foundation (Harper 2011) which is in line with the sociological basis of the study.   

 

Early in Chapter 4 I discuss the influence my experience of phenomenology (Dowling 2007) 

during the feasibility period, Section 1.1.4, had on the methodological decisions for this doctoral 
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study.  My experience resulted in my decision not to progress the PhD project as a 

phenomenological study.  This was a decision taken on my perception that the methodological 

principles of phenomenology-imposed limitations on exploring the participant’s cultural 

background. Instead, the principles of reflexive ethnography were favoured to influence the 

approach adopted (Krzyzanowski 2011).   

 

Semi-structured, ethnographic interviews combined with office-based observation have been 

utilised to gather the depth of data required for the study.  The analytical principles of critical 

discourse analysis (Gee 2014a) have been used to interpret what was being said by participants. 

This has enabled me to consider what the participants were saying as well as what they were 

aiming to do with the information they shared (Macgilchrist & Van Hout 2011, Gee 2014a).  As 

Gee (2014a) proposes, the language choices we make and the way we construct conversations 

can tell us more about a person’s beliefs and feelings than the words themselves. 

   

The level of detail I have provided in Chapter 4 about the theoretical principles underpinning the 

research methodology is extensive.  As cited in Section 1.2.2, this is to adhere to the 

recommendations of Koch (2006) and others (Geertz 1973 as cited by Brooks 2011) about the 

importance of providing enough detail to inform quality and audit processes.  To do this I have 

included detail about the methodologies I considered, with a brief explanation about why they 

were included or excluded from the study.  The methodologies considered were hermeneutic 

and descriptive phenomenology and ethnography.  In concluding Chapter 4 I will establish this 

study as taking a reflexive ethnographic approach while using critical discourse methods of 

exploration and analysis.   
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Progressing from Chapter 4, I use Chapter 5 to communicate the method and design of the 

study. Here I provide clear detail about the methods used to involve people with the study and to 

gather information.  As I will demonstrate the design decisions concluded in this chapter, have 

resulted from an extensive consideration of several methods available.  Chapter 5 will establish 

that the study has used semi-structured interviews with a sample of 16 specialist community 

public health nurse - health visiting practitioners.  Purposeful and snowball sampling strategies 

were utilised, with the number of interviews determined when data saturation was reached 

(O’Reilly & Parker 2013).  The data collected were analysed using the tools of Gee (2014b). This 

resulted in the generation of findings which made Part Two of the study possible.     

 

1.2.4 Part Two 
 
The focus of Part Two is to share and discuss the narrative provided by the 16 health visitor 

participants who took part in the study. In Chapter 6 the emotion work of the health visitor when 

building relationships with children and families will be the central focus.  Chapter 7 will 

concentrate on the activity of assessing children and families in the family home, and Chapter 8 

on assessment practice. 

 

1.2.4.1 Chapter 6: Building Relationships with Children and Families 
 
Chapter 6 is the first of three findings’ chapters.  I use this chapter to present data relating to why 

health visitors develop relationships with children and families.  I discuss how these relationships 

are developed and share narrative that suggests the health visitors consider them essential to 

gather the information they require to understand a child’s wellbeing.  Crucially they provide the 
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health visitor with the opportunity to appreciate the positive or negative impact familial behaviours 

may have on a child(ren) and to consider what interventions are required to respond to any need 

identified.     

 

This chapter provides an insight into why the development and sustainment of some parent – 

health visitor relationships can be challenging and what the health visitor does to manage them.  

What has emerged is that the health visitor engages in emotion work (Hochschild 1983, Smith 

1992, Bolton 2005, McClure & Murphy 2007, Smith 2012) to gain a trusting family connection to 

gain access to a child(ren), the home environment and the level of information required to 

construct a comprehensive assessment.  According to the findings, this depth of relationship is 

necessary to be accepted as a member of the family’s supportive framework in order to work 

therapeutically to optimise a child’s developmental and emotional wellbeing (Scottish 

Government 2012a).   

 

The data in this chapter propose that health visitors believe most of the relationships they 

develop with families are positive and achieve the desired outcome.  However, at times the 

narrative shared demonstrates the opposite is true, with the health visitor participants reporting 

that sometimes practitioners can become overly familiar with a family.  This overfamiliarity can 

lead to them becoming distracted by the development and sustainment of the relationship to the 

detriment of the child(ren) assessment and intervention.  I suggest this occurs due to the variable 

conditions the health visitor works under, and the complexity created during interactions with 

many different people from many cultural backgrounds.  This means that the emotion work of the 

health visitor can cause them to lose sight of what is important.  They either prioritise the 
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relationship with the parents or on occasions, focus on the protection of their own wellbeing due 

to the unmanaged over involvement that causes them discomfort. 

 

In Section 6.4, I discuss the findings of the study in the context of what is already known about 

emotion and assessment work. I acknowledge the emerging similarities from this study and 

those of Benner (1984), Benner and Wrubel (1989) and Smith (2012) among others.  I then 

illustrate the unique knowledge generated by this study in the context of the grand theories of 

Bourdieu (Walther 2014) which I utilise to explain why complexity exists between the 

parents/carers and the health visitor. 

 

1.2.4.2 Chapter 7: Assessing Children and Families in the Family Home 
 
In Chapter 7 the focus is on the health visitors’ experience of assessing children and families in 

the family home.  Here I establish the benefits this activity brings to the assessment of children 

and how it enables a different level of assessment than that available when a child attends a 

clinical space in a health centre, for example.  I show how the depth of assessment is increased 

by the practitioner being present in a home, absorbing the information available from the 

environment.   

 

The data in this chapter demonstrate that the health visitor, like an applied clinical anthropologist, 

uses their ability for embodied communication to be a vessel for data collection (Fetterman 

2010).  They do this by physically, sensorially, and relationally connecting with the family in their 

home environment while considering the social ecological systems that are structurally 

influencing the child’s wellbeing, for example family relationships, availability of accessible 
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community resources (Bronfenbrenner 2005).  The outcome of such an experience leads them 

to develop a micro-ethnography which informs the therapeutic interventions designed to address 

any identified needs.  The micro-ethnography is revisited at several points during the five-year 

relationship the child and family has with the health visitor service.  

 

Again, in this chapter, I discuss Bourdieu’s theories (Bourdieu & Wacquant 1992) to explain the 

idea that some families can be reluctant to have health visitors in their homes.  I suggest that this 

results from the adults’ inherent socially constructed belief system, their habitus (Bourdieu 1983), 

underpinning the perception that the health visitor, as a representative of an authoritative agency, 

wish to access the family’s private space to scrutinise and judge the way they live and care for 

their child(ren).  As such they control or avoid health visitor contact due to the sensed negative 

impact this will have on them and their family.   

 

I introduce the framework of emotion regulation (Gross 2014) to demonstrate how the structural 

beliefs of the family members and the health visitor are operationalised in practice.  This involves 

regulating their emotions during the interactive game (Bourdieu & Wacquant 1992) between the 

parents and health visitors to select and control their situations, thoughts, and emotional 

response.  

 

1.2.4.3 Chapter 8: Assessment Practice 
 
Chapter 8 further develops the themes that have emerged in Chapter’s 6 and 7.  In each of the 

preceding chapters, I consistently orientate the discussion towards the main activity i.e., 

relationships in Chapter 6 and home visiting in Chapter 7, whilst considering what influence it has 
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on the practitioner’s assessment practice.  In this, the final findings chapter of the thesis, I report 

on the specific narrative shared by the participants about the activity of assessment practice.   

 

Practitioner individuality comes into focus during this chapter, with an exploration about the 

impact several factors have on the assessment practice of health visitors, such as the person’s 

identity, their professional experience and how they cognitively think and feel about the families 

with whom they work.  This is especially true with an exploration about how some practitioners 

feel when they discover the information a family has shared is false.  In this part of the discussion 

professional credibility, accountability and experience will be the focus.     

 

The data shared in Chapter 8 demonstrates the professional anxiety participants have about 

recording aspects of their work with children and families.  This emergent finding links with the 

critical discussion from Chapter 3 about assessment governance and the legal implications of 

record keeping.  As the nature of the health visitor’s work is emotional and relational, they can 

gather the depth and variety of information needed for a social ecological assessment 

(Bronfenbrenner 2005) but at times this can be difficult to decipher and objectively report in a way 

that adheres to professional and organisational record keeping guidelines (NMC 2015).  This 

raises the discussion of intuitive knowledge in assessment work and questions whether 

maintaining the dominant belief that only observable fact can be recorded, means the child’s 

health record falls short in providing health visitors with the observed, felt, and experienced 

embodied information so crucial to their decision-making and assessment work.  
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1.2.5 Part Three 
 
Chapter 9 concludes the thesis by positioning it in context.  It does this by summarising the new 

knowledge the study has uncovered, how it differs from that which is already known and then 

considers what it will mean for policy, practice, education, and research. 

 

The chapter summarises the conclusion to each of the thesis chapters, which I have used to 

answer each of the original objectives of the study.  The objectives were set to explore the 

experiences of the health visitor, to recognise the situations they found challenging when working 

with children and families, to obtain their opinion on whether cultural differences between the 

health visitor and family were evident and if so, to understand if they had an impact on the health 

visitor’s assessment, decision-making and response to a child’s need. 

 

The main findings to be presented in this chapter are that health visitors work well with most 

families and manage to assess and respond to the wellbeing of children.  By following the 

national practice model, GIRFEC, they delve to the depth required to obtain a socio-ecological 

assessment.  This assessment enables them to consider the child in the context of their family 

and the community in which they live.   

 

To obtain information to the depth required, they act as an applied clinical anthropologist, using 

themselves as a tool while working in a family home to gather the information.  A crucial part of 

this is working with one’s emotions in an agile manner to adapt to the cultural expectations of the 

family which is necessary to develop a relationship to gain entry to a family’s home.  The success 

of working with emotions are theoretically understood in the context of Bourdieu’s theory of 
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practice. Bourdieu’s concepts of habitus, doxa and capital provide insight into the why and how 

people interact the way they do in the field.  Why the interactive game with some people can flow 

freely with little effort while emotion-cognitive processes can feel effortful when working with 

others, without making the connection required to work for the benefit of the child(ren).  

 

For the purpose of the thesis, I have conceptualised Bourdieu’s term ‘field’ as referring to the 

family unit and the contextual setting of a family’s home/house.  Bourdieu’s term ‘game’ is mainly 

conceptualised to describe the communicative interaction between the health visitor and adults in 

the family.  When working in each of these fields and engaging in the game, Figure 1 

demonstrates that in order to be emotionally agile, the health visitor will engage in a multi-

directional range of emotion-cognitive activity in response to the interactive game engaged in the 

field: 

 

Figure 1: Emotional Agility  
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In Chapter 9 I will present this figure again and provide detail about the key knowledge this study 

will contribute to the practice fields of health visiting and child protection.  The study and its 

findings will provide foundation to research, education, practice development and policy.  

Specifically, when considering the supportive, supervisory frameworks that health visitors have 

access to.  I suggest these are required to ensure they are able to work with their emotions.    

 

1.3 Conclusion 
 
Chapter 1 has introduced the thesis by providing detail about its purpose, the context in which it 

has emerged and the feasibility study findings that have informed it.  The overview given in 

section 1.2, has summarised the content to be presented as the thesis progresses, commencing 

now with Chapter 2.   
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Chapter 2 
Children in Context 
 

2.1 Introduction   
 
In Chapter 1, I established the focus of this doctoral study as an exploration about whether health 

visitors believe the emotion work they carry out as having an influence on their abilities to assess, 

identify, and respond to children in need of care and protection.  In Chapters 2 and 3, I will now 

provide a critical review of literature to establish why such a study is warranted.   

 

The overall focus of Chapter 2 will be childhood research.  I will use it to construct a picture about 

the experiences of children for the purpose of determining what experiences impact on a child’s 

growth and development. This will contextualise the study by establishing why the identification of 

children living in challenging situations is so important. 

 

This chapter will not provide detail of the specifics about child development at each age and 

stage, given the vast amount of information surrounding it. It will however determine the way all 

development is impacted by familial, community and political factors, irrespective of age.  It will do 

so through the critical review of research and professional opinion.   

 

In Section 2.2, definitions of terms to be used throughout the thesis will be presented.  

Specifically, I note that children are defined in legal terms as all people under the ages of 16 

and/or 18 years and that the term childhood is a generational time-period in everyone’s life that 

ranges from human conception to age eight years (UNICEF 2014c, UNICEF 2017).  Based on 
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sociological insight, childhood in this thesis will be viewed as culturally constructed and essential 

for optimal life-long wellbeing (Hammersley 2017).   

 

In Section 2.3, the first premise of the thesis will be introduced as all children require assistance in 

the protection of their rights and wellbeing.  The second is that children should have enriching 

experiences in childhood to enable them to develop and prepare for the transition to adulthood.  

Section 2.4 will consider what this means for the interactive relationship between children and 

families.  It will examine the imperative role a family has in promoting child wellbeing.   

 

Bronfenbrenner’s (2005) work will be presented to diagrammatically illustrate the concept of 

systems theory.  It will illustrate the ecological impact family, community and societal conditions 

have on children and the understanding that the system of family surrounds a child for the 

purpose of education, socialisation and nurture and how other systems such as education, social 

policy, employment, health, and social care surrounding the family enable it to function.  

 

In Section 2.5, the circumstance in which a child lives and the impact it has when it does not 

provide them with the positive experiences needed to develop will be considered.  In particular, I 

will explore the impact adverse experiences in childhood can have on a person’s long-term 

wellbeing. The importance of this discussion to the thesis will become evident, as it provides an 

understanding about why health and social care professionals focus on inter-generational work to 

promote and protect a child’s developmental wellbeing.  It underpins why health visitors focus 

their child-centred work on building the capacity and capability of adults who are expected to 

care, socialise, and educate their children.  
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Section 2.6 will bring together discussion about the influence current research is having on 

political policy. This, I will use, to give a bases on which to consider the change it is making in 

health and social care child focused services.   

 

In this section I will provide information about Scotland.  As the location of the study, it is 

important to understand Scotland’s political direction and the influence this may have on the 

participants of the study.  

 

2.1.1 Search Strategy  
 
To generate literature for Chapters 2 and 3, I adopted an iterative search process.  By this I mean 

the search for literature was not a one-off event and instead occurred on several occasions.  The 

search involved continuously exploring literature databases during the life of the study when new 

ideas or unfamiliar concepts were recognised.  This occurred during the study’s development, 

interpretation, and reporting phases; mainly during the years 2014/15 and 2017/18. The final 

search was in 2019-2021 to enable the final construction of the theses.  As this was an iterative 

process, the exact number of texts being directly cited or those that have indirectly influenced the 

thesis is unknown, but the process taken to source the information is as detailed below and 

summarised in appendix 2. 

 

The main databases searched were provided by Elton B. Stephens Company discovery services 

(EBSCO), specifically Cumulative Index of Nursing and Allied Health Literature (CINAHL).  As 

well, general search sites were used which included Google scholar and DiscoverEd which is the 
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combined search function offered by the University of Edinburgh.  This combined database 

provides access to the university’s full library resource of books, journals, and databases.   

 

Global, national, and local political and organisational websites were also searched for grey 

literature.  These included the websites of the United Nations Children’s Fund (UNICEF); Scottish 

Government; NHS Scotland; Information Services Department, Scotland; Department of Health 

and Social Care, England; World Health Organization (WHO); National Institute for Health and 

Care Excellence (NICE) and the Scottish Intercollegiate Guidelines Network (SIGN).   

 

The main search terms used for Chapter 2 were ‘child’, ‘children’, ‘childhood studies’, all of which 

returned more than 150,000 system generated texts.  To manage, limit and maximise the search 

return, Boolean operators were utilised as were truncation or wild card symbols such as '*' and '&' 

(Aveyard 2014). These terms were searched individually and together with additional words like 

'family', ‘development’, ‘vulnerability’ and 'adversity’ cross-referenced with each.  Database 

limiters were applied such as peer-reviewed, English language books and articles within an initial 

five-year period (2009 – 2014) which extended to eleven-years (2009-2021) over the course of 

the study.  Based on recommendations made by journal sites, a snowball process uncovered 

articles directly sourced from journals.  These were often out with the initial timeframe set.  The 

decision to include these was taken on analysis of content and quality which on many occasions 

resulted in them being deemed suitable for inclusion.  These decisions were based on whether 

they were continuing to influence contemporary thinking through frequent citation in newer 

publications.  Often this was irrespective of original publication date, especially when the text was 

viewed as seminal.     
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For the latter part of the chapter, the search terms 'health visitor', 'health visiting' 'public health 

nurse', 'public health nursing' were also used; combined with terms such as 'children', 'families', 

‘children services’.  All words were searched individually and together.  The reason for variation in 

professional title was to reflect the difference in titles used throughout the world for practitioners 

with similar roles. Also, it takes account of the change in title within Scotland over the past 15 

years.  This has gone from health visitor to specialist community public health nurse (SCPHN), 

back to health visitor (Scottish Executive 2005, Scottish Government 2013b).    

 

These search terms initially returned 1,350,000 sources from Google Scholar, with just the term 

health visit*.  This was reduced to 151,000 and then 26,000 by applying timeframes of five and 

two years, respectively.  The number was initially high in all databases because of the generic 

word health.  

 

In EBSCO, the return was lessened by applying source parameters of eBooks collection, Health 

source, Medline, PsycBOOKS, PsycARTICLES, PsycINDEX, SocINDEX and CINAHL 

Complete.  This was applied in conjunction with system limiters as detailed.  The return was 

initially 12, 181 which was reduced further to 798 on application of a five-year timeframe from 

2009-2014 in the first instance.    

  

To manage the returns, the titles and abstracts were scanned to establish relevance in relation to 

the main topics for this chapter (Machi & McEvoy 2012).  What was interesting when searching 

for professional literature relating specifically to health visiting, was the very little empirical 
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evidence available to support health visiting as a profession.  This corresponds to the finding of 

Cowley et al (2013).  The literature available was more focused on evidencing individual 

interventions that health and social care professionals can employ when working with children 

and families.  Often focused on specific topics and in specific communities.  Although this is not 

something that should be discouraged, a lot of what was available was not fully relevant for this 

chapter.  These were therefore excluded.  

 

2.2 Children and Childhood  
 
In UK law, a child is defined as everyone up to the age of 18 years (Scottish Government 2014a, 

National Society for the Prevention of Cruelty to Children [NSPCC] 2020).  In most countries of 

the world, the protection of children and their rights are in law.  For example, informed by the 

United Nations Convention on the Rights of the Child ([UNCRC] United Nations [UN] 1989), it is 

legally maintained in the UK that children have the same rights as others in society.  They have 

the right to express their needs.  They have the right to develop their opinions in nurturing families 

and communities (UN 1989, Oswell 2012, Wyness 2014, Konstantoni & Emejulu 2017). They 

have the right to access safe environments that support their right to play and learn (UN 1989). 

  

The UNCRC is enacted into law to varying levels throughout the world.  Such variety has 

originated from the fact that some people and societies are unable to leave behind the historical 

beliefs that children are developmentally unable to act in a manner required to negotiate an adult 

dominated world (Wyness 2014, Hammersley 2017), and that due to their inadequate skill or 

developmental ability, children are only “becoming” and are not yet fully human “beings” (Oswell 
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2012, page 39).  Accordingly, some people do not agree that children have the same rights as 

adults.   

 

The aim of much research over recent years has been to invalidate lingering beliefs about the 

subordinate rights of children by providing evidence why children and their rights matter (Britto et 

al 2013a, Britto et al 2013b).  It states childhood should be viewed as a crucial time-period in 

everyone’s life while establishing that its protection is essential to sustain the development of all 

humanity (Engle et al 2013).  

 

For this thesis, childhood is being defined as a time in a child’s life from conception to age 8 years 

(UNICEF 2005), with this being recognised as the time when the greatest rate of developmental 

possibilities occurs in a person’s life (Engle et al 2013, UNICEF 2014b, Black et al 2017, 

Hammersley 2017). Childhood is understood as the period when the most fundamental change 

on long-term brain, cognitive and psycho-social development occurs, which in turn influences a 

person’s health and wellbeing over their life-course (Gertler et al 2014, Black et al 2017). 

 

Britto et al (2013a) state that emerging understandings of child rights and the recognition of the 

importance of childhood has been generated from research studies spanning over 30 years.  

Research that informs global leaders that political, societal, and cultural action to uphold, protect 

and actively invest in the nurture of children during their early years is essential. Fundamental to 

the optimisation of a child’s potential which can then ensure the human, economic and social 

capital of the nation in which they live will prosper (Heckman & Masteror 2007, Britto et al 2013b, 
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Farrell et al 2016a, Farrell et al 2016b, Morin et al 2016, Black et al 2017, Chan et al 2017, Global 

Breastfeeding Collective on behalf of UNICEF & WHO 2017, Lange et al 2018).    

 

It is this understanding that has fuelled the recent investment in child focused health, education, 

and social care services in the UK as referred to in Chapter 1 (NIDHSS&PS 2014, Scottish 

Government 2014a, UNICEF 2014b, Welsh Government 2014, UK Government 2017, Scottish 

Government 2021a, Scottish Government 2021b).  This chapter will therefore consider the 

underpinning literature for the purpose of highlighting the evidence base surrounding children 

and to emphasise the need for health, education, and social care professionals to work with 

adults in a child’s life to protect and promote their wellbeing.  

 

2.3 Protect Child Rights and Promote Development 
 
As raised in Section 2.2, contemporary thinking purports that children should live in a society that 

promotes their rights.  They should live in one that supports them to be active actors in the family 

and environment in which they live, to have their developmental needs met at a rate and time 

that suits them as an individual (Hammersley 2017, UNICEF 2017).   

 

At this current time, it is recognised that to actualise this belief requires a cultural shift in the way 

some adults think.  It requires a move away from the opinion that children lack rights and agency 

due to limitations in their knowledge and developmental standing (Woodhead 2009, Hyde et al 

2010, Lerner et al 2015, Black et al 2017).  It requires a move to the understanding that a child 

has the right and ability to express their opinions and desires (Konstantoni & Emejulu 2017).  
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Such a move in opinion is required because child development is “socio-culturally variable rather 

than biologically fixed” (Hammersley 2017, page 117).  It happens because of the 

responsiveness of families and communities (Bowlby 1973, Vivrette et al 2018).  It occurs from 

the abilities of adults to support a child in the safe negotiation of their environment (Nijnatten 

2010) and from an adult’s motivation to nurture children in the belief that they are a person 

connected to society and worthy to have their needs met (Bowlby 1973, Howe et al 1999, Howe 

2005, Corcoran & McNaulty 2018).  Adults are crucial in guiding a child’s socialisation and 

education to enable them to influence and negotiate newly encountered, sometimes complex 

situations as active participants (James & Prout 1990, James 2009, Jans 2014, Konstantoni & 

Emejulu 2017). 

 

As postulated in Bowlby’s (1973) classic work, children require a belief, or internal working model, 

that they are worthy to actively interact with and contribute to their community.  It is viewed that 

such a model promotes societal harmony through the person’s own engagement with their 

community, and the cyclical influence it has when they nurture their own offspring (Harris et al 

2007).  This in turn leads to progressive inter-generational change for society over the long-term 

(Britto et al 2013b, Chan et al 2017, Richter et al 2017).   

 

Such discussions bring into focus the “bi-directional” (Tiberio et al 2016, p 837) relationship 

between children and adults; the fact that everyone’s development and wellbeing is dependent 

on others.  The premise from this is that all in society must work collectively in various settings to 

promote a child to ask for what they need and to respond to a child’s need, so they progress 
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successfully into adulthood.  Ensuring success is known to benefit all by ensuring the positive 

social progression of the country in which they live (Britto et al 2013a). 

 

Konstantoni and Emejulu’s (2017) ethnographic study demonstrates that development and 

employment of a child’s agency is influenced by the messages and education received and 

observed from the adults who guide their socialisation. Specifically, when analysing the data 

through a lens of intersectionality, Konstantoni and Emejulu (2017) identified that, irrespective of 

their age, each child’s perception about ethnicity and gender acceptability at a given time was 

generated by the adults surrounding them. So that their feelings of safety and freedom and their 

ability to negotiate relationships and social structures were, like the founding black women of 

intersectionality, influenced by the dynamic interactions within community groupings and 

geographical locations as directed by their instilled belief about the applied social categories of 

race, skin colour, and gender (Collins & Bilge 2016).   

 

Konstantoni and Emejulu (2017) have taken a particular analytic approach to their data which 

therefore means their concluding findings can be questioned as potentially influenced by what 

they were on the lookout for (Supino & Brown-Epstein 2012).  However, their findings do give rise 

to the view that on the one hand a child uses their agency and their adaptive ability to respond to 

contextually dynamic situations (Lerner et al 2015, Villarreal & Heckhausen 2015).  On the other 

hand, however, it raises significant concern about the long-term impact social constructs and the 

transfer of ethnic and gender bias by adults can have on early childhood experiences and a 

child’s ongoing development into adulthood (Collins & Bilge 2016).   
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Villarreal and Heckhausen’s (2015) literature review suggests that concerns of this nature 

emerge specifically when one contemplates the impact interactive relationships, experiences and 

beliefs instilled in childhood can have on a person’s present situation and throughout life. As they 

reviewed, the lasting impact of childhood not only restricts the availability and exposure people 

have to opportunities, but they also drive whether a person develops a desire or ability to 

participate in the opportunities that are available to them (Appleyard et al 2005).  As they 

conclude, this means that a person’s participation in the world around them is enacted or 

inhibited by the prejudicial understandings and perceptions they develop in early childhood.  

That, in corresponding with others, a child’s own general ability and agency are, by virtue of age 

and developmental maturity, symbiotically dependent on and susceptible to the caring 

behaviours, attitudes, decisions and abilities of legally responsible adults with whom they interact 

(Andresen 2014, Wyness 2014, Deb & Gireesan 2016, Konstantoni & Emejulu 2017, Houle et al 

2018).   

 

To consider what theoretically underpins these findings, I will now go on to consider systems 

theory.  To do this I will review Bronfenbrenner’s Social Ecological Model (Bronfenbrenner 2005) 

to illustrate the position of individuals in relation to others in society.  In Bronfenbrenner’s model, 

childhood is positioned as the most crucial period for an individual’s long-term wellbeing (UNICEF 

2005).  I have chosen to explore this at the beginning of the section to give bases to the critical 

discussion going forward.  In my discussion I consider the impact family and societal systems 

can have on children, again to provide a foundation about why health, education and social care 

professionals are needed to guide and promote a child’s socialisation and education when living 

in society.  
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This section will establish that when systems are not child focused or lack the ability to be 

responsive to children, there is the potential that the child’s psycho-social development will be 

significantly influenced (Capaldi et al 2020). I will conclude that such developmental interruption 

will have a detrimental impact on a child’s rights, their use of agency and subsequently their 

progression to adulthood.  

 

2.4 Systems Theory 
 
For this thesis, a system is being generally defined as: 

“A system consists of elements discernible within the total reality (universe)…All these 
elements have at least one relationship with another element within the system and may 
have relationships with other elements within the total reality” 

(Dekkers 2017, page 6), 
 

In my sociologically based study about people, the total reality is everything that surrounds a 

person.  The elements that make up this reality are relationships with family, friends and 

communities, cultural beliefs, political policies, availability of community resources, employment 

opportunities etc.  The idea of what systems surround an individual originates from 

Bronfenbrenner’s ground-breaking work commenced in the 1960’s (Bronfenbrenner 2005).  Over 

the course of approximately 60 years, Bronfenbrenner’s work has highlighted that all individuals 

are surrounded by several interdependent systems.  Whether implicitly or explicitly known, each 

system influences an individual’s life.   

 

As the Social Ecological Model (Figure 2) diagrammatically depicts, an individual is considered 

centrally located in their world with a variety of systems surrounding and impacting on them. This 
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includes factors like their or their families’ educational and employment status, their ability to 

travel, to obtain the products they need to survive as well as to gain the knowledge and 

understanding they need to live in society.  As Bronfenbrenner’s work illustrates, systems interact 

with each other.  The energy between them is multi-directional and the direct or more remote 

impact they have on an individual varies at different times throughout their life. 

 

Figure 2: Social Ecological Model 

 

Bronfenbrenner 1979 (cited in Bronfenbrenner 2005) 

 

In line with the general ethos of the chapter so far, Bronfenbrenner (2005) and others (Black et al 

2017) position childhood as the foundational element of an individual’s generational life-course. 

They illustrate that developmental attainment and life-long wellbeing is structurally influenced by 

an individual’s exposure to and interactions with factors within each system; all of which is 

contingent on the familial, societal, or political location in which they are born (Oswell 2012).  It is 

dependent on the opportunities that are available in each system and an individual’s ability to 

take advantage of these (Villarreal and Heckhausen’s 2015). Examples that demonstrate this 

can be a person’s or their family’s employment status.  For instance, employment opportunities 

maybe available in a person’s exo-system, but the competing nature of local policies may cause 
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transport links to be inaccessible to the person.  This results in them being unable to take up the 

employment opportunity as travel to sustain this would be unavailable.      

 

Bronfenbrenner’s model does not provide specific detail about what makes a good or bad 

system as more modern system models do (Black et al 2017) but in his wider text he 

demonstrates the embodiment of system theory with discussion about the interactive 

dependency each system has with each other in the one individual’s reality. It structurally 

supports the concept that everyone requires a healthy interaction with multi-perspective systems 

to optimise life-long wellbeing (Cicchetti & Toth 2005, Anda et al 2006).   

 

Some would propose that the fact that Bronfenbrenner’s work continues to be used 60 years 

after its development, is testament to the enduring belief that individual human development is 

the result of an interactive relationship between familial, community and societal systems 

(Stevens & Hasset 2007). Whereas more accurately, it is supposed that Bronfenbrenner’s work 

has only recently come into focus. This is because until recently it had not been fully understood 

or accepted, and it is only over the past 20 years, following the emergence of similar, 

confirmatory research, has it begun to be utilised as a way of thinking about a child or individual’s 

need for wellbeing (Schore 2001, Harris et al 2007).   

 

2.4.1 Systems in Practice 
 
The adoption of individual systems theory and the emergence of Bronfenbrenner’s work has 

happened in part due to the work of UNICEF.  During the development and publication of the 

UNCRC and associated documents (UN 1989), the United Nations utilised such work to ascribe 
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to political leaders the understanding that child development, and subsequently their nation’s 

development, will not occur unless children are surrounded by positive systems.   

 

As Britto et al (2013a) highlight, every decision taken, whether it is global, national, or local will 

influence an individual, with children feeling such changes more significantly than others in 

society: 

“Young children around the globe bear the greatest burden of poverty; disease; war; 
social marginalisation and limitations in health, nutrition, and education services.  These 
risks prevail not just for children residing in low and middle-income countries but also for 
the disadvantaged children in high-income countries”. 

(Britto et al 2013a, page 3) 

 

Therefore, the UN (1989) are keen to promote with world leaders that, irrespective of the 

country’s socio-economic status, children have the right to live in systems free from conflict, 

neglect, and abuse with their experience essential for the promotion of positive long-term 

developmental outcomes for individuals and societies.  To date most political leaders throughout 

the world have awareness of the UNCRC and the work of the UN and UNICEF. However, 

political commentators propose that having knowledge about the impact political decisions have 

on a child’s rights is one thing but instituting it within the variable systems that operate both in the 

public arena and in private family homes is quite another (Britto et al 2013a, Morin et al 2016, 

Nilsen 2017).    

 

Warren et al (1998) claim that systems interact in unpredictable and uncontrollable ways.  In 

criticism of “linear” system models (Warren et al 1998, page 357), they suggest that it is normal 
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for systems to be multi-directional, disordered, and multi-faceted.  As such it is no wonder that 

world leaders are unable to uniformly establish stable societal systems.  

 

According to Morin et al (2016), the same is true for systems in families.  They suggest that family 

systems are also unpredictably diverse and complex when considered in relation to child 

development.  Most will promote a child’s rights and will sustain their wellbeing, but others will 

not. The ones that will not are the ones that tend to have interwoven generational barriers 

(Nijnatten 2010).  These barriers influence a person’s ability to experience and cope with societal 

pressures because they must direct their energy to manage the challenges in their immediate 

family system, which often structurally determine they are unable to engage with systems 

external to their family and home.   

 

Warren et al refers to this as “structural determinism” (Warren et al 1998, page 360).  They 

explain that this is where the changing inter-dependent associations within and between systems 

govern how they function and subsequently how they impact on an individual’s development and 

progression.  Such situations adversely dictate that individuals and their children are unable to 

capitalise on the supports external systems may be able to offer.  It results in them having the 

belief that they are excluded from society and are not worthy of support.   

 

Nijnatten (2010) stresses that at these times neither the child nor the parent can use their 

agency. This leads to reduced developmental attainment because of their lack of exposure to 

other systems.  According to Nijnatten (2010) this type of scenario is often evident in cases 

where child neglect features.   
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Morin et al (2016) proposed that this loss of control and agency is being experienced by families 

with increased frequency over recent years.  Their appraisal of the global financial situation of 

families concluded that this is a consequence of the current systematic application of socio-

economic austerity measures.  From their research, they identified that more and more parents 

are sharing concerns about their inability to access resources because of educational, financial or 

relationship challenges. 

 

Morin et al’s (2016) findings synchronise with systems theory work (Bronfenbrenner 2005, Black 

et al 2017). They illustrate that child and family adversity results from repetitive systematic failures 

that happen over generations. Thus, a child’s contemporary experience is frequently impacted by 

the cognitive and higher developmental functioning of the adults who care for them, which have 

been influenced by the adult’s own childhood experience. The adults’ reduced functioning often 

hinders their own and their child’s independent initiation of service and resource use (Villarreal & 

Heckhausen 2015) which has a detrimental impact on their ability to create opportunities for their 

own personal wellbeing and those of their children.   

 

When suppositions of this nature are measured in the context of the most recent bio-neurological 

research, concerns emerge.  Especially when it is considered that these experiences not only 

have an impact on a child’s experiential learning, they also have a bearing on the epigenetic 

transmission of adversity (Joshua et al 2015, Shonkoff 2017), with potentially life limiting 

biological and genetic damage occurring in cells passed through reproduction. 
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Up to this point in the chapter, I have utilised literature to establish how children have rights and 

agency but that these rights are either positively promoted or negatively impacted by the adults 

that surround them.  This can happen either directly by the adults that care for them in their family 

system, or indirectly through the political decisions taken by community and/or societal leaders.    

 

The purpose of the next sections in this chapter are to consider the specific impact this has on 

individuals and what actions are being done about it.  The latter point is important to contextualise 

the role of health, education, and social care professionals in promoting the wellbeing of children 

by developing the capacity and capability of adults while influencing political policy. 

 

2.4.2 The Impact on Children 
 
It is frequently speculated that systemic challenges are affecting between 200 - 300 million 

children under the age of five-years worldwide (Britto et al 2013a, Chang et al 2015, Black et al 

2017, UNICEF 2017). Although no evidence is available when writing this thesis to support this 

statement, it is expected that this number will rise from 2019 onwards due to the impact the 

COVID-19 pandemic and the Russian – Ukrainian War will have on children and families.  

 

In many situations there is evidence of community or societal systems to assist families, but the 

child and/or parent have an inability to access what they need. This means that a significant 

number of children are failing to meet their developmental potential (Britto et al 2013b, Black et al 

2017, UNICEF 2017). 
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The outcome of this is a widening gulf of health and socio-economic inequalities between those 

who are increasingly failing to access life-sustaining, development promoting provisions and 

those who have ready access to what they need (Joshua et al 2015).  This, according to Joshua 

et al (2015) and Britto et al (2013a) is irrespective of the overall economic status of the country in 

which people live.  They raise this point to prevent the assumption that system access failure, 

resulting from inter-generational adversity, is only a feature in low-income countries.  Although 

there is stark evidence that service provision is limited in low-income countries, socio-economic 

disadvantage and parental abilities often act as barriers to accessing services, irrespective of 

existing investment, in mid to high income countries. 

 

The UK was a country categorised as having mid to high-income at the time of this study.  This 

means that there is an expectation that the population will have good health. Unfortunately, 

population-based studies demonstrate that year after year there continue to be significant 

pockets of inequality resulting from poverty and marginalisation (Scottish Executive 2007, 

Marmot 2010, Marmot 2017). To demonstrate this, I will use statistics obtained from Scotland 

given the study’s location.  The data were obtained during the data collection period of the PhD 

study, generated by the work of the health visiting service, and recorded by the National Health 

Services of Scotland.  

 

In Scotland, universal child wellbeing assessments are undertaken by health visitors at several 

points from birth to school entry.  One such assessment is undertaken with children aged 27 – 30 

months.  It reviews nine indicators which are social, emotional, behavioural, attention, speech, 

language and communication, gross and fine motor skills, plus hearing and vision.  As the results 
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indicate, out of the nine domains reviewed at this age, children from impoverished families, those 

categorised as male and those from marginalised communities were more likely to display 

concerns in certain domains:  

• Of the 14,100 children reviewed who lived in a deprived community area, 23% (n=3,187) 

displayed at least one concern. Whereas of the 10,500 children reviewed who lived in a 

lesser deprived community only 10% (n=1,009) were affected.  This gives evidence that 

children living in deprivation are twice as likely to experience socio-developmental delay. 

• 23% of males compared to 13% of females displayed concerns in language based and 

social and emotional domains, demonstrating differing gender attainment and readiness 

for educational transitions 

• 24% Asian, 22% Black, Caribbean and African children report at least one concern which 

is 3 – 5% greater than those who identify as white Scottish which is recorded as 19%.  

This equates to 1 in 4 children from Asian communities compared to 1 in 5 from white 

Scottish backgrounds. 

• 27% of children who have or are currently being looked after away from their family home 

were more likely to have concerns when considered that only 18% of non-looked after 

children have concerns. 

(Information Services Division [ISD], NHS Services Scotland [NSS] 2017) 

 

Deb and Gireeson (2016) argue that this position of variable system quality, leading to uneven 

developmental attainment, is evident in most countries.  In their opinion this continues due to the 

recent preoccupation researchers have had with theorising poor childhood outcomes and child 
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rights instead of progressing practical solutions and offering research with the information needed 

to address such inequalities.  

 

In line with Farrel et al (2016b), Deb and Gireeson (2016) advocate that these discrete 

differences in child attainment should be the focus of childhood research.  They believe that 

efforts should be dedicated to the production of data about which areas need input and what 

inputs are needed for all children, while ensuring that it is accessible and contextualised for 

policymakers, families, and communities to take full advantage of when constructing frameworks 

that promote child wellbeing.  Accordingly, they propose that researchers need to consider the 

experience of every child, regardless of their situation and irrespective of how complex and multi 

layered the research needs to be, to illustrate the many inseparable factors that underpin the 

construction of childhood and child development (Pence 2013, Wyness 2014, Cohen & Korintus 

2016, Deb & Gireesan 2016).  As they and others argue, the time is right to promote human 

development instead of solely theorising retrospectively about how children survive (Richter et al 

2017, World Health Organization [WHO] 2017).   

 

Several authors challenge Deb and Gireeson’s (2016) claims.  They purport that contemporary 

research can support change for all children in every situation (Shonkoff & Richter 2013, Britto et 

al 2017, Nilsen 2017, Shonkoff 2017).  In contrast to Deb and Gireeson (2016), Britto et al (2017) 

argue that analysing the problems’ children face has been necessary for people to realise the 

scale and extent of the issue, to consider and prioritise what practical actions are necessary while 

exposing the common misperception that all children have equal experiences.  Shonkoff (2017) 

believes this has had the greatest impact on changing practical actions.  
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Richter et al (2017) argue that even with the increasing volume of research into the issues faced 

worldwide, there is still not enough evidence to fully understand its prevalence.  Nor is there 

enough research to truly comprehend the challenges it will transmit to future generations.  

According to Richter et al (2017), an increase in this knowledge is essential for stakeholders and 

societal investors to justify their investment.   

 

2.5 Adverse Childhood Experiences (ACEs) 
 
Currently a significant body of research is focused on understanding the effect adversity in 

childhood can have on a person’s long-term wellbeing (Morin et al 2016).  Such research is 

essential for this thesis given the context and aim of health visitors in working with children and 

families living in adverse situations.  Unfortunately, as explored in Chapter 1, Section 1.1.3, such 

situations are sometimes unknown until physical, emotional, or developmental difficulties are 

exhibited (Laming 2003, Brandon et al 2008a, Gill 2012, Daniel et al 2014, Daniel 2015).   By 

reviewing this research, I will illustrate why identifying child need through assessment is essential.       

 

2.5.1 The Impact of ACEs on Individuals 
 
One of the most significant studies to influence current thinking has been Felitti et al (1998).  

Their community-based population study has been instrumental in wakening global leaders to 

the demonstrable link between an individual’s exposure to adverse childhood experiences 

(ACEs) and their ongoing wellbeing and lifestyle behaviours in adulthood.  
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Utilising a postal questionnaire, Felitti et al (1998) targeted a population of approximately 19,000 

people over the age of 18-years who had attended a clinic for health assessment purposes in the 

United States of America (USA).  With the questionnaire they established that, of those who 

reported exposure to childhood abuse, neglect and/or what could be classified as undesirable 

parental/household behaviours such as substance misuse and criminal activity, there was an 

increased incidence of unhealthy behaviours in adulthood.  Those reporting childhood adversity 

had increased levels of legal (alcohol and tobacco) and illegal substance use, poor emotional 

wellbeing as well as lower activity and higher rates of over-eating.  In turn these led to an 

increased incidence of long-term conditions in adulthood such as heart disease, cancer, and 

respiratory concerns.   

 

In Felitti et al’s (1998) original study and follow up approximately 15 - 20 years later (Brown et al 

2009), it was evident that this was especially true for those people who had been exposed to four 

or more adversities in childhood.  As a result, it was concluded that the number of adversities a 

child is exposed to during their younger years, has an accumulative effect on their long-term 

health and wellbeing outcome.  

 

In the 1998 study, it was evident that people exposed to four plus ACEs were four to twelve times 

more likely to misuse alcohol and drugs, and to experience poor mental health with suicidal 

ideation.  In the follow up study, it emerged that those who had experienced six or more 

adversities were more likely to die 20 years earlier than was projected for people without any 

history of adversity.   
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Felitti et al’s (1998) ACEs questionnaire has limitations.  For example, being a self-administered 

postal questionnaire, it only in essence has captured what the researcher has asked or how 

motivated the person was to respond (Denscombe 2014).  This resulted in limited information 

about whether the timing of events and when they happened in a person’s life, has a lesser or 

greater impact on the outcome (Riem & Karreman 2019). It has limited the knowledge generated 

about whether the length of exposure has an influence (Verhulst 2017).   Also, Felitti et al (1998) 

and, as a result, Brown et al’s (2009) follow up study, has recorded data from an 

unrepresentative sample with 83.9% of the respondents identified as white (Pence 2013).  

 
Figure 3: Model of ACE impacts across the life course 

 

 

(Bellis et al on behalf of Public Health Wales, NHS Trust 2015, page 5) 

 

Nevertheless, despite these limitations, the studies have uncovered knowledge that “cumulative 

risk” (Morin et al 2016, page19) and the dose effect of toxicity in childhood, has far-reaching long-

term consequences (Figure 3) (Marmot 2010, Shonkoff & Richter 2013, Crouch et al 2018), all of 

which have been confirmed by the correlation of the findings of studies’ examining ACEs and 

those generated from neuro-biological and epidemiological quarters (Anda et al 2006).  Further 

studies that have utilised the validated questionnaire with marginalised groups (Mersky & 
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Janczewski 2018), have also demonstrated similar findings.  According to Andresen (2014), it is 

important to fill such research gaps.  This is especially so with marginalised groups who, as is 

demonstrated by the developmental data presented in Section 2.4.1 (NHS Health Scotland 

2017), are more likely in post-industrialised countries to be at risk from systems-based 

inequalities.   

 

Mersky and Janczewski (2018) adopted a similar questionnaire-based study to that of Felitti et al 

(1998), to explore the impact of ACEs in Black and/or Hispanic communities.  In their study they 

uncovered that although there are differences in ethnic groups, Felitti et al’s (1998) finding that 

ACEs have an impact in adulthood and overall health and wellbeing is transferable to other 

communities.   

 

Mersky and Janczewski (2018), found the main difference between ethnic groups in the USA is 

the type of adversity they experience.  This in turn appears to influence the type of adult 

behaviour which results.  For example, they report that African American communities disclose 

increased rates of physical violence and household dysfunction in childhood.  This leads to an 

increased involvement of child protection services which brings ongoing socio-economic 

instability into adulthood.  White communities reported increased emotional abuse and neglect.  

This results in them reporting increased rates of depression and substance misuse.   

 

As Crouch et al (2018) established with a similar study to Mersky and Janczewski (2018), 

knowing such difference is essential.  It provides the type of information political and service 

developers require to respond to the unique needs of each community group. According to 
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Crouch et al (2018) and Mersky and Janczewski (2018) replication of Felitti et al’s (1998) study in 

a variety of communities should be a focus by contemporary researchers to add to the existing 

body of knowledge.  This is a recommendation many appear to have addressed based on the 

recent increase in research activity using the validated ACEs questionnaire to investigate the 

phenomenon.   

 

Studies which have included the ACEs questionnaire: 

• Austin et al (2018) who examines the relationship of childhood abuse and the misuse and 

addiction to prescribed opioids in adulthood 

• Corcoran and McNalty (2018) who explore the relationship between ACEs and subjective 

reports of wellbeing in adulthood  

• Sonuga-Barker et al (2017) who illustrate the impact emotional deprivation in childhood 

has on the development of neurological processing, cognitive development, and mental 

health over the life course 

• Clements-Nolle et al (2018) who focused on suicidal actions because of ACEs 

• Crouch et al (2017) who examined the impact of ACEs on general physical and mental 

health.  

 

Each of these studies have confirmed the undeniable impact ACEs can have on communities.  

The significance has been so powerful that governments are beginning to take notice by 

commissioning population focused studies to establish what this means for their country to 

underpin the political agenda and inform public planning (Bellis et al 2015, The UCL Institute of 

Health Equity 2015, Couper & Mackie 2016).   
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Bellis et al (2015) illustrate through detailed numerical data sourced for the Welsh Government 

(Table 1) that the threat adverse childhood events bring to the health of the public, transcends 

individuals and communities.  By surveying a population of adults aged 18 – 69 years, they were 

able to demonstrate that childhood adversity is shaping fundamental societal structures and is 

leading to an intergenerational spiral of negative life experiences. These findings, and those of all 

such studies, invariably conclude that adverse childhood events in every cultural setting are 

having a momentous impact on the mortality and morbidity rates of populations (Houle et al 

2018).  

 

According to Bellis et al (2015), focusing on addressing this adversity is the key to change.  As 

presented in Table 1, Bellis et al have provided educated estimates about the difference health 

and social care intervention programmes can have.  

 

Table 1: Public Health impact of ACEs 

People who experience  
four or more ACEs are 

Preventing ACEs will  
reduce levels of 

4 x more likely to be a high-risk drinker High-risk drinking by 35% 

6 x more likely to have had or caused 
unintentional pregnancy 

Unintended teenage pregnancy by41% 

6 x more likely to smoke Tobacco smoking by 24% 

6 x more likely to engage in underage sexual 
contact 

Early sexual contact by 31% 

11 x more likely to smoke cannabis Cannabis use by 42% 

14 x more likely to be a victim of violence  Being a victim of violence by 57% 

15 x more likely to commit an act of violence Violence perpetration by 60% 

16 x more likely to have used crack 
cocaine/heroin 

Heroine and crack cocaine use by 66% 

20 x more likely to have been incarcerated Incarceration rates by 65% 

(Bellis et al on behalf of Public Health Wales, NHS Trust 2015, page 5) 
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According to Couper and Mackie (2016), the work of Bellis et al (2015) should be acknowledged 

by all countries of the UK.  This is based on their cultural similarities.  They say this while 

recognising that at the time of this study no specific ACEs study had been carried out in the other 

three countries of the UK.   

 

However, as Couper and Mackie (2016) suggest, this lack of specific data should not prevent 

Scotland or others from being ACEs informed (Smith 2018), a fact that is particularly pertinent to 

Scotland given its health record.  Although improving, Scotland does continue to evidence poor 

morbidity and mortality rates higher than other UK countries (Scotland Public Health Office 

[ScotPHO] 2015, Mittra et al 2019).  While the exact reason why this is the case is relatively 

unknown, it can be presumed that childhood adversity has and continues to be a factor for 

several communities.  This presumption is based on the known rates of poverty, unemployment, 

and substance misuse (non-exhaustive), that remain persistent features for many people living in 

Scotland (Children in Scotland 2019, Scottish Government 2017a, Scottish Government 2017b, 

Scottish Government 2018b).   

 

Utilising statistical data generated by statutory social work services, it is evidenced that 

approximately 2% (n= 2,723) of the 0-19-year-old population in Scotland are registered as 

requiring statutory child protection measures.  In each of these situations, children are recorded 

as experiencing levels of adversity in their domestic situations.  These most commonly include 

parental substance misuse; domestic, emotional, physical, and sexual abuse; neglect; familial 

mental health and non-engagement with available services, as per Figure 4 (Scottish 

Government 2018). 
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Figure 4: Reasons children are recorded on child protection registers 

 

(Scottish Government 2018) 

Of the 350 – 450 infant, children and young persons’ deaths recorded in the Epidemiology of 

Child Deaths Report in Scotland (Scottish Government 2014b), a disproportionate number are 

known to have resulted from own/family lifestyle behaviours or been attributed to poor mental 

health in young people often ending in fatal self-harming practice.  Considering this in the context 

of ACEs, it can be inferred that these deaths were preventable if the adversities were addressed 

in early childhood (Royal College of Paediatrics and Child Health, Scotland [RCPCHS] 2014, 

Bentley et al 2016).   

 

Younge (2016) states that having this knowledge is only the beginning of the journey.  The 

challenge is about “closing the gap between what we know and what we do” (Younge 2016, 

page 133).   As Shonkoff and Richter (2013) emphasis, when utilising the principles of human 
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capital, the measure of a society is how they respond to the needs of children to successfully 

grow and nurture communities for the future. The question now is what is being done and what 

research is being used as a guide.  In Section 2.6 this will be considered.   

 

2.6 What is Being Done? 
 
Throughout the countries of the United Kingdom and others worldwide, there is an ambition to 

respond to the persuasive evidence of ACEs research, system theory and the desire to protect 

child rights (NIDHSS&PS 2014, Scottish Government 2014a, Welsh Government 2014, UK 

Government 2017, UNICEF 2017, Scottish Government 2021b).  However, in equal measure 

there is recognition that complex bureaucratic processes and structural inequality exist, which 

constrain each system being developed enough to effectively address such multi-dimensional 

child and societal need (Vargas- Barŏn 2013, Vivrette et al 2018).   

 

Engle et al (2013) recommend the management of these bureaucratic processes by firstly taking 

advantage of what exists.  As they highlight, most post-industrial countries have well-established 

health services.  These are often designed with provisions to promote basic antenatal and 

postnatal care to aid infant survival.  Accordingly, Engle et al (2013) propose that by augmenting 

these services to universally focus on child development and reduction in adversity as well as 

survival, countries will be able to recognise, respond and bridge the gap of need. 

 

Although Engle et al’s (2013) proposal chimes with that of others (Shonkoff & Richter 2013, 

Nilsen 2017, Richter et al 2017), Morin et al (2016) and Joshua et al (2015) argue that using 

augmented universal services is not enough.  They suggest that because culturally diverse 
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groups experience insurmountable challenge in their own families (Harris et al 2007), the 

provision offered by universal services is inadequate to meet their needs. They claim that the 

result of using these services would further marginalise some groups as the services would 

become more inaccessible. 

 

As Joshua et al (2015) vehemently caution, by increasing access to services for those in the 

population who can use their agency to access services, we are increasing the disadvantage of 

those who cannot.  As they contend, by providing equal services to all, the gulf of wellbeing 

between those who have and those who have not will increase.  As such they recommend 

additional targeted investment for marginalised groups to enable their access.   

 

Though Joshua et al’s (2015) concerns are not without foundation, Richter et al (2017) view this 

differently. In correspondence with Engle et al (2013), they state that no longer can this argument 

regarding diversity be used as an obstacle to service progression. Instead, Richter et al (2017) 

suggest that, based on the concerning levels of childhood adversity that are being experienced, 

the time is right to be proactive and move away from postulating the barriers that exist to achieve 

service perfection.  They recommend embracing the current arrangements of universal, primary 

health care services as “a critical starting point” (Richter et al 2017, page 103).  By taking 

advantage of political investment and endorsement, health care services are in a prime position 

to challenge the societal barriers highlighted by Joshua et al (2015) and Morin et al (2016).   

 

Britto et al (2017) agree.  However, they do so while also taking on board what Joshua et al 

(2015) and Morin et al (2016) are saying.  They therefore propose that while utilising universal 
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services to meet the population wide need, multi-service, inter-professional approaches should 

also be mobilised to effectively implement and sustain multi-generational services for those who 

feel disenfranchised. This they conclude from a review of literature spanning six-years from 2009 

to 2015.   

 

In this review Britto et al (2017) identified that approximately 15 different service intervention 

styles exist to promote early childhood development.  Based on this and the understanding of the 

cultural and service variations that are noted worldwide (Joshua et al 2015, Peacock-Chambers 

et al 2017), they surmise that each country’s service needs to be different, depending upon their 

starting point.  Instead of service design being prescriptive, each one should consider a set of 

principles to assure equality and child focused measures. Each of these proposed principles will 

be explored in the following sections: 

 

2.6.1 Child-centred Intergenerational Interventions 
 
Targeting interventions across the life span is key to progressing long-term outcomes (Haskins et 

al 2014, Tiberio et al 2016, Houle et al 2018).  As Houle et al (2018) infer from concept mapping 

parent, practitioner and administrator opinions for a Canadian based parenting programme, the 

key for any service is to consider the ecological perspective of child development as theoretically 

established (Bronfenbrenner 2005, Black et al 2017, Vivrette et al 2018).  They found that this 

should be done by developing services that focus on parental lifestyle behaviours and parenting 

practices which reduce stress and adversity in the child’s environment (Houle et al 2018).   
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They propose practitioners need to focus on what they refer to as “soft skills” (Houle et al 2018, 

page 132) to generate trusting relationships with parents and establish professional credibility 

toward securing parental engagement.  As they conclude, no service can make a difference to 

children without their parents.  Houle et al (2018) based their understanding of the influence 

parents have on childhood experiences and their family home environment.   

 

Conversely, this statement appears to indicate that the parent is the most important member of 

the household.  By doing so it undermines the central importance of a child (Hammersley 2017).  

However, reviewing this from a different perspective, it can be that such a statement is aiming to 

illustrate the ecological position of a child, that, although the child’s importance is tantamount, 

practitioners and service developers must acknowledge the legal, familial position of the adult 

(Wolmer et al 2017).  Therefore, practitioners must accept the interdependent relationship 

between children and adults by ensuring services are informed with the understanding of a child 

in the context of their family (Cicchetti & Toth 2005, Harris et al 2007, Tiberio et al 2016).    

 

Houle et al’s (2018) study into parenting programmes can be criticised.  It was mainly reflecting 

the views of females given their respondent sample was made up of 96% (n= 53) females.  Such 

an imbalance brings the findings into question due to its lack of diversity and therefore lack of 

population representation (Allmark 2004).  However, although Houle et al’s (2018) study is limited 

because of its small, homogeneous sample, its findings do correspond with others (Ludwig & 

Mayer 2006, Haskins et al 2014, Britto et al 2017, Crouch et al 2017).  In each of the studies cited 

it was concluded that all child focused services need to assume dual generational, nurture-based 
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approaches when working with families to enable them to successfully reduce the impact of inter-

generational adversity.    

 

2.6.2 Trauma-informed Practice 
 
Crouch et al (2017) propose that all services should in principle be informed by the learning 

elucidated from trauma investigations.  They purport that the evidence generated by such 

reviews should be used to appraise practical interventions as well as all service and political 

policies and protocols.  As Crouch et al (2017) and others (Shonkoff & Richter 2013, Furnivall & 

Grant 2014, Britto et al 2017, Nilsen 2017, Shonkoff 2017) recognise, only by fully understanding 

what behaviours constitute those which lead to trauma, adversity and potential developmental 

psychopathology can services and interventions be targeted towards prevention and recovery 

(Capaldi et al 2020).      

 

2.6.3 Early Intervention  
 
There is an unequivocal understanding that working with families in the early years of their child’s 

life or at the earliest opportunity when adversity is recognised, will affect the best return in 

addressing long-term societal benefits (Appleyard et al 2005, Allen 2011).  According to Verhulst 

(2017) this is a proposal rather than fact as no specific evidence exists that supports this notion.  

He suggests there is no focused detail about the impact timing and duration adversities has on 

child wellbeing.   

 

In contradiction to Verhulst, I identified several studies that demonstrate this.  These include the 

socio-economic work of Heckman and Masteror (2007, Figure 5); the neuro-biological studies 
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from the National Scientific Council on the Developing Child (accessed 7th August 2015); the 

childhood socio-emotional deprivation study by Sonuga-Barke et al (2017) and the ACEs based 

study of Appleyard et al (2005).  All these studies highlight the importance of early intervention.  

 

In Sonuga-Barke et al’s (2017) study, data about the impact deprivation had at transitional 

periods of the life course from childhood to adolescence and into adulthood was scrutinised.  

Taking advantage of the socio-emotional deprivation experienced by orphans in Romania, their 

longitudinal study observed that of the 165 children found to have suffered in extreme conditions 

for between 3 and 43-months, 52 were adopted to UK families of average socio-economic 

status.  On comparative analysis with a control group of UK based adoptees with no known 

history of deprivation, they concluded that of those children who experienced less than 6 months 

of deprivation before adoption, there would be no lasting impact as revealed in comparative data 

analysed at age 22 - 25 years.  However, for those who experienced deprivation for greater than 

6 months, it showed that there was a significantly higher rate of impaired social and cognitive 

processing.  Although some children demonstrated a level of resilience, there was conclusive 

evidence that in general, children who sustain periods of socio-emotional deprivation for greater 

than 6 months in their early years, have reduced social, emotional, and communicative 

development that impact into adulthood.   

 

Appleyard et al’s (2005) longitudinal study, with a diverse sample of 171 at risk children. 

concluded that the timing of risk exposure had an influence on the overall long-term impact.  On 

data analysis they uncovered that those who experienced risk in their early childhood years were 

more inclined to develop lasting developmental and behavioural problems than those who 
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experienced risk in middle childhood.  This they proposed was due to the potential existence of a 

mechanism of resilience that once developed in a child’s early years can protect against 

adversity at other developmental points.    

 

Gertler et al (2014) concluded similar findings with a randomised controlled study with follow up 

after 20 years.  Examining the impact, a parent administered educational intervention can have 

on long-term wellbeing, they evidenced that if parents offer stimulation to children in early 

childhood there were wider societal benefits.  For example, these children were more inclined to 

engage with academia and community activities and less inclined towards violent crime.  

Corresponding to the findings of Sonuga-Barke et al (2017), they verified that of all the 

interventions on offer, promoting parental and child interaction in the early years is key to long 

term developmental outcomes for individuals and communities.   

 

Scientifically it has been determined that such findings result when adversity or interventions are 

applied during sensitive periods of neuro-biological brain development (National Scientific 

Council on the Developing Child 2015).  Offering stimulation and nurture during a child’s first 

three years of life brings the greatest positive longitudinal impact (Nilsen 2017, Shonkoff 2017), 

especially when combined with a reduction in environmental stress and adversity levels. There 

are similar results when adversity is applied during a similar period, the same negative long-

lasting impact occurs.  The reason for this is understood to be the result of the brain’s plasticity 

and flexibility being optimal in the first three years of life.  Therefore, by offering stimulation or 

experiencing adversity at this time, a child’s brain will be moulded to either seek out positive or 

avoid negative stimulation (Shonkoff 2017).  



64 
 

 

These biological and sociological findings have an interlinking connection with Heckman and 

Masteror’s (2007) economic study.  In this study, Heckman and Masteror (2007) examined the 

socio-economic impact of human development as illustrated in Figure 5.  They established that 

no matter the beginning economic state of a country, the overall long-term return achieved 

through childhood investment provides long-term exponential return the earlier it is made.   In 

opposition to the short-term financial prudence considered by some political bodies (Allen 2011), 

Heckman and Masteror’s (2007) findings suggest that there are no financial nor societal 

advantages on waiting to intervene once issues have been identified.   

  

Figure 5: Socio-economic impact of human development 

   Heckman and Masteror’s (2007) 
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The transference of Heckman and Masteror’s (2007) evidence, that was contextualised in the 

USA, to substantiate an argument for services throughout the world can be questioned, given 

that culture, human and financial economic frameworks vary worldwide (Gertler et al 2014, 

Chang et al 2015, Lange et al 2018).  However, its use has been authenticated recently based 

on the emergence of the common global understanding of human developmental needs (Centre 

on the Developing Child 2016) which has resulted in an international vision of sustaining human 

wellbeing through a stable economy (United Nation 2010).  

 

2.7 Political Context 
 
In Scotland, each of the service principles from Section 2.6 of ensuring services; offer child-

centred, intergenerational interventions; practice from a trauma-informed position; and intervene 

early when concern is raised, is apparent. Since the formation of the Scottish Government, 

previously executive (UK Government 1998), Scotland has strategically focused on developing 

already existing services as the way to embody their ambition that Scotland is the best place in 

the world to grow up (Scottish Government 2021a, Scottish Government 2021b).  Although this 

ambition can be considered grandiose, it has led to substantial financial investment in research 

and services.   

 

Initially the plan was to progress legislative action that would enshrine the availability of child 

focused services into statute (Scottish Government 2014a).  However, at the final stages of this 

study, these legislative actions have stopped following decision by the Scottish Parliament to 

legally acknowledge the concerns of campaigners (Scottish Government 2019), in particular 

those raised about the motives behind the legislative actions and the impact this would have on 
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parental and family privacy (Stoddart 2015, Waiton 2016).  Nonetheless, irrespective of the legal 

status of their policies, the Scottish Government fervently continues to drive their ambitions.  

These are firstly to see the UNCRC (UN1989) fully manifested in Scotland.  Secondly, to ensure 

all children and families in Scotland have equal access to safe, effective, person-centred care 

(Scottish Government 2007, Scottish Government 2017a). Thirdly, to unify health and social care 

services in taking proactive and systematic measures to prevent and address child need before it 

becomes child crisis (Scottish Government 2008, Scottish Government 2018c, Scottish 

Government 2021b).  

 

2.7.1 Alternative Perspectives 
 
Wastell and White (2017) recognise that such actions taken in Scotland and those 

recommended throughout this chapter, are well intentioned.  On the surface they agree that the 

reasoning behind such political moves are easily justifiable when utilising the persuasive 

arguments of professed expert neurobiologists and award-winning economists (Heckman & 

Masteror 2007, Shonkoff 2017).  However conversely, Wastell and White (2017) accuse political 

and professional leaders of impetuously progressing radical changes on evidence that, although 

compelling, is without adequate depth of verification or critical analysis.  

 

They do concede that it is difficult to ignore bio-neurological and epigenetic research, especially 

as they do appear to present explanation for and a responsive answer to long-considered issues 

of inter-generational concern. They, nevertheless, present their own analytical critique of both the 

evidence used and political motives.  With this they conclude that organisational and legislative 
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changes at this time are being taken reactively instead of with critical, holistic consideration about 

potential ramifications.   

 

Accordingly, Wastell and White (2017), state there has been a lack of attention on the effect 

sharing knowledge that is in its infancy will have on the construct of family, individual health 

beliefs and/or organisational structures.  As an example, they speculate that although the work of 

Felitti et al (1998) and others into ACEs has been positively influential, there is concern that by 

reducing an individual’s experience to quantitative scores obtained via questionnaires, brings risk 

that communities with high levels of deprivation and culturally embedded behaviours will 

apportion blame within. By this they mean that one generation to the next will blame the 

generation before for the epigenetic or cultural transmission of their current individual health, 

neuro-cognitive and emotional wellbeing. This in turn may have an impact on an individual’s 

biographically imagined scenario that would normally have levels of hope, self-agency, control, 

and personal responsibility for their better tomorrow, all factors which play a part in healthy 

recovery pathways for those experiencing mental illness and substance use (Tang 2019).  By 

removing these factors brings risk that people will believe that they cannot control their 

behaviours and are out with the realms of help.  

 

As they thoughtfully question, what impression will this have on an individual?  One who is given 

the notion that due to childhood adversity they may have irreparable genetic or neurological 

damage?  Also, organisationally at times of austerity, how can investment be reconciled by 

investors.  How can they invest in certain communities when they are armed with the knowledge 

that many will have limitations in self-sustaining, self-promoting ability? 
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Wastell and White’s (2017) book is one of critical opinion and not original research, but as it is 

well supported by secondary evidence, it does have credibility when offering an alternative 

perspective to the research already cited in this chapter.  Although they do not deny how helpful 

contemporary research is in raising everyone’s awareness about the need of taking preventative 

action against adversity in childhood, they do sensibly caution against everyone embracing these 

findings with impatient enthusiasm to prevent the disenfranchisement of teenage and adult 

generations. 

 

In Scotland, it is evident that several data sources reviewed in Sections 2.2 and 2.3 and referred 

to by Wastell and White (2017), have been instrumental in evidencing a decade of Scottish 

Government investment.  However, counter to Wastell and White’s (2017) argument about a lack 

of evidence being generated and critiqued, the Scottish Government would argue that this has 

been a large part of their investment.   

 

2.7.2 Growing Up in Scotland Study 
 
The Growing Up in Scotland study (GUS) is a randomised population-based longitudinal study 

funded by the Scottish Government since 2005.  Its purpose then and now is about 

understanding international research in the demographic context of Scotland. By successfully 

recruiting a sample of approximately 14,000 children, obtained from three cohorts born at 5-

yearly intervals, it has generated an extensive body of evidence to support ongoing political 

investment. On examination of the study design, it is apparent that standardised data collection 
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methods, varying hypothesis testing and demographic representativeness are incorporated to 

satisfy the validity and credibility of research design critics (Szklo 1998, Parahoo 2014).    

 

To date, the data generated annually from this study have underpinned a variety of political 

policies influencing child focused services.  These range from addressing poverty to establishing 

the importance in child play strategies.  Although criticism can be offered about the number, 

interactive complexity and potential micro-managing intention of these policies (Stoddart 2015, 

Waiton 2016), there is little doubt that through research and investment, the Scottish Government 

are fully committed and proactively driving the contemporary position of protecting children from 

adversity.  Such an opinion was demonstrated in ministerial communication during the life of this 

study, which was recorded as stating that “improving the educational and life chances of children 

and young people in Scotland is the defining mission” of the current Scottish Government 

(Scottish Government 2017a, page 71).   

 

Politically there is focus on securing that all people and especially children and families are given: 

“The support they need to help them build resilience and confidence about dealing with 
their problems themselves, whenever this is possible, and to have the confidence to 
approach service for help where this is needed”  

(Scottish Government 2008, Page 11)  

While ensuring: 

“Universal services are empowered and confident about identifying needs and assessing 
risks.  Service providers use their skills to address individual needs and bring in more 
specialised support where that is necessary”  

(Scottish Government 2008, page 12) 
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Simultaneously, programmes of improvement aimed at changing health and social care 

concepts have been functioning in Scotland to take these visions forward.  Such continuing 

improvements are aimed at shifting services from acute, pathogenic, and curative to primary, 

salutogenic - health creating and preventative services (NHS Health Scotland 2016).  Although 

the improvement framework cited here is largely pertinent to medical services, its relevance to all 

health and social care services is apparent.  This is evidenced by the critical mass of 

professionals collaboratively championing the ideology in child and family services (Scottish 

Government 2008).   

 

Such attention is based on the ever-growing understanding about the impact child-centred, early 

intervening actions can have on child and adult outcomes.  That by targeting resources at 

childhood, the intergenerational cycle of inequitable health needs that continue to plague 

Scotland will be broken (Audit Scotland 2012, Audit Scotland 2014).  However what evidence do 

we have that this policy is being implemented on the ground? 

 

2.8 Study Rationale 
 
Following overview of the investment in Scotland resulting from the research explored in this 

chapter, the question is, why is this study warranted?  Or by reframing it, the question should be, 

why, with political investment, professional education, knowledge about factors that impact on 

child wellbeing and what actions should be taken, children are continuing to live with adversity?  

Why do they continue to experience trauma and difficulty without attention from health, 

education, or social care professionals (Laming 2003, Brandon et al 2008, Vincent et al 2010, 

Action for Children 2017)? Why do they continue to disengage from community, health, and 



71 
 

education systems without the application of an intervention to prevent the impact this can bring?  

Why, irrespective of current investment and knowledge, do the care and protection needs of 

children continue to go unnoticed?   

 

At this time, the positive contributions services can make to the lives of children are understood 

(Appleton 2011).  However, there is also an understanding that no professional service or 

practitioner working with children is infallible (Appleton 2011, Gill 2012, Daniel et al 2014, Munro 

et al 2014, Bentley et al 2016).  In the UK, this fallibility is often attributed to the fact that 

practitioners work with children and families living in very complex situations (Brandon et al 2008, 

Action for Children 2017) that are made more complex by the system-based concerns of poverty 

and violence which are systematically ingrained and difficult to address (Anda et al 2006, Scottish 

Executive 2007, UNICEF 2009, Vincent et al 2010, Dalziel & Segal 2012, Jutte et al 2014, 

UNICEF 2014b, Vivrette et al 2018).  

 

My study cannot answer all the questions or issues posed in this section, but from the literature I 

belief that focusing research on exploring one aspect such as emotion work, provides the 

opportunity to understand if this is something that may be getting in the way of practitioners, like 

health visitors, from working with families effectively to identify and respond to child need.    

 

As highlighted in Chapter 1, I entered this study wanting to understand whether health visitors 

believe the emotions felt when working in and with complex situations contribute to their fallibility.  

Based on the data generated by the feasibility study as introduced in Section 1.1.4 (Taylor et al 

2017), I wanted to explore whether health visitors view the emotion work they carry out as having 
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an influence on their ability to assess, identify, and respond to children in need of care and 

protection.  To explore this effectively, I will use Chapter 3 to consider what is known about 

assessment, emotions, and decision-making.  I will critically explore literature to establish what 

impact this can have on a person’s cognitive ability when working with children and families.  

Before moving to Chapter 3, I will firstly conclude Chapter 2. 

 

2.9 Conclusion  
 
In Chapter 2, I have established that the learning and development children are exposed to in 

early childhood is foundational to their long-term wellbeing, with early childhood referring to 

conception to eight years.  As has been illustrated, development in childhood is socially 

constructed which means a child’s progression into adolescence and then adulthood is 

dependent on the experiences obtained from social situations.  It is sensitively influenced by the 

behaviours of others, in particular, adults based in the societal systems in which the child is 

surrounded.   

 

To obtain optimal development, a child requires the engagement of responsive adults who are 

prepared to promote and support their education and social development. They need their 

agency and rights to be promoted to develop the confidence needed to seek what they require to 

progress into adulthood.   

 

Throughout the literature critiqued for this chapter, it has become evident that the responsibility to 

promote child wellbeing lies with everyone in society.  However, the main professionals leading 

the way, work in health, education, and social care services for children.  Each of their roles are to 
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ensure families are offered child-centred, intergenerational support early in a child’s life, if 

following ecological assessment, they are identified as being impacted by wider systemic 

pressures that have the potential to negatively influence a child’s wellbeing.  

 

The chapter has highlighted that child focused services have been through significant change 

over recent years.  Changes that have been heavily influenced by the political espousal of 

contemporary research, and in particular the use of data that demonstrates the impact adverse 

experiences in childhood can have on a person’s long-term wellbeing if not identified and 

responded to by a range of health, education and social care professionals, like health visitors.   

 

As proposed in Section 2.8, the purpose of this study is to consider the relationship with the 

emotions experienced and managed by professionals in their work, could potentially be 

influencing their essential work with children.  In order to explore this further, I will now progress to 

Chapter 3, to review literature pertinent to the study of assessment, emotions, and decision-

making. 
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Chapter 3 
Assessment, Emotions  
and Decision-Making 
 

3.1 Introduction  
 
Chapter 2 has explored children in the context of family and societal systems.  It concluded that 

for a child to achieve optimal developmental wellbeing, they require to be surrounded by adults 

who provide positive socio-cultural experiences aimed at their nurture, education, and 

socialisation (Hammersley 2017).  It identified that this is especially important during the period of 

early childhood which normally ranges from birth to approximately eight years (UNICEF 2005).   

 

The previous chapter demonstrated that UK and global governments have, for over a decade, 

invested in child focused services to support adults with their parenting role.  These services are 

aimed at promoting each child’s developmental attainment, while at the same time reducing their 

exposure to societal and familial adversity.  Although there has been significant progress, it is 

known that not all children and families are receiving the support they require.  As such many 

children are experiencing trauma and adversity in childhood and are continually having to endure 

the long-term consequences (Care Inspectorate 2019).   

 

The purpose of my study is to explore whether health visitors view the emotion work they carry 

out as having an influence on their abilities in assessing, identifying, and responding to children in 

need of care and protection.  The intent of Chapter 3 is to provide a critical overview of what is 

currently known about emotions and to explore what is known about emotions in relation to 
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assessment and decision-making practice.  This will provide a theoretical foundation for the 

study.  To do this I have explored the topics from the focused perspective of health and social 

care while taking knowledge from a variety of other disciplines such as psychology, sociology, 

and neurobiology.    

 

In Section 3.2, I will establish what I am referring to with the term assessment.  I will explore what 

knowledge and understanding currently underpins the practice of assessment for professionals, 

particularly health visitors, working with children and families (Barlow et al 2012).  This section will 

conclude that to assess a child effectively, practitioners engage in several interactive activities.  

These include home visiting, the development and sustainability of therapeutic relationships, and 

the utilisation of a knowledge base about child development and systems theory with which to 

understand a child’s need (Cowley et al 2013).  As will be determined, each activity is known to 

underpin decision-making.  

 

In Section 3.3, I will introduce a definition of emotion and will clarify that a sociological perspective 

will be taken to understand emotion for the purpose of this thesis. This means that the term 

emotion will be used to refer to the process in which an individual’s physiological feeling in 

response to social, environmental, or interpersonal stimuli, will be cognitively understood and 

labelled as an emotion, such as anger, fear, happiness, and sadness (Kleinginna & Kleinginna 

1981). This embodied, cyclical process then influences a person’s behavioural response 

dependent on their previous experiences, the environment, the social circumstance in which it 

occurs, and the relationship dynamics of those involved (Kiverstein & Miller 2015).     
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In Section 3.3.3, I will take the opportunity to explore what is known about emotional experiences 

and emotion expression in relation to health and social care work.  I will then explore the 

understanding of emotions and the assessment activities of health and social care professionals 

in general before going on to explore emotions practice and its use in health care.  I will 

demonstrate that within current literature, it is recognised that managing emotions is not always 

positive.  It can result in practitioners’ self-preservation to the detriment of those accessing health 

and social care services.   

 

3.1.1 Search Strategy  
 
To obtain literature for this chapter, I adopted the same approach to searching as detailed in 

Chapter 2, Section 2.1.1.  On this occasion the main search terms used were ‘assessment’, 

‘emotions’, ‘affect’, ‘emotional labour’, ‘embodied emotions’.  Each of these terms were searched 

individually and in combination with each other and additional terms like ‘child services’, ‘health 

visiting’ and ‘public health nursing’.  When the terms were combined the results were limited 

overall.  This was especially noticeable when aiming to search for literature pertaining to 

‘emotions and assessment practice’.  To increase the number of returns, I was required to 

combine ‘emotions’ with the term ‘decision-making’.  Doing this increased the return from two to 

approximately 2,000 which was then reduced to 50 after titles and abstracts were reviewed for 

relevance and duplicates removed. 

 

3.2 Assessment 
 
According to Beckwith et al (2010), the term assessment means many different things to many 

different people which results in a lack of consistent definition.  As they conclude, following a 
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mixed method review of nursing literature, it appears that although assessment presents as a 

benign word that everyone professes to understand, it is in fact something that is difficult to 

articulate as an isolated entity. Beckwith et al (2010) therefore propose that to understand it 

effectively, there is a requirement to take a broader review of the processes and conclusive 

actions involved in assessment as a process.      

  

In line with Beckwith et al (2010), a comprehensive validated definition for the purpose of this 

thesis was not forthcoming.  I therefore concluded, in the absence of an alternative, I would take 

the unusual decision to use the basic dictionary definition of assessment as a starter while 

reviewing academic literature to consider the words associated with it to induce a clearer 

understanding.   

 

The dictionary definition of assessment I selected was “the act of assessing someone or 

something”; with the action to assess defined as “to evaluate or estimate the nature, ability, or 

quality of… (someone or something)” (Oxford Dictionary online accessed 30/08/17).   Associated 

actions taken from literature mean it is about information gathering, decision-making, intervention, 

clinical judgement, critical thinking, reasoning, with the act of assessing being analytic, inductive, 

deductive, predictive, intuitive, objective, and subjective (Beckett 2010, Beckwith 2010, Standing 

2011, Barlow et al 2012, Alfaro-LeFevre 2017).   For the purpose of this thesis, when referring to 

assessment I am referring to a dynamic concept that is defined through the collective, active 

application of physical and mental processes that are brought together to inform decision-

making.   
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3.2.1 Child Assessment  
 
In health, education and social work practice, the goal of child assessment in context is to 

forecast whether the circumstances in which a child lives could potentially or is actually impacting 

on their general wellbeing, development and/or safety (Ben-Arieh & Frønes 2011, Barlow et al 

2012, Scottish Government 2012a, Scottish Government 2012b). It is undertaken to ascertain 

the strengths, protective factors and need within a family, to understand whether the adults 

responsible for the child’s care require supportive interventions to promote a child’s optimal 

developmental wellbeing (Scottish Government 2021a).   

 

The assessment practice of practitioners in Scotland has, for over a decade, been guided by a 

national practice model of assessment and analysis called Getting it Right for Every Child 

(GIRFEC) (Scottish Government 2002, Scottish Government 2012a, Scottish Government 

2021a).  This is a politically and legislatively endorsed programme (Scottish Government 2014a) 

that was initiated in response to the persistent findings from significant case reviews into the harm 

or death of children (Brandon et al 2010, Vincent & Petch 2012).  From these reviews it became 

evident that practitioners in health, education, and social care were consistently not practising as 

expected under national child protection standards (Scottish Government 2021a) in areas such 

as assessment, analysis, and inter-professional communication.  Consequently, each of these 

factors were, and continue to be, putting children at harm because protective actions were not 

being taken responsively (Gillingham & Humphreys 2010, Care Inspectorate 2019). 

 

GIRFEC was developed for use by all health, education, and social care professionals working in 

Scotland with the aim that, if a nationally understood approach to child wellbeing assessment 
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were adopted, consistent and unambiguous decisions would be taken (Darlington et al 2010, 

Ben-Arieh & Frønes 2011, Scottish Government 2012a, Daniel et al 2014).  This in turn would 

inform political and organisational leaders about the service provision and resources required to 

respond to child need.     

 

3.2.2 Structured Assessment Frameworks 
 
The use of structured frameworks like GIRFEC have been recognised as positive instruments for 

the cohesive and robust recording of information gathered when children and families are being 

assessed (Barlow et al 2012, Scottish Government 2012a, De Bortoli & Dolan 2014). As a 

framework, it brings organisation and structure to the information which in turn enables 

practitioners to see the picture to be analysed (Astbury et al 2017).   

 

Hogg et al’s (2012) study into health visiting practice, verified assessment frameworks as 

facilitating the extensive gathering of health and social data. Their study participants reported the 

positive influence they had on their abilities to gather information, plan care, manage multi-

agency referrals as well as keeping track of uni and/or multi-agency interventions.  In fact, at the 

time of Hogg et al’s (2012) study, the 10 health visitor participants deemed them crucial, 

especially when they were dealing with vast and sometimes unwieldy amounts of information 

generated during the assessment process, which is a common finding with child focused, family 

assessments.  Douglas (2007) suggests this is due to the intertwined, competing demands of 

adults and children. 
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I have exercised caution when utilising the findings of Hogg et al (2012) in my study.  This is in 

recognition that Hogg et al (2012) recruited a small, locality focused sample and adopted a 

qualitative approach to their study, meaning that it is not necessarily representative of the 

thoughts and experiences of the full health visitor population (Parahoo 2014).  However, I have 

referred to this study here to acknowledge the relationship Hogg et al’s findings have with others 

(Barlow et al 2012, Scottish Government 2012a, De Bortoli & Dolan 2014).  

 

Barlow et al’s (2012) findings coincide with Hogg et al’s (2012).  They report that on review of 

models used for assessment and analytic purposes, the most beneficial aspect practitioners 

described about structured frameworks were the order they give to information.  Barlow et al 

(2012) found that although there was evidence that practitioners were proficient at collecting 

information about families, they were deficient in comprehending or articulating what need 

existed in the absence of a framework.  However, what is interesting is Barlow et al (2012) report 

that irrespective of the positives known about frameworks (Barlow et al 2012, Scottish 

Government 2012b), there has been a previous rebellion against the introduction of structured, 

formulaic assessment tools in health visiting (Bryans 2005), a reluctance that until recently has 

caused only partial use of frameworks in many areas (Gillingham & Humphreys 2010, Hogg et al 

2012).  

 

In Hogg et al’s (2012) study this rebellion and criticism were evident so although most of the 

respondents were able to explore the benefits of using a structured tool to the point of saying they 

were crucial, several did so while contradictorily deprecating them as being only relevant to the 

newly qualified health visitor.  They believed that the more experienced practitioner, did not 
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require the support or prompting a tool can bring.  Correspondingly many studies report that the 

experienced practitioner perceives tools to be restrictively prescriptive (Benner 1984, Robinson 

2017), applying constraint on the conversational informality required for relationship development 

and the application of professional judgement that is normally used to discriminate what is 

relevant and what is not (Cowley et al 2004, Bryans 2005, Appleton & Cowley 2008, Cowley et al 

2013, Robinson 2017). Many consider that the adoption of a structured tool wrongly implies that 

child and family assessments can be mechanistically structured, which in turn can lead to a level 

of rote assessment focused on habitual form filling instead of exploring what is unique to an 

individual child in the context of their family (Bolton & Lennings 2010, Robinson 2017).  

 

Macdonald and Macdonald (2010) and others (Scottish Government 2002, UNICEF 2014a) 

acknowledge this by stating that protecting children goes far beyond policy frameworks or 

operational procedures.  Instead, the impetus in assessment practice is the need for it: 

 

• To be multi-dimensional 

• To continually focus on the promotion and sustainability of internal practitioner qualities 

and attributes such as motivation, confidence, and communication-based skills  

• To use these qualities and attributes in combination with an up-to-date knowledge base of 

development, childhood adversity and trauma informed research as well as a practical 

competence on the use of procedural focused analytic models  

(Fraser et al 2010, Munro 2011, Scottish Government 2012b).   
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In conclusion, assessment frameworks should be adopted but not at the expense of or as a 

replacement for practitioner skill.    

 

3.2.3 Conversational, Relational Assessment 
 
Cowley et al’s (2004) early research work recognised that irrespective of the tool used, child 

focused assessments will always require conversational methods to engage children and 

families. The use of sensitive and compassionate conversational approaches provides the 

means with which to engage parents in the open communication required to gather information 

when constructing an assessment (Hans-Volkhart 2010, Faruqi et al 2011, Hayhurst et al 2014, 

King 2016).  Cowley et al (2004) suggest that professionals require to use selective language to 

promote positive messages aimed at raising the parent’s awareness of their child’s need.  This 

establishes the foundation on which preventative and intervention based behavioural change can 

be progressed with families (Robinson 2017).  

 

Astbury et al’s (2017) qualitative study evidence similar findings.  Utilising data obtained by 

interview, Astbury et al (2017) reported that, irrespective of whether an assessment tool is used, 

health visitors think that developing relationships with children and families to assess them at 

home is crucial.  Participants in Astbury et al’s (2017) study, believed these practices are required 

to increase trust and decrease ambiguity, factors that enable child focused assessment and 

intervention processes. 

 

As critique, Astbury et al’s (2017) study is based on the data provided by a sample of only six 

participants, with limited information provided on sample size in relation to data saturation in the 
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published article.  As such it is difficult to establish whether the sample size was adequate for 

Astbury et al’s (2017) research purpose (Guetterman 2015).  However, although I have taken 

these caveats into consideration, I have decided to use the study because of the similarities it has 

with several other studies (Gill et al 2007, Bailey 2013, Bidmead et al 2016b, King 2016), as well 

as the fact that it is one of very few studies based in Scotland with a focus on the assessment 

practice of health visitors, a feature that chimes with my study.                                                                                                                                                                                           

 

3.2.4 Assessment in Context 
 
Broadhurst and Mason’s (2014) ethnographic study into the child assessment practice of social 

workers concludes that developing relationships with parents through home visiting holds an 

importance that cannot be underestimated.  They suggest that home visiting establishes unique 

opportunities to connect relationally and emotionally.  It provides a depth of understanding that 

enables a holistic assessment of a child’s experience.   

 

Although recently contested (Larsson 2009, Guenther & Falk 2019), findings from an 

ethnographic study like Broadhurst and Masons (2014), are traditionally considered to be setting 

dependent, which means they are not generalisable or transferable to other areas (Lincoln & 

Guba 1985, Creswell 1998). However, on examination their findings do hold wider relevance 

given the symmetry between their findings and those of others (Bailey 2013, Bidmead et al 

2016a, King 2016, Astbury et al 2017). Their suggestions do underpin the “triad of core practice” 

(Cowley et al 2013, page 154) in health visiting which states a child’s assessment requires to be 

within the place where a child lives. Doing it elsewhere or excluding the people with whom they 

live, will mean the loss of valuable information.  As endorsed by many studies, taking a child’s 
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assessment away from their home environment can prevent the assessor from having the 

opportunity to review domestic and parental indicators that could be putting a child at risk (Gill 

2012, Scottish Government 2012b, Broadhurst and Mason 2014, Shlonsky & Benbenishty 

2014b, Astbury et al 2017).   

 

Darlington et al (2010) states that such findings reinforce that child assessment should be as a 

child lives, i.e., “inherently social” (Darlington et al 2010, page 356).  By conducting research with 

a mixed group of professional partners in Australia, Darlington et al (2010) established that 

assessing a child where they live gives access to the information required to ensure their safety 

and wellbeing.  Although Darlington et al’s (2010) study was based in Australia, it is appropriate 

to transfer its findings to other advanced industrial countries like the UK, given each country’s 

political and structural similarities.  

 

What is interesting about the studies by Darlington et al (2010), Broadhurst and Mason (2014) 

and Astbury et al (2017), is that their findings demonstrate the defining theories of Hammersley 

(2017) and Bronfenbrenner (2005) as cited in Chapter 2. Hammersley (2017) highlights, child 

development and a child’s rights are influenced by the people around them. Bronfenbrenner’s 

(2005) social ecological model demonstrates that a child’s position in society, and their parent’s 

capacity to parent and engage with their local community, are as important to the child’s long-

term wellbeing as their genetically programmed ability for developmental attainment. Therefore, it 

is appropriate to focus on assessing the inter-generational care and circumstance the child is 

experiencing during the assessment process.   
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3.2.5 Risk 
 
To consider the social ecological position of a child effectively, an assessment requires the 

collation of both objective and subjective data.  As has been proposed over a 30-year period, for 

a child assessment to be effective it must be accepted as child and family-focused, socially 

engaging, relationship-based and communication-driven (Cowley et al 2004, Appleton & Cowley 

2008, Darlington et al 2010, Astbury et al 2017).  However, with this comes risk, in that the 

professional skills and attributes required for such conversational, relationship-based 

assessments are less tangible and less reliably regulated than those solely based on what can 

be observed and potentially measured e.g. weight, height, gross motor skills (Peckover 2013).  

This means that the skills and subjective data promoted in Sections 3.2.3 and 3.2.4 are difficult to 

recognise and to govern (Gill 2012, Scottish Government 2012b).   

 

Risk in this context is referring to the potential “threat” (Lupton 1999, page 35) the inclusion of 

subjective data could bring to the assessment.  This is considered in the context of the 

quantitative definition of risk, which Kaplan and Garrick (1981, page 12) state as the “notion of 

risk involves both uncertainty and some kind of loss or damage – risk = uncertainty + damage”.   

Therefore, it can be proposed that the worry relating to the governance of subjective data is that, 

if the information recorded has a level of uncertainty it could damage the validity of the 

assessment.   

 

This brings an interesting aspect to assessment practice because ostensibly the subjective 

engagement of families during an assessment process is recognised as positive and key for 

effective relationship-based, child-centred assessment (DeBortoli & Dolan 2014). However, there 
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is concern an assessment that results from such processes may generate subjective data which 

are not as readily understood or scrutinised (Benner 1984, Davis 1988, Smith 1992, Ferguson 

2005, Gray & Smith 2009, Appleton & Cowley 2008, Munro 2011, Smith 2012, Peckover 2013, 

Broadhurst & Mason 2014, DeBortoli & Dolan 2014, Cowley et al 2015, Robinson 2017). As 

such, it is believed that risk exists from assessments generated in this way given they are based 

on subjective data and processes that are, by definition, based on opinion, perception, and 

interpretation (Oxford Dictionary online accessed 30/08/17). Furthermore, assessments are 

derived from the analysis of an assessor’s observation in the context of their ideals and personal 

outlook (Manstead & Hewstone 1999).  This means that part of the assessment, that has a level 

of subjectivity, is viewed as only conditionally reliable (Darlington et al 2010, Munro 2011).   

 

As many experts in the child protection arena worry, without the ability to understand a 

practitioner’s process of assessment, there can be no guarantee of its accuracy (Taylor et al 

2008, Bolton & Lennings 2010, Cromwell 2010, Darlington et al 2010, Kahneman 2011, Munro 

et al 2014).  There is no assurance that the assessor’s processes have not led to a quickly made 

decision which has unconsciously by-passed relevant information.  There exists a risk that the 

decision to take potentially life changing action with a child and family has been influenced by 

previous political calls for assessments and decisions to be taken based on the prediction of 

harm instead of on the existence of substantiated evidence (Her Majesty’s Government 2006). 

When combined with additional concern that an assessment decision has been based on 

subjective processes that are influenced by emotionally founded bias without evidential cognition 

(Kligyte 2008, Font & Maguire-Jack 2015) it is no wonder that decision-making when working 

with children and families can generate anxiety.   
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As childhood studies progress and the known harm adversity can cause in childhood emerges 

(Shonkoff & Richter 2013, Furnivall & Grant 2014, Britto et al 2017, Crouch et al 2017, Nilsen 

2017, Shonkoff 2017), there has been a positive move away from the idea of prediction and an 

ability to more effectively articulate concerns (Taylor et al 2008, Bolton & Lennings 2010, 

Cromwell 2010, Darlington et al 2010, Kahneman 2011, Munro et al 2014).  This is seen as a 

positive, as it reduces the potential criminalisation of risk factors such as those that may be out 

with the control of the people they are affecting, like disability or homelessness (Taylor et al 

2008).  Such a move in contemporary practice means that a child-centred assessment aims to 

recognise risk factors, protective factors, and strengths in the context of the family circumstance.  

They do so to plan interventions proactively as a way of preventing the negative impact factors 

can have on a child at an early stage.  Taking such action, reduces the need to remove a child 

from the care of their family at a later stage (Beckwith et al 2010, Appleton et al 2013).  

 

The difference with this change in approach has seen health and social care services focus on 

the principles raised in Chapter 2, Section 2.6, with practitioners supporting and nurturing children 

and families through preventative inter-generational interventions to educate and support adult 

care givers in order to reduce harmful risks.  It is a positive move away from the previous more 

punitive, statutory approach which functioned from a position of risk adversity and resulted in a 

child being removed from their family’s care before real concerns where identified. 

 

At this stage of the literature review, the idea of subjective processes in assessment practice has 

brought to the fore the need for relational communication and an understanding of a child and 
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family’s situation. In the feasibility study, summarised in Section 1.1.4, it was identified that this 

approach to communication required emotion work on behalf of the health visitor (Taylor et al 

2017). Emotion work is referred to as subjective in the way it is practised therefore, as previously 

highlighted in Section 1.1.1 and Section 3.2, my study is interested in exploring this way of 

working in relation to the assessment process. To support the thesis, I will now examine literature 

about emotions and emotions work and what is understood about them in relation to healthcare 

assessment processes.  I will commence by sharing how I define the term emotion for use 

throughout the thesis. 

 

3.3 Emotions  
 
Emotion focused research has increased over several years (Pfister & Bohm 2008).  Historically, 

the theory of emotion was mainly informed by psychologists, but over recent years this has 

expanded greatly to involve many other disciplines (Patulny & Olsen 2019).  The main ones 

influencing this thesis are from sociology and neurobiology, mainly due to the sociological stance 

taken for the doctoral work and the contemporary findings in neurobiology about the link of 

emotion and cognition which is relevant to the emotion – decision-making aspect of the study.  

 

As each new discipline has reviewed emotions, they have introduced ideas and fresh analytic 

perspectives, this means that locating a clear, one-size-fits-all type definition for emotion has 

become impossible (Kleinginna & Kleinginna 1981, Barrett 2006, Scheer 2012).  One feature all 

contemporary research has agreed however, is that emotions are complex because although 

emotions exist for everyone, they are individually understood and experienced (James 1989, 

McLaren et al 2016, Patulny & Olsen 2019).  
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Emotions for the purpose of the thesis are theoretically understood to be subjectively constructed 

by social and cultural encounters, which means how they are experienced is individually unique 

for each person (Thamm 2006, Cromwell 2010, Wilson & Wilson 2015, Patulny & Olsen 2019).  

They are considered to be an ever-present human entity, that are felt by a person as interactively 

influenced by the dynamics of an individual’s relationship with other people, and the 

environmental location in which they are situated (Katz 1999, Smith et al 2009, Wang et al 2018). 

Emotions are physiologically felt, cognitively understood, and behaviourally expressed (McClure 

& Murphy 2007, Pèrez Nieto et al 2009).  This means that emotions involve both internal and 

external processes (Scheer 2012).  

 

Hochschild’s social theory of emotion, considers emotions as a “biologically given sense” 

(Hochschild 1983, page 229) that has “both a social and psychological side” (Hochschild 1983, 

page 228). By bringing together the beliefs of organismic and interactional theorists, Hochschild 

(1983) proposes that emotion is the sense humans use to understand their relationship with the 

environment and the society which surrounds them.  She proposes that this sense is 

underpinned by a person’s experience and appreciation of “feeling rules” (Hochschild 1983, page 

56) which are implicitly applied, socially constructed guidelines about which expressions of 

emotions are appropriate to which circumstance. For example, people are socialised to express 

sadness at funerals and happiness when people marry etc. (Hochschild 1979).   

 

According to Hochschild (1983), people use their understanding of feeling rules to consider 

whether what is observed and felt in the moment, corresponds with what was expected on entry 



90 
 

to the situation. Feeling rules guide their assessment about whether the way they were ready to 

behaviourally or interactionally respond is appropriate and if not, what adjustment is needed to 

either their outward behaviour or internal thoughts, so they are able to match their outward 

behaviour with the expectations of the moment.  

 

Hochschild’s (1983) work has been influential in the development of my study as introduced in 

Section 1.1.4.  I will therefore consider her work at varying points in this chapter and as the thesis 

progresses.  I will however review what is generally known about emotions, cognition, and 

decision-making before this, as this literature has also provided the theoretical context for my 

doctoral work. 

 

3.3.1 Emotions and Cognition 
 
Kleinginna and Kleinginna (1981) articulate that emotions and cognition are connected, and that 

behaviours are often the result of an emotional-cognitive process.  As they suggest, emotions are 

experienced by individuals as a physiological feeling triggered by a relational or environmental 

situation. The type and intensity of the “affect” physiological feelings have on the individual, are 

“cognitively” weighed and a course of action to resolve or heighten the emotion is taken as an act 

of “volition” guided by the contextual and/or interpersonal information available (Kleinginna & 

Kleinginna 1981, page 346).  They consider this process to be a version of cost-benefit analysis, 

with the externally expressed behaviour resulting from an evaluative decision about the impact it 

would have on the situation a person finds themselves.    
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For this thesis, the relational emotion-cognition process offered by Kleinginna and Kleinginna 

(1981) is accepted but not necessarily in the way they present it.  Kleinginna and Kleinginna 

(1981) appear to present the internal emotion-cognitive process as linear and a one-way process 

that sees emotions as an entity that are passively experienced with the behavioural decisions 

intellectually considered and controlled.  The difference in this PhD is that emotion-cognition 

processes are viewed as multi-directional, based on the work of Kiverstein and Miller (2015).  

 

Kiverstein and Miller’s (2015) circulatory model represents cognition and emotions as being multi-

directionally and symbiotically dependent, in as much as the experiential memory of either or 

both the limbic13 and prefrontal cortex14 systems are informed and initiated by physiological, 

body-based responses to a situation.  This in turn triggers and informs an individual to name a 

physiological, body-based response as an internal feeling which after evaluation initiates a 

behavioural action. The response received from others on the interaction in the environment is 

based on relationship dynamics and updates the experiential memory (Scheer 2012, Wilson & 

Wilson 2015) which is then active when the next emotion-cognitive process is instigated.   

 

Although Phelps et al (2014) would offer critique about the reference to the limbic and cortex 

system as two separate entities in Kiverstein and Miller’s (2015) work, their opinions are aligned 

with the inseparable emotion-cognitive process proposed. Therefore, cognitive responses and 

emotion in my study are understood to be as much about the influence cognitive thought and 

 
 
13 Limbic system – Interconnected structures in the brain that are known to regulate physiological responses to emotional 
stimuli and are critical for memory and for understanding experiences (Swanson 2006, Chapter 9) 
14 Prefrontal cortex – Is a front brain structure that is known to influence the working memory, impulse control, personality, 
environmental reactions, and mood (Swanson 2006, Chapter 11) 
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decision has on the emotional experience, as it is about the influence the emotions experienced 

can bring to cognition. 

  

The reason I have considered emotions and cognition in this way, has been influenced by the 

persuasive embodied cognitive propositions presented by the authors cited (Phelps et al 2014, 

Kiverstein and Miller 2015, Wilson & Wilson 2015).  I have also been influenced by literature 

related to decision-making and my sociological views that every interaction is constructed by the 

acts of the people involved, which in turn, will provide them with the experience used to inform 

future acts (Turner 2010, Kivisto 2011, Kivisto 2020).  

 

Hochschild’s (1983) research takes a similar view, although according to Theodosius (2008), 

Hochschild does not provide enough detail about what she meant by cognition before 

undertaking her research, nor does she consider that cognitive processes are influenced by 

emotions as much as emotions are influenced by cognition. Theodosius’ (2008) critique cannot 

be denied; however, it is evident throughout Hochschild’s (1983) work that she explains cognition 

by the context in which it is discussed.  Also, by Hochschild (1983) taking a sociological view 

about how people consider and name emotions according to their experience, it can be surmised 

that Hochschild is implicitly communicating her understanding that, with each experience, an 

individual will update both their emotion and cognition.  This would therefore make Theodosius’ 

(2008) critique moot.   

 

Hochschild’s (1983) work takes that of other theorists forward to critically review how people 

operationalise internal emotion-cognitive processes in their personal and work-based lives to 
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control their emotion expression and behaviours during relational interactions (Brook 2009).  Her 

research suggests that people differentiate their use of these processes in each sphere of their 

lives.  “Emotion work” (Hochschild 1983, page 68) is the term used when referring to the process 

of managing emotions and behaviours to sustain relationships in one’s personal life. “Emotional 

labour” (Hochschild 1983, page 6) is when the emotion-cognition process is used as a product in 

the workplace that is bought by an employer to portray the imagined environment of an 

employing company, and to meet the expectations of the people who are buying a service from 

that company. 

 

Hochschild (1983) came to these conclusions by researching the working practice of airline staff 

and debt collectors.  She differentiated the processes as emotion work and emotional labour to 

represent the varying amount of cognitive and emotional effort required, as well as capturing that 

one performs labour in the workplace for financial gain. Hochschild suggested that as emotion 

work was something individually and spontaneously guided by a person based on what they 

know of a situation and the people they are interacting with, it does not normally take a conscious 

amount of effort.  This is something the person is used to, which means it often goes un-noticed 

as a normalised working process.   

 

Emotional labour, on the other hand, is required to meet the circumstances dictated by the 

person’s employer, which means the employee must consciously undertake mental processes to 

achieve it. For example, to perform emotional labour, an individual will have to consider how they 

feel, how they are expected to feel and behave by their employer, while asking if they differ. They 

then consider what they need to do to reach the expectations of their employer or the people they 
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are working with. In most circumstances this would mean they must internally labour to manage 

their behaviours. This labour is an effortful process that can be challenging when used to create a 

certain ambience conducive to interact with unfamiliar people who could react in unpredictable 

ways (James 1989).  

 

Although Hochschild (1983) demonstrates that the internal emotion-cognitive processes in either 

a personal or work-based setting may be physiologically, mentally, and emotionally similar 

(McClure & Murphy 2007), emotional labour involves much more purposeful thought and actions 

as it is externally governed and motivated for financial gain, whereas emotion work, is internally 

governed and motivated for personal gain, which means it comes more readily.  

 

Theodosius (2008) offers several critiques of Hochschild’s work, some of which have been 

mentioned.  Others included criticism that Hochschild’s social theory does not fully explore times 

when an individual may not be able to perform emotional labour or give detail that emotional 

labour is not a one-way process.  By this Theodosius (2008) proposed that Hochschild’s 

research did not fully explore the likelihood that everyone in an interaction will be engaging their 

own internal process of emotion management to influence a given situation.  Theodosius 

therefore suggest that from Hochschild’s work, there is limited information given about what this 

means for the employee.  

 

Theodosius’ (2008) makes valid points about Hochschild’s work which I have taken into 

consideration when using the theory of emotional labour throughout the thesis.  However, when 

undertaking my feasibility study (Taylor et al 2017), Hochschild’s theory gave a foundation on 
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which to understand what health visitors shared about the way they were managing emotions 

during their work with families.  Of relevance was Hochschild’s (1983) theory that emotional 

labour practice involves employees to act in two ways.  The first is referred to as “surface acting” 

and the second “deep acting” (Hochschild 1983, page 33).  Both ways of acting were apparent in 

the feasibility study so will be described here as a basis for consideration during my doctoral 

work, as will be explored in the findings Chapters 6, 7 and 8.   

 

Surface acting is when an employee manages to disguise their real feelings in a situation by 

adjusting their outward behaviour, for example smiling and appearing happy when, in reality, 

feeling frustrated/angry/sad. This form of acting is when a person makes a superficial change in 

their appearance to portray a response more conducive to the expectations of others in the work 

situation, irrespective of their internal thoughts. 

  

Deep acting is when an individual undertakes a cognitive process to change their current thinking 

about a situation in order to control their behavioural response. This is when irrespective of the 

situation, the person adapts their internal feelings to authentically feel the emotions they know are 

expected in a situation.  As noted by Hochschild, when a person engages in deep acting, they 

are trying to “deceive oneself as much as deceiving others” (Hochschild 1983, page 36).  They 

do this by compartmentalising feelings and conjuring memories of a particular emotion, so they 

can feel a certain way in order to display the behaviours that others may expect to see in a 

situation.     
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In the literature presented so far, the emotion-cognitive processes discussed have demonstrated 

that internal decision-making is engaged by people to manage how they act in situations.  I will 

now go on to explore what is known about the impact the emotion-cognition process has on the 

act of assessment and decision-making, with a focus on how this happens in health and social 

care settings.  Emotional labour as described, will be reviewed as part of this.   

 

3.3.2 Emotions and Decision-making 
 
Pfister and Bohm (2008) state that decision-making has been historically viewed as a cognitive 

process without the necessary involvement of emotions. In fact, Wattergren (2019) suggests that 

many consider emotion, thought and decision-making in opposition. Recent opinion has begun to 

change due to the now robust neurobiological understanding about the connection between 

emotional and cognitive processes (Pèrez Nieto et al 2009, Kahneman 2011, Phelps et al 2014, 

Kiverstein & Miller 2015, Wilson & Wilson 2015). 

 

Damasio’s (1996) study has somewhat underpinned this change. During his observational study 

involving people with injury to their pre-frontal cortex, Damasio was able to evidence that even 

when a person’s intellectual capacity and capability are assessed as intact, they will take more 

reckless decisions than those without injury.  This is due to the damage incurred in an area of the 

brain that is known to regulate emotions.  

 

Damasio (1996) reports, that the participants in his study, often made decisions without 

considering the consequences of that decision. This illustrated, that without the involvement of 

the emotional processing ability of the pre-frontal cortex, participants tended to make decisions 
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based solely on the information available and the immediate task at hand.  This they appeared to 

process without assessing or analysing the impact this would have on wider, long-term 

circumstances.  As a result, their decisions had the potential to negatively impact on the 

circumstances of self and others.   

 

According to Hess and Bacigalupo (2011) it is unusual for adults to ignore consequences when 

decision-making. Normally assessments and decision-making assume the need for both 

“rationality and logic” as well as levels of “emotional intelligence” (Hess & Bacigalupo 2011, page 

714).  Hess and Bacigalupo (2011) and Damasio’s (1996) findings correspond with those of 

others which confirm that inter-relational, multi-directional processes involved in the cognition of 

emotions and the emotion of cognition are important when making decisions (Lakomski & Evers 

2010, Hess & Bacigalupo 2011). 

 

3.3.3 The Health and Social Care Dichotomy 
 
These findings are pertinent to my study, especially when considering the discussion presented 

in Section 3.2.5, where it is highlighted that health, education, and social care professionals are 

often encouraged to objectively base their decisions on information gathered during an 

assessment process without emotional subjectivity (Kahneman 2011, Munro 2011).  It is 

therefore normal for tangible evidence to be the only focus for assessments, even in socially 

complex situations (Harlow & Smith 2012).  Situational feelings are generally deemed of lesser 

importance (Munro 2011).  
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The theoretical discourse surrounding emotions and decision-making as considered in Section 

3.3.2, and the need for emotional connections, appear contradictory to how assessment practice 

is thought about in practical situations in health and social care.  Pfister and Bohm (2008) state 

that this is because health and social care practitioners experience anxiety about the use of 

emotions for decision-making purposes.  Their anxiety is based on the known risk that 

sometimes an individual’s emotional response is unfounded and unconsciously based on a 

socially constructed bias that has interfered with logical, objective thinking in the context of 

assessment and decision-making (Kahneman 2011).  For practitioners this then creates a 

dichotomy.   

 

As demonstrated in this chapter so far - there is clear evidence that emotional, communication-

based processes are successful in generating information for assessment purposes (Cowley et 

al 2004, Astbury et al 2017) and emotions guide more holistic decisions that consider the long-

term (Damasio 1996).  However, emotions are subjective which brings an element of risk and 

can reduce the validity of the decision. To explore this further I will critically consider what is 

written about the use of emotions for assessment and care purposes in health and social 

settings.  

 

3.3.3.1 Emotions  
 
The ground-breaking research work of Benner (1984) and Benner and Wrubel (1989), illustrated 

that by understanding the multi-factorial nature of assessment and decision-making, it is known 

that when an emotionally based, communicative relationship exists between a nurse and patient, 

the connection will enable the nurse to effectively assess a patient quicker than if the connection 
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was absent. The benefits of the connection are that the nurse can pick up subtle informative cues 

shared by the person being assessed. This in turn means that person-centred, outcome-based 

decisions are more accurate.   

 

In accordance with Benner’s (1984) work, it is suggested that the subtleties of communication 

represented with facial expression, body language, postural shifts and eye movements are all 

deemed crucial for assessment which in turn informs decision-making (Cowley et al 2004). 

These subtleties are however only recognised when people are emotionally present and in tune 

with each other (Broadhurst & Mason 2014).  Although the term emotional intelligence was not 

directly used by Benner (1984), probably due to the timing of her research, the skills, and 

attributes she suggests a person requires to undertake care and assessments are reflective of 

the main tenets of Goleman’s (1995) work.   

 

Goleman (1995) proposes that emotionally intelligent people are self-aware of their own 

emotions and can recognise emotions in others. They are therefore able to manage socially 

complex situations and promote positive relationships by being effective at controlling how their 

own emotions are expressed, while feeling and showing empathy, care, and compassion 

towards others (Goleman 1995).  Based on this understanding, it is proposed that relationship-

based assessment practice requires the assessor to be emotionally intelligent while possessing 

several other attributes, namely expertise, motivation, and situational responsiveness (Cowley et 

al 2004).  These strengths and attributes are viewed as essential to assessment as an 

“embodied way of knowing” (Broadhurst & Mason 2014, page 579) when contextualised in a 

contemporary knowledge base.  
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Benner and Wrubel’s (1989) individual and combined research suggest that utilising these 

personal skills, which are akin to emotional intelligence, while engaging people in unhampered, 

emotionally relational ways, provides more scope for effective, responsive work: 

  

“Caring places the person in the situation in such a way that certain aspects show up as 
relevant.  This is what enables people to discern problems, to recognise solutions and to 
implement these solutions.”  

Benner and Wrubel (1989, page 4)  

 

“A distanced observer is less likely to notice subtle changes in patients.  Thus, a certain 
level of commitment and involvement is necessary for expert performance.”      

Benner (1984, page 164)   

  

Gross (2014) adds to this by reporting that when people have an emotional response to a 

situation, they are likely to become more aware of the situation as the felt emotion focuses their 

concentration.  Emotions are known to sharpen a person’s ability to make decisions and they 

motivate their response (Barbalet 2001).  According to Benner and Wrubel (1989) this is because 

emotions would not be felt if the person in the situation did not care.   

 

Gross (2014) conversely cautions that responding to the emotions felt in an uncontrolled manner 

can sometimes be harmful to a situation as the emotions can be anger, fear, and sadness, which 

when responded to quickly or experienced for long periods of time without management, can be 

detrimental to an individual’s decision-making ability.  Accordingly, it is known that in many 

healthcare situations, the consequences of holistically engaging in emotionally responsive 

situations without regulation can lead to compassion fatigue and stress (Tabor 2011). 
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Smith’s (1992) original study into the caring practices of nurses was underpinned by this 

understanding.  Smith (1992) proposed that to resolve the sometimes-negative experience of 

emotions, nurses have a responsibility to engage emotional labour to enable and sustain the 

caring process.  By using Hochschild’s (1983) theoretical concept of emotional labour as 

described in Section 3.3.1, Smith (2012, 1992) argued that nursing practitioners were required to 

manage their own emotions to be effective in facilitating and responding to the needs of others.  

They are required to do this, so their personal emotions do not distract them from their 

assessment of the patient’s needs, a concept most recently referred to by Hochschild in an 

interview with Stix (2020, page 4) as “bracketing” one’s own feelings to respond to others. 

 

Smith (1992, 2012), in contradiction to the directional findings of Benner (1984), proposes that 

the management and regulation of emotion is integral to the process of caring and not in 

opposition.  As such Smith (1992, 2012), states that nurses require the skill of labouring with their 

emotions like a tool.  By practising in this manner, Smith believes that the nurse can 

compartmentalise internal emotional noise which aids their openness to observing the “little 

things” (Smith 1992, page 1) transmitted by the patient, i.e. the things that are important to 

patients and can make a huge difference to their wellbeing.  As Smith’s (1992) research 

demonstrates, only by learning to practise emotional labour are health professionals able to 

holistically connect with people.     

 

Smith’s (1992, 2012) finding that the positive impact of managing one’s own emotions when 

working with people, is viewed optimistically in the management of stress as highlighted by Taber 
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(2011).  As Phelp et al (2014) states, stress and unregulated emotions can act as a barrier to the 

emotion-cognitive decision-making process. In line with the findings of Damasio (1996), Phelps et 

al (2014) report that those experiencing stress have pre-frontal cortex disruption which means 

they are less in tune with what surrounds them in context and what is influencing their decision-

making.  Consequentially this can lead to potentially dangerous decisions without a view of the 

consequences or an understanding about what is motivating the act.   

 

In more recent studies into the use of emotional labour in the workplace, it has been identified 

that only the practice of deep acting has a positive influence on the stress employees feel (Lee et 

al 2020, Wang 2020).  Surface acting can contribute and exacerbate stress levels to the point 

that employees report feelings of burnout and an inability to respond positively to those they are 

working with (Lee & Ok 2012).   

 

Smith’s (1992, 2012) research into the education and socialisation of nursing students, 

recognised the importance that students learned how to cope with their emotions through deep 

acting from the experienced nurse.  This was opposed to the superficial way of acting that might 

happen when the nurse is new to caring work.  Smith’s (2012) work did not specifically record 

that surface acting could cause stress and burn out like the hospitality-based studies cited above, 

instead Smith demonstrated that surface acting would cause the nurse to be less effective in 

sustaining connections with patients, while being less able to detach from their work experiences 

when in their own personal space. 
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McClure and Murphy (2007) express an unease about the promotion of emotional labour as a 

commercial asset in nursing.  Although they agree with Smith’s (1992) recognition that emotions 

are managed by nurses in their working practice, which by virtue that they are employed could be 

referred to as emotional labour as defined by Hochschild (Brook 2009), they propose that nurses 

do not manage their emotions for commercial gain when working in the public sector of 

healthcare. They suggest that the emotion management carried out in nursing is more akin to 

Hochschild’s (1983) notion of emotion work and Callahan and McCollum’s (2002, page 222) 

concept of emotion management as “use-value”.  They suggest that neither of these are 

performed for the financial benefit of the employee and are instead performed for the 

professional, communicative, and relationship-based work of nursing (McClure & Murphy 2007).   

 

Bolton’s (2005) typology of emotion management captures some of McClure and Murphy’s 

(2007) argument. By revealing the different reasons and different ways that people undertake 

emotion management practice, Bolton (2005) demonstrated that in the workplace, it is not always 

an employer who dictates the use of emotion-cognitive processes in a work-based situation.  She 

suggests that as people are often required to simultaneously respond to varying physical and 

emotional tasks in situations that are layered with complexity (Theodosius 2008), the device they 

use to manage emotions is not one-dimensional for financial gain as Hochschild’s original 

research may have proposed (Bolton 2005, Brook 2009). By critiquing Hochschild’s (1983) work, 

Bolton (2005) was able to bring depth to the emotion management agenda by demonstrating the 

varying reasons, and differing ways, a person will consider and manage their approach to using 

their emotions at work. According to Bolton (2005) not all traditional emotional labour takes 

extensive effort, and not all emotion work is restricted to personal settings.  
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Bolton’s typology categorises emotion management practices into four. The first is “pecuniary 

emotion management” (Bolton 2005, page 94).  This is similar to Hochschild’s (1983) findings, 

with Bolton describing pecuniary emotion management as that which is performed by those who 

are employed for consumer services work, with an expectation that they promote an 

organisationally determined first impression to those accessing a service.   

 

The second is known as “prescriptive emotion management” (Bolton 2005, page 95) which is 

commonly undertaken by professionals who are working in accordance with a professional code 

or those whose work is underpinned by standard expectations. Instead of managing their 

emotions for their employer, they manage these to uphold their professional standing and based 

on the understanding they have about what people expect for someone in their employment 

position.  This style of emotion management is influenced by both internal, personal motivations 

and external organisational decisions.  Bolton (2005) proposes that this emotion management 

approach is taken forward differently by each person in an organisation, but the scope of 

difference is confined by a framework of acceptability. 

 

The third and fourth categories are known as “presentational and philanthropic” (Bolton 2005, 

page 97).  Bolton suggests that these intertwined ways of emotion management are governed by 

a person’s grasp of societal expectations of emotional expression, or as Hochschild’s (1983) 

refers to them as socially governed feeling rules.  Once known in a situation, these will guide a 

person to what the expected or acceptable manner of behaving is, while potentially managing 

their emotions more than would normally be expected to ensure the interactive comfort of others 
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and themselves in direct or wider situations. Bolton (2005) provides examples of philanthropic 

emotion management such as when work colleagues take or create opportunities to offer kind, 

encouraging words to those who are maybe experiencing challenges while working in particular 

situations.         

 

Brook (2009) is critical of Bolton’s critique of Hochschild.  He accuses Bolton of placing too much 

emphasis on the fact that employees working in the public sector state they do not manage their 

emotions for financial gain with an over exaggeration that this indicates Hochschild’s work is only 

relevant to those employed in the sphere of commerce. Although Bolton (2005) does 

demonstrate, through extensive research, that emotion management work in public sector 

employment is applied for multi-factorial and complex reasons which outweigh an employer’s 

instruction, Brook argues that this is not in contrast to Hochschild’s findings but instead augments 

what Hochschild has previously proposed. According to Brook (2009), Hochschild is clear, that 

emotional labour can be applied in many ways and in differing situations. Brook therefore 

suggests that, irrespective of how emotional labour or emotion management is taken forward, if it 

is done so by someone who is employed, it can still fit the concept of emotional labour, whether 

that is or isn’t the direct, consciously apparent motivation at the time it is performed.       

    

3.3.3.2 Self-Preservation  
 
Irrespective of such discussion about what term is used for the emotion-cognitive processes 

adopted in the workplace, Brandon et al (2008b), like Benner and Wrubel (1989), question the 

overall act of emotion management in health care. They do so not for the same reasons as 
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McClure and Murphy (2007), instead they do so with concern about the impact this will have on 

the assessment-based work of practitioners working with children.   

 

By interrogating and analysing data in a mixed method study, Brandon et al (2008b) elucidate the 

importance of practitioner emotional wellbeing and emotion engagement when working with 

children and families.  They promote emotion based, relational work as the basis of intuitive 

practice which, like a tool, enriches assessment, analysis, and decision-making (Munro 

2011).  They suggest that if practitioners are not emotionally connected, then they would be 

prevented in using their emotional experience as a skill during the assessment period. This would 

subsequently mean they are effectively not using an essential tool of assessment.  Brandon et al 

(2008b), state that by employing strategies to manage emotions which promote an image or 

protect the self, practitioners risk losing touch with the emotion and feelings required to effectively 

recognise and respond to need.   

 

Hackett and Taylor (2013) demonstrate similar findings.  In their study examining the decision-

making practice of social workers, it became apparent that poor judgments in protecting children 

were often the result when practitioners were concerned with self-preservation. Hacket and 

Taylor (2013) propose that when risks to the personal or professional self are evident; 

practitioners are inclined to disengage and adopt a defensive position to the detriment of their 

decision-making processes and action planning.  This finding is corroborated by Bentley et al 

(2016), who during review of several child protection case studies, recognised that many 

professionals who work with challenging families, establish defensive practice.  This enables 
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them to protect themselves, but it can and does consequently lead to child need being missed or 

ignored.   

 

In correspondence, Bradbury-Jones and Taylor (2013) recognised, during their exploration of 

emergency department nurses’ response to domestic violence, that defensive practices are often 

under the influence of the personal beliefs, ideology and values held by the practitioner.  Although 

frequently out with the practitioner’s awareness, Bradbury-Jones and Taylor (2013) established 

that defensive practice can cause the nurse to avoid seeing indicators of concern or need as a 

way of protecting self.  

 

Although in most reported cases there are suggestions that the employment of such defensive 

practice was unconscious, it does raise questions about whether by consciously applying 

emotion management and emotional labour practices of ignoring and/or containing physiological 

feelings of fear and anxiety to prevent a behavioural response, the results are like defensive 

practice?  I also wonder whether by bypassing emotions during the assessment and decision-

making process different conclusions will be determined on assessment?  All these questions 

underpinned my study as there appears to be a gap in the available literature.   

 

In each of these studies, which criticise the use of emotion management techniques in health 

and social care, no one has examined in what way the practitioners were managing their 

emotions.  Were they doing so through surface acting or deep acting?  Were they not acting or 

performing emotional labour at all and instead avoiding situations, as Bradbury-Jones and 

Taylor’s (2013) study appears to suggest.   



108 
 

  

Answers to these specific questions are unknown, but it can be acknowledged that the emotion-

based management practices adopted by some practitioners do prevent investment of 

themselves into such care and emotion work (Cook 2020).  From the literature it can be surmised 

that this is due to the anxieties people hold about the impact certain circumstances will have on 

them as a person (Bentley et al 2016). As several authors have highlighted, this is particularly 

true when practitioners are frequently exposed to situations with highly demanding emotional 

stakes (Barnes et al 1998, Jacobson 2006, Tabor 2011, Lings et al 2014, Wentzel & Brysiewicz 

2014).    

 

In a controversial study at its time of publication, Menzies (1960) suggested that nurses 

developed systems to protect themselves against the pain that can be generated by distressing 

situations.  In their psychoanalytic study, Menzies proposed that nurses in one large teaching 

hospital were encouraged to develop professional shields to prevent personal feelings 

overwhelming them when caring for others.  This she suggests builds on the parental messages’ 

children receive that establish their beliefs about containing emotions to ensure socially 

acceptable public displays of emotional behaviours and responses.  This finding corresponds to 

that of Hochschild’s (1983), feeling rules.   

  

Although Menzies’ study is approximately 60 years old, Lings et al’s (2014) study provides more 

recent qualitative data that captures its continuing relevance.  Lings et al (2014) purport that 

healthcare professionals, working directly with service users in demanding and emotionally 

distressing situations, find that the burden of emotion management work means they are unable 
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to sustain full commitment to persons requiring care.  Their data reports that for healthcare 

workers to maintain professional wellbeing, they seek to interact with situations that are pleasant 

and rewarding to replenish the resources they lose when consciously manifesting emotional 

displays.   

 

Hochschild (1983) proposed, like Menzies (1960) and Lings et al (2014), that the cabin crew in 

her study, were encouraged to protect themselves by employers. Through an indoctrination 

process by an organisationally driven colleague or through manager role modelling, cabin crew 

were conditioned to endure emotion-based work by dumbing down what they felt. This involved 

compartmentalising or ignoring the physiological feelings they had at the time of work interactions 

in order to control how they behave and respond.  Hochschild’s (1983) study did raise the 

positivity emotional labour can bring to a person in the workplace (Bolton 2005), but like others, 

she did raise concern that if this is done extensively, the employee could lose the ability to 

recognise their emotion signals which in turn means they could lose some of themselves.  As 

Theodosius (2008) and Brook (2009) agree, when people “over-identify with their work, seeing 

their own identity as inextricable from the image of the company…(they) become more 

vulnerable to burnout” (Theodosius 2008, page 23).   

 

3.4 Conclusion and Study Rationale   
   
The literature critically reviewed for this chapter illustrates the complexity of assessment, 

emotions and decision-making when combined with related or integrated topics.  Contemporary 

ways of thinking about the interactive, cyclical relationship between emotion and cognition 

presented will provide the foundation to this thesis.  According to Damasio (1996) and Hess and 
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Bacigalupo (2011), understanding the relationship between emotions and cognition is essential.  

They base this on the knowledge that cognition is symbiotically dependent on emotion to ensure 

decisions are made following a 360-degree evaluation of environmental, emotional, and 

relational consequences.  They suggest that when assessment practice does not holistically 

include emotions, an element of both short- and long-term risk to self and others is introduced 

(Damasio 1996).   

 

In contradiction, the chapter captured that health and social care assessment practice is 

promoted as an objective, mainly cognitive process.  Although subjective behaviours that 

encourage conversational and relational dynamics to develop between assessor and assessee 

are supported, emotional thinking and subjectivity during the decision-making process is less 

favourable, a situation based on the anxiety that with emotion potentially comes bias.   

 

Variable understandings of this kind, establish a dichotomy in healthcare practice, which is 

compounded by the promotion or recommended avoidance of varying levels of emotion 

management by health and social care professionals when assessing or caring for others.  In this 

chapter, it has been demonstrated that the discussion is not only about whether working with 

one’s emotions in health and social care is necessary.  It is also about the corresponding and 

conflicting views about how emotion-cognitive processes should be managed, and what such 

processes should be called, for example, emotion work, emotional labour or emotion 

management.         
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On the review of literature, it is not clear what impact emotion-cognitive processes have on a 

child’s assessment and decision-making.  Although concerns have been raised in some 

literature, positives have been raised in others, with none providing definitive evidence or 

focusing on the role of the health visitor.  In this chapter, the main information used was from 

social work and nursing.   

 

Three studies reviewed focused on health visiting and provided valuable information about the 

existing challenges of assessing and decision-making, but their attention was on relationship 

development (Hogg et al 2012, King 2016, Astbury et al 2017).  They do not review emotions in 

depth or analyse the influence this may have on assessment practice as my study plans to do.  

Therefore, I would propose that emotion work in relation to assessment and decision-making is 

an under-represented area of study with a knowledge gap that my doctoral study can fill.  As 

captured by the literature in Chapter 2 and in Section 2.8 titled study rationale, the worry is that 

when practitioners work with their emotions, there is an unintentional consequence on the ability 

to identify children living in adversity.  As Chapter 2 has identified, adversity in childhood can 

have long-term life altering consequences.         

 

Detail on how the study was designed to progress this research will now be detailed in Chapter 4 

and 5.  Chapter 4 will provide an explanation about the methodological principles underpinning 

the study and Chapter 5 will provide detail about the study’s design.   
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Chapter 4 
Methodological Perspectives 
 

4.1 Introduction  
 
On development of this study, I realised that the methodological decisions within a PhD are as 

much about a path of self-discovery for the researcher as they are a practical activity to generate 

knowledge through robust research processes.  Such a notion has been a revelation to me and 

has led to my appreciation of the interdependency between methodological and method design 

decisions and a researcher’s individual epistemological and ontological stance.  Although this 

interdependency is explicitly obvious throughout literature (Marsh & Furlong 2002, Carter & Little 

2007, Nakkeeran 2010, Goldman & Whitcomb 2011, Durham et al 2015), for me this was out 

with my personal consciousness until the point of PhD construction.   

 

Given this view, Chapter 4 will provide a synopsis of my epistemological standpoint and the 

influence this has had on the paradigmatic decisions taken for the study.  The objective of 

providing this is to enable the reader to take cognisance of the individualised journey that has 

influenced my decisions.  These will be used as justification for the design choices I have made 

(Carter & Little 2007, Harper 2011).  As proposed in Chapter 1, Section 1.2.2, adopting this 

autobiographical style will provide the depth of detail required to assure an internally credible 

qualitative study and assist with its transferability potential (Koch 2006, Polit & Beck 2010).   

 

Information about the epistemological standpoint of the study will be the focus of Section 4.2.  

Here I will provide a critical reflective account about the influence the feasibility study and 
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supervisory discussions have had on my decisions.   In Section 4.3, this reflective approach will 

progress to explore various methodological principles that were considered for the study. By 

considering the excluded methodologies of phenomenology and traditional ethnography first, it is 

hoped that it will be clear why the blended methodological principles of reflective ethnographic 

critical discourse analysis were selected.  

 

4.2 Epistemology, Ontology and Paradigm 
 
As discussed in Chapter 1, the aim of the study from the beginning has been to generate an 

understanding of the complex human interactions engaged in health visiting.  It has focused on 

whether health visitors view the emotion work they carry out as having an influence on their 

abilities in assessing, identifying, and responding to children in need of care and protection.     

 

Given the basis of the study, I have accepted from the beginning that a qualitative, interpretive 

paradigm was the most appropriate means in which to progress.  This was founded on my 

interpretivist epistemological stance and belief that it is impossible to statistically quantify the 

human experience (Habermas 1984, Silverman 2013, Darawsheh 2014).  By this I mean that 

there is a uniqueness in each person’s experience that cannot be captured by a standardised 

research framework controlled by the researcher, as is often required in quantitative studies 

(Vogt 2011).  Everyone’s experience of the world is uniquely constructed based on the influence 

their understanding and interpretation of the world has on them (Bryman 2012).  The use of 

quantitative methods would only narrowly focus on what information I wished to obtain and not 

what unique information about an experience the participant is wishing to share.   
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To strengthen this interpretivist stance, a social constructivist ontology was adopted for the 

purpose of my study.  Constructivism, by principle, is difficult to define (Hay 2016).  However, 

underpinning this is the proposition that an individual’s reality is conceptually viewed as a social 

construct (Searle 2010, Hay 2016) which is dependent on several relative factors located in 

context and time (MacGilchrist & Van Hout 2011). Such social constructs are created through 

social interactions during an individual’s lifespan and is expressed through behaviour, 

communication, and language (Gee 2005, Dillon & Wals 2006).   

 

4.2.1 Reflective Decisions 
 
I would like to acknowledge that during the iterative design process of this study, the stance set 

above was adopted as a conclusive decision resulting from personal explorative reflection and 

critical review of research and policy literature.  The reasons for this reflective process were the 

questions raised by me during the feasibility study (Section 1.1.4, Taylor et al 2017) which will 

now be shared for quality purposes.  This is based on the recommendations of Koch (2006, page 

91) who suggests sharing such decision-making detail enables the reader to “audit events, 

influences and actions of the researcher” on which to base decisions of rigour.  

 

4.2.1.1 Participant Authenticity 
 
On reviewing the transcripts obtained from the feasibility interviews, I recognised that the 

participants tended to express themselves using statements and terms recognisable from 

political, organisational, and professional policies.  Examples included statements that projected 

that no matter the emotional challenge experienced when working with non-engaging families or 

argumentative team members, they would adhere to GIRFEC and professional principles, 
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asserting that they always managed to keep “the child in the centre” or “act professionally” in 

accordance with professional guidelines (Taylor et al 2017). Although this may have been the 

case, it did feel on reading the transcripts as if the participants either lacked awareness or were 

reluctant to share how they really felt or acted.   

 

When undertaking thematic analysis, it was apparent that under the principle of phenomenology I 

was accepting the participant’s statements without exploration or challenge as a specific entity 

(Earle 2010, Paley 2014).  This led me to a crossroads on two main points that required 

exploration before progressing with the PhD project.   

 

The first point was my sceptical focus on the authenticity of the participant’s representation of 

their experience.  In basic terms the question was: were participants expressing themselves in 

the way they believed was expected by me as opposed to what they had experienced?   

 

The second point was regarding the research design principles.  This led me to consider the 

usefulness, truthfulness, and trustworthiness of interpretative, qualitative data; a question which is 

not uncommon (Denzin & Lincoln 2011).   Specifically, the second question was in two parts:  

 

a. How can data be reported as trustworthy when verbatim transcriptions are thematically 

analysed without consideration of the interpretive process the participant has engaged to 

make their views fit for the purpose of the interview?  

b. How can this be deemed as credible if it was also secondarily interpreted by the 

researcher?  
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Although during the feasibility study I was clear of the “particular interpretative lens” (Allen 2004, 

page 15) I was analysing the data through, I was not necessarily confident about the 

interpretative influences being applied by the participant. As will be highlighted in Section 4.3, 

exploring the interpretative lens of participants is not a principle or action adopted in 

phenomenology (Paley 2014); a recognition that supports the presentation of feasibility findings 

as credible and resulting from a robust process.  However, I felt that the basis of my thoughts 

warranted further exploration for me as a researcher to effectively progress with a larger study.   

 

On raising these concerns with my PhD supervisors, I was engaged in a critically reflective 

discussion.  Firstly, about my understanding of truth and secondly on the suitability of 

phenomenology as a guiding methodology on which to base the PhD.  To enable me to clearly 

establish my journey of methodological decision, I will raise the first point here as it relates to my 

epistemological and ontological stance, with the second raised in respect of methodology in 

Section 4.3.  

 

4.2.1.2 Understanding Truth 
 
My initial discussion with academic supervisors led them to question what they viewed were my 

almost fixed concepts of truth.  As they questioned, this appeared to be based on an 

unconscious prejudicial empiric belief of truth only equalling observable fact (Sandelowski 1991, 

Parahoo 2014). This contrasted with what I had proposed was my constructivist stance.  As my 

supervisors intellectually interpreted, a person with a constructivist ontology would normally 

understand and accept the participant’s truth as the participant’s constructed representation at a 
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given time, irrespective of whether it is an objectively evidenced verbatim presentation of a 

situation or an interpreted version for a moment in time (Sandeowski 1991, Crotty 1998, Denzin 

& Lincoln 2011, Gubrium et al 2012, Yanchar 2015).  This was something I was not doing. 

 

On review of literature on this topic I was reassured that questioning the concept of truth, 

knowledge and understanding, as well as how best to research and generate data about it, is not 

unique.  It is one that has populated philosophical and research design debates throughout the 

generations (Saks & Allsop 2007, Glanzberg 2014).  

 

On review of several, sometimes complex philosophical positions like those derived from the 

seminal work of Quine (1951) and that of Habermas (2003) and Williamson (2006), I concluded 

that the problem with the feasibility study for me as a researcher was not that the findings did not 

appear truthful.  It was in fact that, given what I now realise as my philosophical understanding of 

truth and knowledge, the limited information obtained with phenomenology and a thematic 

analysis was not enough to support me with justifying and defending my belief of what had been 

shared (Nakeeran 2010, Gibbons 2013).  

 

In philosophical terms, I consider the notion that truth and knowledge can only be such if it can be 

justified when questioned (Williamson 2006, Goldman & Whitcomb 2011, Kelp 2016). 

Considering this from a social science domain, I surmise that given the variation in the data 

generated from each person, it is up to the recipient of the information to ultimately decide its 

truth, credibility, and relevance by applying their own filtered justification (Guba & Lincoln 2005 

Nakkeeran 2010, Yancher 2015, Kelp 2016).  As Sandelowski (1991) and Guba and Lincoln 
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(2005) suggest, knowledge generated and accepted from qualitative research will only be 

accepted if effectively packaged by the researcher in a way that connects with the reader.  

Habermas (1987) writings concur but with an additional point that acceptance only occur if the 

reader can identify with the text or recognise some common ideas and thoughts that align to their 

existing belief system.  This is known to be a complex process given that research, as with other 

texts, have no restriction on who that reader maybe (Denzin 1997).   

 

As acknowledged at the beginning of the last paragraph, such a belief that wider information and 

explanation should surround data to justify, defend and aid its acceptance, has been questioned.  

This is because the known variable ways that people understand and view truth and knowledge 

(Koch 2006, Sousa 2014).  As an example, there is an acceptance in more scientific realms of 

positivism, that one common, collective truth can be obtained (Creswell 2014).  It is proposed that 

such truth does not require interpretation or justification on reporting as it has normally been 

proven to be factually correct when repeatedly obtained through the controlled measures applied 

by the researcher (Burns & Grove 2009, Cresswell 2014).  Repeatedly achieving this, as argued 

in quantitative realms, exerts a level of research dominance by being able to obtain irrefutable 

fact repeatedly and consistently without interpretation (Saks & Allsop 2007, Sousa 2014).   

 

However, during debate spanning approximately 30 years, methodologists have come to the 

progressive understanding that this is not necessarily the case.  In fact, it is recorded that the 

assertion by positivist research that it can generate one irrefutable truth, not requiring justification 

and interpretation by the information recipient, is dubious (Quine 1951, Denzin 1997, Silverman 

2013, Paley 2014).  As controversially proposed by Quine approximately 70 years ago in 1951, 



119 
 

no definitive truth can be generated in isolation. He suggests that irrespective of whether 

knowledge is generated quantitatively or qualitatively, all information requires recipient 

understanding using previously acquired knowledge be it in language or an accepted theoretical 

notion. He suggested that recipients or readers of research would not be able to accept the most 

factually robust knowledge if they were not able to understand it in their current conceptual or 

cognitive schemata.   

 

This is a point of significance that should be considered in the theoretical, epistemological design 

base of any study (Bryman 2012) and most certainly was during the development of this one. 

The main guiding point for this study has been the understanding that without adequate 

information to demonstrate its interpretative process, stance, and justification, belief or 

understanding of data as knowledge cannot be achieved (Williamson 2006).  In addition, having 

an idea about what information is required to support explanation and ease of understanding for 

the target audience of the research, which on the occasion of this thesis, are academic 

examiners. 

 

As a result of this explorative, reflective exercise, and the recognition of the strong theoretical 

base that now exists to support the prominent position of qualitative data within the research 

community (Lincoln et al 2011, Parahoo 2014, Durham et al 2015), I am confident about the 

value of interpretative research.  Nevertheless, I do concede prior to this reflective exercise, initial 

anxiety to ensure research rigour (Polit & Beck 2010), meant that I let some positivistic beliefs 

taint my confidence in the qualitative paradigm, a common phenomenon in the research 

community (Sandelowski 1991, Parahoo 2014).   
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4.2.1.3 Social Constructivist Ontology 
 
Conversely though, when I had established my thoughts about truth and began to examine my 

response in a positive light, I began to recognise that my questions of the feasibility study were 

also in accord with my epistemological stance and social constructivist ontology (Harper 2011).  It 

is recorded that social constructivists have a more developed interest in external and experiential 

influences that actively determine an individual’s response than that of a constructivist (Holstein & 

Gubrium 2011).  Social constructivists consider influential factors such as ideological and political 

beliefs in combination with, and aligned to, social, cultural, and educational experiences.  In 

addition, a social constructivist ontology is associated with the philosophical understanding that I 

hold that although all facts and findings can be understood, they will in the main not be accepted 

unless adequately justified by the transmitter of knowledge and believed by the recipient 

(Williamson 2006).  This self-awareness on entering the methodological decision phase of the 

study provided a clear conceptual scaffold on which to base choices (Durham et al 2015).   

These were aimed at ensuring the acquisition of each participant’s unique experience, while 

transparently taking analytic cognisance of the specific historical, social, and cultural context in 

which the data were captured (Denzin 1997, Koch 2006, Starks & Trinidad 2007).  

 

Given this position I was persuaded that a reflexive ethnographic approach to critical discourse 

analysis would effectively underpin the design for this purpose (Davis 2008).   This was 

influenced by the directionality of the study as dictated by the research question and objectives 

raised in Chapter 1, Section 1.1.1, and the epistemological aim of the study. 
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4.3 Methodology 
 
Before progressing to discuss the methodological principles that have underpinned the study, I 

will explore ones that have been excluded.  As explained in this chapter's introduction, this is to 

demonstrate my decisions as a journey.  The first methodology considered was hermeneutic and 

descriptive phenomenology.   

 

4.3.1 Phenomenology   
 

4.3.1.1 Hermeneutic Phenomenology 
 
As a secondary reflective process during construction of my PhD project, my supervisors 

supported my deliberation of Heidegger influenced hermeneutic phenomenology. As a 

substantially prominent methodology (Dowling 2007), based on underlying principles which 

enable the identification and understanding of existing phenomena in a contextual point in time 

(Robinson 2002, Walker 2007, Alvesson & Skoldberg 2009, Pringle et al 2012, Roberts 2013, 

Connelly 2015), hermeneutic phenomenology did initially appear suitable to facilitate the general 

aim of the study.  As such it was selected for use to progress the feasibility study which as 

discussed in Section 4.2.1 resulted in uncertainties.  These in turn led to the perception that 

adoption of Heidegger influenced phenomenology would impose limitations on the substantive 

study. 

 

This decision was mainly based on the realisation that Heidegger proposes it unnecessary to 

explore the historical experience of an individual as a separate entity for research purposes (van 

Manen 2007, Paley 2014). Instead, Heidegger suggests that relevance only exists with the 

expressed behaviours and responses in the here and now, which in themselves represent the 
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past as behaviourally displayed in the present (Dowling 2007, Yanchar 2015).  According to 

Paley (2014), Heidegger’s philosophic belief is that an individual’s reaction to any given situation 

is not displayed or expressed after subjective interpretation or consideration.  It is instead 

unconsciously responsive in nature, only possible to subjectively analyse and interpret once 

exposed (Davidsen 2013).  The principle of hermeneutics therefore is to interpretatively examine 

responses, behaviours, or event descriptions with the aim of identifying emergent themes shared 

by study participants about their experience of a given phenomenon (Earle 2010, Paley 2014).  

 

As a social constructivist-based study, such principles do not reconcile.  According to Carr (2006) 

and Habermas (1987) social constructivists consider that all individual behaviour and responses 

are biased with interpretive elements, that an individual’s memory of an event involves 

“autobiographical reasoning” (Habermas 2011, page 1), which links an individual memory with 

their pre and post event understanding of their world. As such social constructivist studies are 

required to explore experience and consider culture and ideology as a way of comprehending the 

present and to understand the interpretive filter of the participant (Madison 2012).  It is proposed 

therefore that phenomenological principles would not have enabled the study to achieve its 

objectives as detailed in Chapter 1, Section 1.1.1, which include exploring health visitor 

experience; analysing their perceptions; deconstructing influencing factors; and considering 

cultural differences.  

 

Paley (2014) would commend the decision of not progressing as a phenomenological study on 

this occasion.  In his 2014 paper he presents an argument that hermeneutic phenomenology is 

too often inaccurately promoted by researchers as the methodology of choice for those who wish 
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to explore “lived experience” (page 1522).  He states that all too commonly nurses and others 

choose it as a methodology to meet objectives similar to those set for this study.  This he states 

demonstrates their misunderstanding of what the basic philosophical principles of 

phenomenology will achieve.   

 

Although I have acknowledged Paley’s supposition during the design construction of this study 

and agree that the accurate adoption of its principles would prevent obtaining what was required, 

I do have some reservations about his opinion.  I would contest his opinion that the way 

phenomenology has and will continue to be used in nursing is representative of nurses using 

phenomenology incorrectly. I would argue that this is instead them joining the “phenomenological 

movement” (Giorgi 2005, page 75). They are doing so by taking the principles and sculpting 

them to suit their professional needs to offer a unique contribution to the research field (van 

Manen 1990, Edwards 2006, Earle 2010).  Such a concept has been reported in other areas 

since its philosophical inception (Dowling 2007).    

 

Bradbury-Jones’s (2012) offered a critical appraisal about nurses using phenomenology and she 

would pose a corresponding argument to that of Paley that nurses do often use phenomenology 

differently than it was intended.  However, she does not believe that nurses adopt 

phenomenology incorrectly because they misunderstand it, instead, she believes that nurse 

researchers take methodological decisions following review of third hand interpretation, which 

means that errors in this text are accepted without accurate critique.  To avoid this Bradbury-

Jones forewarns nurses about the need to fully consider original texts at source before deciding 

to adopt or exclude a particular methodology.  
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4.3.1.2 Descriptive Phenomenology 
 
In recognition of Paley’s and Bradbury-Jones’ advice, Heidegger based phenomenology was 

considered and rejected.  Their writings did nonetheless lead me to afford time to contemplate 

the more traditional Husserl influenced methodology which I had initially excluded without 

attention at the beginning of the study.  This renewed decision was in part due to recognition that 

unlike Heidegger, Husserl does focus on the importance of an individual’s experience, 

recommending giving value to the influence “pre-modalities” (van Manen 2007, page 15) have on 

an individual’s perception of the present.  However, on review, there are several aspects of 

Husserl’s descriptive phenomenology which in turn led to its eventual exclusion.  

 

The main one to be discussed is Husserl’s principle which disparages the contextual use of 

culture in identifying the essence of a phenomenon (Dowling 2007).  Instead, he, like Heidegger 

suggests that the research data should be something that constructs culture instead of looking 

back to theorise about which cultural context an experience has taken place (Davidsen 2013).   

 

Husserl proposes that a researcher should be aware of their potential bias when entering the 

research field to avoid them making judgement influenced by their culture when engaging with 

others.  They should then avoid contaminating the research field by adopting the control 

technique of “bracketing” to contain their cultural beliefs in order to assume an “outsider or etic” 

approach to the data (Hamill & Sinclair 2010, page 17).  Bracketing is based on Husserl’s 

positivist stance (Dowling 2007) which can be criticised given that, according to Geertz, positivist 

principles cannot be applied to socially based research constructed through communicative 
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interaction (Geertz 1973).  However, the principle behind Husserl’s bracketing is to achieve 

researcher neutrality.  It is to assist in the acceptance of a participant’s verbal description of a 

situation as an accurate representation without interpretation within context (Pringle et al 2011, 

Connelly 2015).  Although the benefits of such an approach are recognised, the technique of 

bracketing is not without debate and criticism (Pringle et al 2011).  In fact, it is such debate that 

has given rise to the hermeneutic phenomenological approach, with a group of 

phenomenologists contesting the ability or value of a researcher fully excluding their human 

interpretative nature (Koch 2006, Parahoo 2014).   

   

For this doctoral work, the principle of bracketing was deemed to be in direct contrast to the aim 

of the study.  It was one of the main reasons why Husserl’s approach was excluded because a 

social constructivist study requires the engagement and use of the researcher as a data 

collection tool (Melia 1982, Starks & Trinidad 2007, Jervis 2009). In such studies the researcher 

should facilitate the participant’s exploration to construct a narrative account (Saks & Allsop 

2007), which is distinctly different to Husserl’s recommendations.   

 

The decision to use the researcher as an active agent in data collection was based on the 

findings of Gubrium and Holstein (2012).  They suggest that the utilisation of such an approach is 

a more naturally effective way to collect communicative data.  Such an opinion is upheld with the 

critical view that researcher engagement during the data collection phase is an asset 

(Humphreys 2005) in aiding the attainment of increased levels of rich, sometimes complex 

cultural and organisational information (Richardson 2000, Bonner & Tolhurst 2002, Venkatesh 

2013). 
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However, although excluded, the exploration of Husserl’s concept of bracketing has been 

instrumental in raising the need for me, as researcher, to consider the positives and negatives of 

using myself as a data collecting tool.  As bracketing has known caveats, so too does the 

decision to extensively involve the researcher as an “insider or emic” researcher (Fox 1991, 

Hamill & Sinclair 2010, page 17).  One caveat that Husserl warns against is the possibility that 

familiarity could breed assumption which in turn could unconsciously jeopardise the insider 

researcher’s recognition and/or exploration of new and unique data (Bonner & Tolhurst 2002, 

Barron 2013).  Conversely, to compound the level of complexity that exists with this topic, there 

are advantages to this familiarity.  These advantages mainly focus on the insider having an 

acquaintance and understanding of culturally adopted language.  This has the potential of 

enabling timely unhampered interactive processes which can sequentially lead to detailed 

exploration of experiences to depths less visible to researchers new to the situation (Garfinkel 

2002, Denzin & Lincoln 2011, Rooke & Rooke 2015).    

 

Considering this point has been pivotal.  As discussed in Chapter 1, Section 1.1.3, I am a 

registered health visitor with career long links with the profession as educationalist and manager. 

This may be detrimental to my ability to view findings neutrally (Fox 1991). However, through this 

explorative process I recognise that although I am steeped in the health visitor community in its 

broadest sense, I have not practised directly in the role with children and families since 2008.  I 

propose 14 years out of direct practice with families is enough time for me to have created a 

detachment and to distinguish the unknown (Barron 2013).  However, the connection I do have 
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with the profession and the culture has allowed me to engage more effectively (Fox 1991, 

Garfinkel 2002, Denzin & Lincoln 2011).   

 

The process of examining this also supported me to focus on recruitment decisions.  Such focus 

resulted in the decision to target recruitment in NHS Scotland Health Board organisations that I 

had no previous experiential knowledge of or involvement with.  This was to make a potentially 

familiar situation less well known (Barron 2013, Gee 2014b).   

 

Such preparatory actions raised the need to eliminate the risks associated with the use of self as 

tool ongoing throughout the life of the study (Valandra 2012, Clancy 2013).  As such I 

incorporated reflective exercises into the study design. This was to increase my self-awareness 

and to explicitly declare the existence of potential ideological bias prior to and during the study 

(Burns & Grove 2009).  Such reflective activities do imitate an essence of bracketing (Darawsheh 

2014).  However, its purpose during the study was not to obtain researcher neutrality. Instead, it 

was aimed at qualifying the credibility of data interpretation through the intentional clarification 

from my perspective and conscious bias as applied during the design, data collecting and 

interpretative processes (Clancy 2013, Zitomer & Goodwin 2014).  This was a focused activity 

targeted at contributing to the study’s transferability potential (Guba & Lincoln 1989, Polit & Beck 

2010, Zitomer & Goodwin 2014).  

 

4.3.2 Ethnography  
 
On exploring the reasons why phenomenology should be excluded, there was a progressive 

recognition by me of the research principles required to support the study aim as guided by its 
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epistemological basis.  As such I began to deliberate taking the study forward as an ethnography.  

This was specifically the result of the interest in the cultural context in which the health visitor role 

functions.   

 

4.3.2.1 Traditional Understanding of Ethnography 
 
In general research texts, the fundamental ethos of ethnography is to construct an understanding 

of culture and the influence it has on the actions and behaviours of individuals and/or groups 

(McGarry 2007, Seale 2012). It is traditionally associated with anthropologists, who articulate 

through ethnography, explorative data collated within naturally situated communities by 

observatory and participatory practice (Hockey & Forsey 2012, Silverman 2013).  On these 

occasions the observant practice is normally carried out over lengthy time periods within a 

specifically selected subjective environment (Fetterman 2010).  

 

As a result of this founding ethos and considering the common principles and normal practices of 

ethnographers and anthropologists; I had a dichotomy about whether ethnography was the most 

suitable methodology to underpin this study.  On the one hand the focused history it has on 

researching specific culturally and socially influenced communities was ideal. On the other hand, 

the requirements to gather data through observatory and participatory practice over a lengthy 

period presented a pragmatic challenge stemming from the nature of the health visitor role.   

 

Specifically, concerns arose when considering the unpredictability of a health visitor’s work 

activities and the practice setting in which they are performed.  As has been detailed in the study 

so far, the health visitor’s site of practice is mainly family homes. The interactions are planned to 
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a point but given the universality and individualised responsive purpose of the role, it is difficult to 

predict the type of work or levels of complexity that will be encountered during each working day 

(Appleton & Cowley 2008, Hogg et al 2012, Cowley et al 2015).  

 

On consideration it was surmised that the types of obstacles presented by broad, variable, 

unpredictable work would influence the usefulness of data obtained during the observational 

contact period, irrespective of the length of time engaged.  I acknowledge that purest 

ethnographers would argue that this unplanned exploration of real-life working practice is 

valuable.  It would provide, as coined by Geertz, “thick description” (Geertz, 1973 cited by Brooks 

2011, page 11).  However, during the design stage of the study, it was decided that the time 

spent observing the health visitors with families could be too extensive for potentially little return. 

 

In addition, to the work variety, issues of access and consent for research work were deemed a 

challenge (Parahoo 2014).  Although the proposed observational component would have been 

focused on the actions and behaviours of the health visitor practitioner, ethical considerations 

would dictate that consent to enter the family home of children would have been required from 

parents (Burns & Grove 2009).  The practicalities of obtaining the consent and explaining the 

study to the family in advance would not be possible.  This led to the interim decision that 

effective observation was not practicable and therefore adopting an ethnographic approach to 

the study was in turn not feasible. 
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4.3.2.2 Contemporary versus Classic Understanding of Ethnography  
 
However, this was quickly resolved through further exploration of more contemporary 

ethnographic discourse.  As can be critically discussed using the opinion of Hockey and Forsey 

(2012), the dichotomy I experienced was, like most researchers, guided by several research 

texts that portray ethnography, observation, and researcher involvement in the research field as 

synonymous (Hammersley 2006).   

 

As both writers interdependently propose, it is in their experience that there is often an inaccurate 

assumption that the use of observation is the only method to progress and construct 

ethnography (Hockey 2002, Forsey 2010).  This they suggest has resulted from the favoured use 

of observation in anthropological research circles, which they argue provides a very narrow 

representation of ethnography given that not all anthropologists are ethnographers and not all 

ethnographers are anthropologists.  As they question, why would observatory or participatory 

data collection methods be permitted to define ethnography as an approach to research?   

 

Hammersley (2006) and Savage (2000) would agree with Forsey (2010) and Hockey’s (2002) 

opinion.  They suggest that ethnographers should embrace various data collection methods.  

However, Hammersley (2006) strenuously contests that ethnography can be produced without 

periods of participatory and observatory contact times.  He ascertains that without observation 

the constructed research product cannot be viewed as ethnography, given the data have 

resulted from conscious, communicative processes that take place in a created context. Instead, 

Hammersley believes that the basic essence of ethnography determines that it can only be 

produced from inherent data generated in natural environments.     
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Although Hammersley’s contentions are acknowledged, in areas of research when such 

differences are acknowledged, evolutionary processes are invoked to establish and potentially 

alter the way methodologies are considered and applied (Parahoo 2014).  In recent times this 

has been the case for ethnography. Although the arguments posed by anthropologists and 

classic ethnographers, noted earlier, are accepted, there is a contemporary position to do things 

differently.  For some this is the result of the changes that are taking place in societal culture.   

 

Seale (2012) proposes that the use of the interview in society is now a common activity as 

frequently observed in the media, health, and employment settings.  He presents the opinion that 

this way of engagement for most people is the norm.  Therefore Hammersley’s (2006) concerns 

that this is a falsely constructed context that cannot produce ethnography can be challenged.  

Instead, the use of interview can be viewed and articulated as a progressive and familiar way of 

engaging people, with the aim of gaining an understanding of their community and societal 

culture, while exploring each person’s perception about how and why they “do” things and how 

they speak and communicate the things they do (Seale 2012, page 247).  As this opinion has 

developed, it is now agreed by many that operationalising ethnography can be flexible to effect 

ways of generating culturally and contextually rich data that can be analytically progressed to 

capture societal complexity (Krzyżanowski 2011).   

 

Forsey (2010) supports this notion stating that data can be unequivocally obtained utilising 

interviewing and other communication-based methods.  This he suggests supports a move away 

from observation as the sole method of choice.    
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Although in anthropological study settings, interviews will persistently be used as a subordinate 

and alternative method to observation (Hockey & Forsey 2012, Hopwood 2015), in many other 

settings it will be more appropriately adopted as the first and main method of choice (Fetterman 

2010, Seale 2012). This will especially be seen when pragmatic actions are to be taken when 

environmental constructs are exerting challenge (Hopwood 2015).  It is these viewpoints that 

enabled me to consider that taking an ethnographic approach to my study was possible.  As 

previously noted in Section 4.3.2.1, obtaining consent to observe practitioners in the home 

environment would be challenging, as would targeting times of suitable work activities. However, 

considering ethnography in a more contemporary way meant that using interviews as the main 

data collecting method combined with office-based observations of health visitors speaking to 

families on the telephone and conversing with colleagues, meant that an ethnographic approach 

to the study was possible. 

 

According to Forsey (2010) and Fetterman (2010), the ability to use the method of interview as 

the more prominent way of gaining an insight into another’s thought processes of why they 

behave or respond in a particular way, while seeking to contextualise the interpretation of the 

findings, can be far more effective to gaining research understanding than observations in visual 

isolation.  Parahoo (2014) would criticise my statement here as trying to undermine observatory 

practice in ethnographic terms as being only visual, but I would equally offer criticism about using 

observations of conversations and interactions without a full exploration with the interactive 

individuals about their influencing thoughts during the relation.  My opinion corresponds to that of 

Habermas (2003), who proposes that contact with an individual’s truth or representation of such 
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is only conceivable when extensively accessed and explored through language. This opinion had 

an influence on the design of my study as will be explored in more detail in Section 5.3.3 as will 

interview as method, but I would note here that the decision to adopt an ethnographic approach 

to interviewing in this study was taken on the realisation that assessment and decision-making 

activities under study are internal cognitive processes (Beckwith et al 2010).  As such, attempting 

to study them without an in-depth exploration of internal knowledge and/or opinion-based 

concepts that direct the execution of such acts, would be interpretatively limited (Habermas 2003, 

Brooks 2011, Hockey & Forsey 2012).  Also, by combining the approach of interview with some 

observation enabled the culturally centred communicative data necessary to meet the objectives 

of the doctoral work to be obtained.  

 

Although at this point, I have written with a level of finality about my methodological decision, this 

was not the case.  In fact, the decision to take an ethnographic approach was only an initial 

judgment, with the main decision yet to be taken as to which type of ethnographic approach and 

compatible ethnographic framework were to be adopted to support data analysis.  In 

contemporary research settings, ethnographic studies have been taken forward in a variety of 

ways dependent on its purpose and context (Krzyzanowski 2011).   To make such a decision, it 

was important for me to refocus on what I was wishing to achieve from the study and how best to 

gain this using an ethnographic approach (Allen 2004, Bryman 2012).   

 

To do this I re-examined the study objectives.  These set out to explore a health visitor’s 

experience of working with children and families and clarifying what they perceived as 

challenging when doing so.  To meet these objectives, I wanted to take a methodological 
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approach that would generate this knowledge while also understanding the health visitor 

participant’s background in order to position the data analysis in context.  By taking such an 

approach I would be able to meet another of the study’s objectives which was to identify whether 

cultural differences were influencers during the health visitor’s work.  By taking an ethnographic 

approach to interviewing and observing participants in their office environment, this was achieved 

as I was able to explore in-depth what was shared by the participant, including their feelings and 

my feelings when listening to them during the interview.   

 

By capturing a depth of data, I was then able to provide the information required to justify the 

knowledge generated by the study (Williamson 2006), as well as making obvious the interpretive 

lens through which the data have been analysed (Allen 2004).  Having such detailed information, 

I aimed to understand the political and societal complexity within which the participants work and 

the potential influence it may have on them. 

 

To maximise the study potential in meeting these aims, a combination of reflexive ethnographic 

and critical discourse analytical methodologies were adopted.  According to Krzyzanowski (2011) 

during a critical overview of a combination of methodologies, such amalgamation gives additional 

depth to the research product.  Through the engagement of critical discourse analysis in the 

examination of language when taking an ethnographic approach, a window into the cultural and 

contextualised beliefs of the participant is provided.  Georgakopoulou and Goutsos (2004) and 

Galsinski (2011) concur, proposing that the combined use of these two methodological 

approaches, purposefully enables the procurement of ethnographically rich discourse in the form 
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of the transcribed spoken word that can be critically analysed for both its content and its political 

and organisational context portrayed as a constructed text.   

 

I propose taking a combined methodological approach would address the concerns of 

researchers like Hammersley (2006) who believe a depth of information is not possible without 

lengthy periods of observation.   As Galsinski (2011) demonstrates through his study situated in 

an under-represented health care setting, the construction of studies of this nature challenges the 

obvious to provide a unique understanding of the persuasive social constructs at play.  To 

establish what this has meant for the progression of this doctoral work, I have explored both 

reflexive ethnography and critical discourse analysis in the sections to follow.     

 

4.3.3 Reflexive Ethnography 
 
Reflection has been deemed an essential part of my study based on the writings of Koch (2006).  

Although the impact this has on the research process has limited evidence (Darawsheh 2014), 

Seale (2012) would suggest that reflective practice should be a central tenet of a study adopting 

an ethnographic approach.  In fact, reflective reports from experienced qualitative researchers 

posit that without it, rigour in qualitative studies cannot be claimed (Koch 2006, Houghton et al 

2013).  To actively incorporate this into the study, the contemporary and more specific 

methodology of reflexive ethnography was accepted as influential on how the study was 

progressed.   

 

Reflexive ethnography is grounded on the basic ideologies of ethnography but with the additional 

conceptual belief that reflection is an essential part of the ethnographic process.  Such a notion is 
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built on the value reflective practice brings in constructing a holistic view of any given situation 

(Valandra 2012, Johns 2013, Caetano 2015, Holloway 2016).   

 

The findings of Darawsheh’s (2014) literature review, demonstrate that there are variations on 

how writers and researchers perceive and define reflective practice for research purposes.  

Some are reported as viewing and executing this as an externally engaging process involving 

research developers and participants, with others reporting this as specifically an internal activity 

(Valandra 2012).   

 

During this doctoral work, the reflective process can be viewed as both. By this I mean that for 

me this was a personal contemplative process that examined by internal thoughts and feelings 

from the project’s inception to the written commentary of the study (Gilgun 2006).  However, 

engaging in this internal process facilitated a depth of connection with the participant.  It enabled 

the use of “self as research tool” (Jervis 2009, page 145) which supported communicative 

actions that are often required to authenticate understanding and interpretation of past and 

present situations and emotions (Macbeth 2001, Davies 2008).   

 

To do this effectively involved several activities such as sustaining a personally reflective diary 

about my emotions (Zitomer & Goodwin 2014), recording observed behaviours during the 

contact period in research field notes, and questioning the participant about their emotions.  The 

latter activity meant I would verbally explore facial expressions and body language displayed 

during the interview.  In addition, I would occasionally share my feelings during the interview. The 

aim of this was to check out whether these were being felt by a process of transference or 
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whether they were countertransference feelings that I would have to explore after the interview to 

establish why they had occurred (Jervis 2009, Holloway 2016). Transference in this context is 

referring to me experiencing the transmitted feelings of the participant when they are sharing their 

story.  Countertransference is when I project my own feelings about a shared situation into the 

interview based on my own experience which, if not recognised, can prevent me from following 

the participants cues about what they are sharing (Holloway 2016).    

 

Connecting the participant in such a communicative encounter facilitated a level of clarity about 

the meaning and intention of the words used and behaviours expressed at the point of 

attainment (Cromwell 2010).   I would assert that taking such an approach permitted me to 

capitalise on my previous knowledge and experience as a health visitor to effectively act as a 

human communicative tool during data collection and analysis (Allen 2004, Humphreys 2005). 

 

In traditionally based psychotherapy terms, such an approach is known as engaging in “social 

intercourse” (Berne 1961, page 61).  It is used to extrapolate detailed information about an 

individual’s internal processing and their relationship with it as displayed by their behaviours and 

conversational expression. Although research is not a psychotherapeutic process, the 

transferability potential of such communicative methods is being continually recognised 

(Holloway 2016). As inferred by Clancy (2013), the engagement in such openly transparent 

reflective activities, combined with analytic inquiry, can potentially provide a bridge into the 

experiential perceptions of the participant which are normally detached from any researcher.     
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During this study, I would deem the engagement with reflective social intercourse was an 

essential part of the process. I believe it effectively led to the gathering of information via interview 

to the depth required for ethnography.  It provided data to support an understanding of the 

participant as health visitor practitioner who is engaged with complex, emotionally based 

relationships when assessing and responding to the wellbeing needs of children.  It also provided 

a clear picture of me as an “insider-outsider” researcher (Fox 1991, Allen 2004, page 15).  

 

As detailed in the exploration of Husserl’s work, this level of engagement between researcher 

and participant has been discouraged in the past. However, in contrast, more contemporary 

qualitative research focused on thoughts and emotions, are providing clear evidence of the 

benefits this can bring (Jervis 2009, Holloway 2016).  I would argue that my experience during 

the construction and implementation of this study is testimony to the positives of such an 

approach and would recommend this to others without hesitation. Conversely though, I would 

experientially propose that producing and obtaining such depth of information does require 

planning.  It requires a clearly identified analytic framework that is effectively robust at exploring 

the spoken word and reflective field notes. In this study, critical discourse analysis provided such 

a framework.      

 

4.3.4 Critical Discourse Analysis  
 
Critical discourse analysis is based on discourse theory that Gee (2014a, page 25) states is 

about “seeing interactive communication through the lens of socially meaningful identities”.  More 

simply, Gee (2014a, page 19) suggests that discourse is “language in use”.  By this he is 

proposing that language is used by individuals, organisations, and political structures at any given 
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time for three main purposes - to express what they wish to “say” using language to enlighten, 

what they wish to “do” using language to engage as an active process, and what they wish to 

“be”, using language to express how they identify (Gee 2014a, page 2).   

 

The opinions of Macgilchrist and van Hout (2011) concur with Gee. They specify however that for 

them the term language in referring to discourse is too narrow. They suggest that instead, 

discourse must be understood as a multi-layered communicative medium through which power, 

historical values, ideological beliefs, and social control is both constructed and exerted (van Dijk 

1993, Fairclough 2015).  The forms such discourse can take or are expressed vary, with 

examples from a non-exhaustive list including the spoken word, newspaper or journalistic 

reports, political commentary, symbolism, linguistic or pictorial advertisement as well as political, 

organisational, and legislative policy (Beedholm et al 2014).   

 

Fairclough (2015, page 9) defines discourse analysis as the “interpretation, evaluation, critique 

and explanation of the discourse”, based on the belief that discourse, language, and 

communicative practice are the working tools of humans (Holestein & Gubrium 2011).  Critical 

discourse analysts propose that research ignoring the analytic potential of language, can only 

provide limited findings about what a research participant is saying they have done instead of 

what they have experienced or what understanding they have constructed from a situation 

(Beedholm et al 2014).  As a result, the value of such research can be questioned.  

 

Discourse analysts propose that the lack of “metalinguistic” detail (Williamson 2006, page 4), or 

explorative depth of communication in research prevent the researcher’s ability to access and 
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attain crucial information about an individual’s actuality (Sandelowski 1991, Habermas 2003).  It 

is anticipated that this interferes with the generated research knowledge being accepted as truth 

(Williamson 2006).   

 

In contrast, discourse analytic studies are based on social constructivist ontology (Luke 2002, 

Harper 2011).  They are focused on the critical exploration about what a participant says and 

does with their account of a socially constructed situation (Silverman 2013).  They do this by 

considering the participant’s story as an “intersubjective” (Habermas 1984, page 13) and socially 

constructed linguistic product that has been co-produced by participant and researcher during the 

research process (Denzin 1997).  Within this they believe that through analysis they will source 

information about the participant’s conscious memory of a situation and in addition that which is 

out with the participant’s direct awareness (Springer & Clinton 2015), such as information that 

gives an overview of: 

 

• How the participant sees themselves in the situation   

• What they believe are and are not the socially acceptable aspects of the situation   

• What political, organisational, or cultural influence has exerted pressure on their 

experience of the situation  

• How they position themselves and others in the world either during or because of the 

situation. 

(Holloway & Freshwater 2007, Starks & Trinidad 2007,  
Wodak & Meyer 2009, Silverman 2013, Gee 2014a) 
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As identified in Chapter 1, Section 1.1.3, health visitors in my study were practising within a 

political and contextual time of change (Scottish Government 2008, Cowley et al 2013, Scottish 

Government 2014a, Scottish Government 2015b). As such during the feasibility study it was 

clear that the language use of participants was reflective of political and organisational influences.  

However, given the methodological principle of phenomenology and the use of thematic analysis 

I would argue that I was prevented from effectively capturing what the actual influence was and 

whether it was significant.    

 

4.3.4.1 Analytic Framework 
 
In contrast to the feasibility study, the focus of the substantive project was to critically analyse 

whether there were any unconscious influential pressures affecting how health visitors worked 

and spoke about their experiences. This was aimed at considering what was influencing the 

management and recognition of emotions in the workplace and what impact this had on their 

assessment ability when working with children and families.    

 

On review of the many theoretical foundations of critical discourse, I believe that the 

considerations of van Dijk’s theoretical concept of “social cognition” (van Dijk 1993, page 251) is 

relevant to my study.  van Dijk indicates that critical discourse analysis can effectively be used to 

identify the ways in which individuals utilise, relate, and operate what they know about others in 

interactive situations, as influenced and potentially dominated by social or political constructs.  

Throughout the reported findings chapters within this thesis this concept of social cognition will be 

demonstrated. 
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When deciding how to interpret, evaluate, critique, and explain the data (Fairclough 2015) in a 

practical sense for the study, it became evident that there was no specified or formalised 

approach (Luke 2002).  The approach taken by most studies has been dependent on the 

researchers’ focus and their theoretical perspective.  As such, some linguistic researchers will be 

focused solely on analysing syntax and linguistics elements of discourse. Others criticise this 

approach due to its narrow application, suggesting the requirement to take a broader view of 

several aspects, such as the general themes being raised, the sentence structure combination 

and/or what the speaker is doing with the language (Luke 2002, Habermas 2003, Gee 2014a, 

Springer & Clinton 2015).     

 

It is argued that adopting an inflexible framework for the analysis of discourse potentially 

interferes with the development of a contextually, subjectively, as well as objectively, informed 

study (Luke 2002, Habermas 2003).  However, as a novice researcher, I was keen to establish a 

guide during the analytic process.  As a result, I decided to follow the guidance of Gee’s (2014b) 

how to toolkit.  My decision was based on the robust history he has in proposing ways of 

analysing text in the context of social theory (Luke 2002). 

 

As detailed in Section 4.3.4, Gee (2014a) believes that discourse is used by individuals and 

societal groups as a way of expressing thoughts. Also, as a way of progressing and explaining 

actions and etching a socially identifiable position. To analyse this, he proposes the complete, 

partial, or variable use of 28 different tools, with which analysts are enabled to interpret and 

understand what the participant or organisation is trying to do with the language they use. For this 

study, several of Gee’s tools have been utilised.   
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To effectively explore and justify the practical approaches taken in analysis, including the use of 

Gee’s tools, I will refer to Chapter 5 which provides a detailed focus on study methods.  

Reviewing the analytic approach in the context of the methods chapter, will enhance its 

association with sampling, recruitment and data collecting choices as well as the ethical and 

governance structure of the study. 

 

4.4 Conclusion  
 
To conclude this chapter, I have provided a summary for the reader about my methodological 

decision-making journey.  I have presented my epistemological position as interpretivism 

complemented by a social constructivist ontological stance.  This has been underpinned by the 

decision to take a reflexive ethnographic approach to a critical discourse analytic study, to gather 

a depth of information with which to understand the cultural and political context of a health 

visitor’s work.  

 

Reflexivity has been deemed essential to this study as a way of understanding the thoughts and 

feelings I experienced during the interview.  As evidence in this chapter, this is essential when a 

researcher is using themselves as a tool to gather information.  As discussed, this has involved 

the retention of extensive field notes and, when necessary, me sharing with participants what I 

was feeling during the interview to clarify whether this was me experiencing the transfer of 

emotions from them, the participant i.e., transference, or whether my emotional response at the 

time was in fact relating to my own past encounters with the subject matter i.e., 

countertransference.   
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The methods utilised to execute the study will be detailed in the subsequent methods chapter – 

Chapter 5.  
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Chapter 5 
Method and Design 
 

5.1 Introduction  
 
In Chapter 4, I presented a critical overview of methodological decisions taken to underpin the 

study.  As detailed, this was guided by my epistemological and ontological stance and was 

directed by theoretical ideologies as they related to the study purpose and aim. As a result, the 

chapter established that a combination of reflexive ethnography and critical discourse analysis 

were the judicious methodologies with which to progress.   

 

The aim now in Chapter 5 is to advance the thesis with a critical exploration of the research 

methods utilised to practically execute the study.  To do this I will develop the chapter from 

Section 5.1, introduction, to a review in Section 5.2 of participant involvement.  I will provide detail 

of strategies adopted to recruit and support this participation and will provide detail about the 

context and capacity of involvement.  For any qualitative study the involvement of people, as well 

as its informed design, are essential for its success (Burns & Grove 2009).  Therefore, I have 

provided extensive detail of my decision-making process as influenced by theory to inform the 

reader for quality purposes (Guba & Lincoln 1989, Koch 2006).     

 

Sections 5.3 and 5.4 respectively have been used to clearly identify the methods adopted for 

data collection and analysis.  In line with previous chapters, Chapter 5 will be written in a 

reflective style to ensure I continue to provide the reader with evidence of my thoughts and 
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decisions as they relate to the theoretical evidence critiqued for study design purposes.  In many 

areas, this will involve me reflecting previous chapters and in particular Chapter 4.   

 

Ethical considerations throughout the study have been viewed as a developmental, reflexive 

activity that was required from study inception to completion (Barbour 2014, Robson & McCartan 

2016). To provide evidence of these study long considerations, I have chosen to incorporate 

detail of ethically guided decisions within each chapter section as opposed to having these 

divided and separated.  In Section 5.5, I will make general statements about the ethical principles 

underpinning the study and will explore confidentiality and anonymity.  This will lead to Section 

5.6, where study governance processes will be illustrated, concluding in Section 5.7.  

 

As articulated in Chapters 1 and 4, the focus of the study was to gather rich in-depth language-

based data.  This was with the aim of exploring whether health visitors view the emotion work 

they carry out as having an influence on their abilities to assess, identify, and respond to children 

in need of care and protection.  

 

To answer this question and accompanying objectives as set out in Chapter 1, Section 1.1.1, 

several practical methods, and analytic means were adopted.  These are to be discussed in this 

chapter and include: semi-structured interviews, data transcription, critical analysis using Gee’s 

toolkit (Gee 2014b), field note review of participant behavioural displays, political and/or 

organisational discourse analysis. 
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5.2 Involving Participants 
 
Engaging people for the purpose of research brings variable challenges (Roy et al 2015).  Some 

challenges are moral and ethical and are not easily resolved (Robson & McCartan 2016, Trotter 

2012).  To support researchers with participant involvement, several guidelines exist as 

influenced by the Declaration of Helsinki (British Medical Journal 1996, Royal College of Nursing 

2009, World Medical Association 2013, Parahoo 2014, NHS Research Scotland 2016, Robson 

& McCartan 2016).  However, by the very paradigmatic nature of a qualitative study, approaches 

taken to engage people are often unique, requiring adaptive researcher behaviours and 

responsive decisions (Thomas 1993, Guetterman 2015, Patton 2015).  

 

To explain how people were engaged with my study, I have decided to adopt a structured 

mechanism with which to head the process.  The mechanism is one proposed by Robinson 

(2014), who advocates its use as a way of structuring the deliberations taken when considering 

nuances associated with attracting participants.  The headings Robinson proposes are: “setting a 

sample universe, deciding on a sample size, selecting a sample strategy and sourcing sample” 

(Robinson 2014, page 14).   

 

Before moving on to these headed sections, I will take the opportunity to deliberate the use and 

sometimes the purposeful avoidance of using the commonly documented term ‘sample’.  The 

reason for such discussion is the recognition that the word sample, as utilised by Robinson and 

adopted by me, has a level of surrounding debate within qualitative research literature (Roy et al 

2015).  For some the term ‘sample’ is considered flawed for qualitative research purposes, given 

its roots in the positivist paradigm (van Manen 2014).  Others use it cautiously due to the 
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connotation associated with the term, which is often referring to a group of people that are 

representative of a wider population (Seale 2012, O'Reilly & Parker 2013, Barbour 2014, Gentles 

et al 2015).  This point is made relevant by considering even very basic dictionary definitions, as 

represented here from the Oxford Dictionary, which states that the term ‘sample’ can be defined 

as “a small part or quantity intended to show what the whole is like” (Oxford living dictionary, 

accessed online October 2016).      

 

Trotter (2012) suggests there are extensive variations in the type of terminology used within 

research and the definitions associated with it.  This he states is influenced by varying paradigm 

principles.  As recognised such anomalies in the understanding of the word ‘sample’ can lead to 

misunderstandings and more importantly disparaging critique of research quality as influenced by 

the application of incongruent paradigm criteria (Yin 2011, Roy et al 2015).   

 

Accordingly, I had a slight reluctance in utilising the term for my reflexive ethnographic critical 

discourse study.  However, after determining the outweighing benefits of applying Robinson's 

headings as a guide for dissemination, a decision has been taken to use the term within this 

chapter.  I would nonetheless clarify that the operational use of the term ‘sample’ in this thesis is 

referring to the group of study participants engaged for the study. It does not project that the data 

from this group of participants are definitively representative of a larger population (Holloway & 

Freshwater 2007).    The intention of engaging participants was for the procurement of data that 

would provide an understanding of the subject matter, with the goal of adding to a theoretical 

knowledge base (Parahoo 2014).  However, as will be discussed in Section 5.6, although not 

professed to be directly generalisable to a larger population, the thesis will provide a depth of 
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information aimed at enabling its transferability to other non-study settings (Polit & Beck 2010, 

O’Reilly & Parker 2013).  

 

5.2.1 Setting a Sample Universe 
 
In accordance with Robinson (2014), setting the sample universe is intended to establish which 

community or population should be targeted for the study.  Such decisions are taken following 

deliberations about who would be a suitable “key actor or informant” (Fetterman 2010, page 49), 

by questioning who would have the anticipated level of experience, understanding and 

contemporary information about a particular area (Parahoo 2014)?  At this point I use the word 

anticipated pointedly.  Concurring with Yin’s (2011) view, the word anticipated seems appropriate 

until the engagement and data generating processes are complete.  This is based on the 

understanding that the selection of the sample universe is based solely on an educated 

judgement about where the most likely source of the information would exist. 

 

5.2.1.1 Sample Population 
 
In retrospect, the sample universe was successfully established for this study as specialist 

community public health nurses - health visitors who held effective registration on the third part of 

the UK professional register (NMC 2004).  Inclusion criteria dictated that the participant was 

actively working and managing a caseload of children in NHS Scotland at the time of data 

collection.  For this study, managing caseload was very broadly defined as: having management 

and co-ordination responsibility for the implementation of universal or targeted healthcare 

services for a group of mainly pre-school children, who were structurally aligned by the 
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participant’s employer, NHS Scotland Health Boards via Child Health Departments. Exclusion 

criteria were participants known by the researcher. 

 

5.2.1.2 Population Location 
 
During the data collecting period, which was January to March 2016, the head count of employed 

health visitor practitioners across fourteen NHS Scotland Health Boards was 1,047.9 increasing 

to 1,114.7 (Information Statistic Division [ISD] 2016).  The size and geographical spread of the 

population was deemed too large for the study’s requirements and resources.  As such a 

pragmatic decision was taken to target only the population of three Health Board areas which 

reduced the sample universe to 220 increasing to 234 over the life of the study (ISD 2016).  

 

The three Health Board areas were selected following review of population demographics.  It 

was determined that each Health Board offered practitioners opportunities of working in a broad 

range of rural, urban and/or city areas, with representative levels of societal challenge associated 

with lifestyle, finance and/or employment status, as comparable to those throughout Scotland.   

 

5.2.2 Deciding on a Sample Size 
 
Deciding on a sample size for qualitative research is a complex and sometimes divisive activity 

given its acknowledged theoretical uncertainty (O’Reilly & Parker 2013, Barbour 2014, Gentles et 

al 2015).  However rightly or wrongly, the sample size and selection have a significant part in 

defining the perceived integrity of the study (Robinson 2014, Fusch & Ness 2015). 

 

 



151 
 

5.2.2.1 Data Saturation 
 
The challenge presented with deciding on the sample size in qualitative studies, and in particular 

reflexive ethnographic studies, are conventionally flexible (Higginbottom et al 2013, Parahoo 

2014).  Instead of having a set of rigid rules, sample decisions are internal to the study and based 

on the analytical judgement of the researcher or research team (Davies & Scott 2007).  

Judgements are based on the amount and assessed quality of data available to meet the study 

intentions (Fusch & Ness 2015).  This is referred to as “data saturation” (O’Reilly & Parker 2013, 

page 2), a term originally coined by Glaser and Strauss in 1967 for narrative-based research 

purposes (Francis et al 2010, Barbour 2014), and one adopted for this study.  

 

Adopting the notion of data saturation was deemed essential to qualify and safeguard the study’s 

credibility and transferability, while taking cognisance of international principles pertaining to the 

ethical engagement of participants (Parahoo 2014), such as beneficence, non-maleficence, 

fidelity, and justice (International Council of Nurses [ICN] 2012).  These principles were to ensure 

the respectful, reasonable, and proportionate involvement of participants for deepening an 

understanding of the research area without having excessive, and potentially unusable data 

(O’Reilly & Parker 2013, Cleary et al 2014, Parahoo 2014).  

 

Burns and Grove (2009) suggest that judging whether saturation has been effectively obtained, 

requires researchers to consider four main areas.  These include the study’s capacity, the subject 

matter, the analysed value of the data obtained at each point and finally the relationship of each 

emerging topic to the projects overall aim and design. Each of the four areas were considered for 

this study, with particular attention given to the study context and data quality (Davis & Scott 
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2007, Holloway & Freshwater 2007, Materud et al 2016).  Less attention was afforded to the 

number of participants as my desire was to continue recruiting until the data indicated I had met 

the intentions of the study.   

 

As a contradiction to the above statement, I should acknowledge that I was required to provide 

detail of a potential sample quantity when applying for university and organisational ethical 

permission to undertake the study, as detailed in Section 5.2.4.1.  This is common practice to 

inform governance and planning processes (O’Reilly & Parker 2013, Creswell 2014).  However, 

at the time this was only provided to the ethics committee to support their decision-making 

process about the general principles of the study (Creswell 2014, Robson & McCartan 2016) and 

was not a pre-determined criterion (Robinson 2014).  

 

Judging saturation levels is viewed as a reasonable task.  However, as a point of reflection, I 

noted feelings of anxiety about the process.  Such anxiety was based on the acknowledgement 

that there is a lack of specific research-based evidence available to provide a direction on the 

most accurate way to undertake this (Guest et al 2006, Francis et al 2010, O’Reilly & Parker 

2013, Fusch & Ness 2015, Patton 2015).  My nervousness was exacerbated by apprehension 

that I would misjudge the quality of the data; believe I had reached data saturation; stop data 

collecting which in turn would lead me to miss that most crucial piece of unique information.  As a 

result, I, like others, found the activity of analysing data while at the same time continuing to 

collect data, challenging (Robinson 2014), especially as the focus of my study was emotions and 

emotions work.   
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As discussed in Chapter 3, emotions and emotion work are internal processes (Kleinginna & 

Kleinginna 1981, Scheer 2012), I needed to judge data saturation through listening to the 

participants at the time of the interview and when listening back to the recordings.  I found this 

challenging, as when engaged in the interactive interview process, my thoughts were in the 

moment, deciding on which questions to ask based on what was being shared, and not always 

aware about how the responses were relating to what others had shared.  In my experience, 

taking time to analyse transcribed interview narrative at a distance makes data more prominent 

and means that data saturation can be judged more readily. This was difficult during this study as 

I interviewed participants over an intense time-period before the interviews were transcribed.   I 

therefore had to judge data saturation at two points.  Firstly, through the audio review of the 

recorded interviews and then secondly once all the transcripts were analysed.  At this point I had 

to assess whether I thought there were data gaps.  If there were, I would have been required to 

enter a second data recruitment phase, something that was not necessary.    

 

5.2.2.2 Study Sample 
 
To support me with this activity I engaged the expertise and guidance of my academic 

supervisors.  On review, it was concluded that adequate data were obtained from the sixteen 

participants that were recruited.  It was determined that “analytical redundancy” (Cleary et al 

2014, page 473, Gentles et al 2015) had been reached and at this juncture any additional points 

being accessed were not altering the study findings. 

 

On systematic review of sample size, Guest et al (2006) indicate that although a numerical value 

cannot be predicted, it appears that data saturation is met in a study, utilising interviews, on 
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recruitment of approximately twelve participants.  The twelfth interview is frequently identified as 

the point when no new data are obtained (Green & Thorogood 2004). When considering this in 

relation to my study it would have been convenient to stop recruiting or collecting data at the 

twelfth interview.  However, being true to the study requirements, it was recognised that data 

quality after twelve interviews was not adequate to meet the study intent.  Although the data were 

developing, and several topics and themes were being repeated, there continued to be several 

data variations and significantly differing perspectives emerging.    

 

During this process I had to consistently reflect that as an interpretivist study the aim was to 

achieve an understanding from a variety of perspectives and not to continue gathering data until 

there was a majority consensus (Davies 2008, Seale 2012, O’Reilly & Parker 2013, Barbour 

2014).  As identified in Chapter 4, I became aware during the process the influence positivist 

thinking was having on me causing me to consider the larger the sample the more robust the 

study.  This is a recognised concern that has been raised by Roy et al (2015) as a common 

phenomenon in the research community.  Guetterman (2015) proposes that such a 

phenomenon was recognised during his systematic analysis of qualitative studies.  Here he 

noted that over recent years there has been a noticeable increase in the sample size engaged by 

many qualitative studies without clear evidential support that it adds any value to the quality of the 

qualitative study.      

 

As is known, the belief that a larger sample size indicates a robust study is contrary to the 

principles of engagement held by the purest interpretative researcher (Silverman 2013).  Rather it 

is suggested that participant recruitment over and above that required for the study is of ethical 
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concern (Francis et al 2010).   This is not to say that if a concept is shared once or a few times 

this can be deemed as an adequate exploration of topic (Fusch & Ness 2015).  Instead for this 

study and others it is about having a clear understanding, through analytic interpretation, about 

what is required to meet the needs of the study and when this has been achieved.  

 

5.2.3 Selecting a Sample Strategy  
 
The strategy of identifying and engaging the sixteen participants in an ethical but active manner 

was variable.  In the first instance, as established in Section 5.2.1, the identification of the sample 

universe was done purposefully.   The purposeful sampling strategy continued to be used to 

recruit the sample with snowball sampling utilised as initiated by the participants.  This strategy 

will be detailed below, as will the consideration I gave to maximum variation sampling.  I have 

included this level of discussion to provide information about my decision-making process.   

 

 

5.2.3.1 Purposeful Sampling 
 
Purposeful sampling has been highlighted as the most frequently utilised non-probability 

sampling strategy in qualitative research (Silverman 2013, Gentles et al 2015).  It is described as 

the process where the researcher or research team identify key individuals to be targeted who 

have the anticipated contemporary topic intelligence and experience (Fetterman 2010, Parahoo 

2014). For many this is the most sensible way for progressing a contextually focused qualitative 

project with resource constraints and an underpinning conceptual basis (Seale 2012, Robinson 

2014).     
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Conversely though Moule and Hek (2011) present a caveat to engaging participants through 

purposeful means.  They suggest that this has the potential of creating a “biased sample” (Moule 

and Hek 2011, page 97), one where the researcher has an idea of participant opinion prior to 

engagement so purposefully selects them to construct a study for their pre-set purpose.  Such an 

approach of manipulation would indeed be concerning and would be in breach of the ethical 

principle of veracity as it is neither truthful nor transparent (ICN 2012, Parahoo 2014).  However, I 

would question whether this was even possible, given the recognised inability to predict what an 

individual will share and what will influence their internal thought process and opinion on each 

given day (Clancy 2013, Barbour 2014, Caetano 2015).   

 

Moule and Hek’s (2011) caution however is something that I do recognise as a potential issue if 

strict theoretical or maximum variation sampling were undertaken. With this statement, I do not 

propose that this would be an intentional or even a conscious bias on behalf of the researcher. 

Instead, I surmise that bias could unconsciously develop.  Firstly, because of the narrow 

application of sampling criterion aimed at developing characteristic variation throughout the 

sample (Seale 2012, Barbour 2014).  Secondly, because of the increasing interference of the 

researcher leading to the conscious manipulation to increase heterogenic sample composition, 

which could result in the unconscious decrease in significant information being generated 

(Robinson 2014).    

 

Nonetheless, irrespective of the potential limitations for this study, the benefits outweighed the 

negatives, as it is the most proactive way of obtaining data in a timely manner (Barbour 2014).  

So, I purposefully sampled from the population of health visitors as detailed in Section 5.2.1. 
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Considering Moule and Hek’s (2011) concern about bias, an exclusion criterion was applied.  It 

stated that those practitioners known personally by me were excluded from sample recruitment.  

This criterion is compatible with a previous decision, detailed in Chapter 4, Section 4.3.4.1, that I 

would target unfamiliar Health Boards and practitioners for me to see difference, during the 

collection and analysis process (Barron 2013, Gee 2014). 

 

5.2.3.2 Maximum Variation Sampling  
 
As part of the journey in establishing the best sampling strategy to be employed I considered 

“maximum variation sampling” (Seale 2012, page 145) which is described as the technique of 

purposefully selecting participants with varying characteristics.  The reason for this was that, as 

articulated throughout Chapter 4, at each point of the PhD journey I have acknowledged an 

interest in exploring if ideological beliefs and cultural backgrounds influence health visiting 

practice.  Consequently, I became concerned that at the stage of sampling, operationalising 

inclusion criteria would result in a “homogeneous” (Holloway & Freshwater 2007, page 72) group 

of participants from similar backgrounds, the consequence of which would be the procurement of 

unidimensional data (Davies 2008).   

 

To establish whether maximum variation sampling would offer benefits, I decided to create a 

table with the detail I would desire from a sample.  This was a matrix of backgrounds, experience, 

and demographic factors that I believed may influence a participant’s perspective and provide 

variation to the data.  It included factors such as age, gender, employment history, academic 

attainment, practice-based experience, and caseload demographic.  However, it quickly became 

evident during the recruitment process, that this was a naïvely ambitious exercise.  As Barbour 
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(2014) suggests, researchers often realise that drafting an idealistic table with the key participant 

qualities as a remote activity is one thing but executing a strategy to actualise it is quite another.  

This was also my experience which led to the rejection of maximum variation sampling and the 

decision that purposeful sampling with self-selecting properties would be employed.   

 

Such a decision was influenced by several main points: firstly, and potentially the most important, 

was the acknowledgement that the sampling strategy required to be based on the ethical 

premise that participants could chose or not to be involved through a self-selecting process 

(Pieper & Thomson 2016).  Secondly that researcher interference should be minimal at the 

sampling stage, to avoid the risk of producing an artificially constructed sample that is 

contradictory to ethnographic research principles (Hammersley 2006, Fetterman 2010).  Finally, 

selecting a strategy that could be adjusted to manage recruitment challenges, will be discussed 

in Section 5.2.4 as well as recruitment contributions made by active and interested participants.  

 

5.2.3.3 Snowball Sampling 
 
“Snowball sampling” (Parahoo 2014, page 271) is described as the generation of study interest 

through professional links (Seale 2012).  In my study this was experienced through the 

unsolicited promotion by participants with colleagues.  It resulted in participants who initially 

reported they felt too busy or who had initially ignored the recruitment flyer seeking to become 

involved when I was observing other participants working in their office setting. Therefore, when 

retrospectively examining the sample, it was evident that snowball sampling strategies with self-

selecting recruitment processes were engaged in addition to the consciously applied purposeful 

approach.   
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5.2.4 Sourcing Sample 
 
On decision about the sample universe, and the strategy that would underpin it, the next decision 

was how best to target and recruit.  The recruitment of participants for qualitative research is a 

repetitious process (Palinkas et al 2015) that requires attention to the individualised sample 

universe and their specific cultural and environmental requirements (Barbour 2014).  It 

necessitates the consideration of questions, such as: where can the sample universe be 

located? What, if any, access permissions are required and from whom?  Which medium would 

best advertise the study e.g., poster, individual communication, meeting presentation? How will 

information be shared?  How will participant consent be obtained?  When will consent be 

obtained and by whom?  Answers to these questions for the purpose of this study are detailed 

below: 

 

5.2.4.1 Permissions  
 
Permissions were sought to ensure the study was designed from the ethical premise that it would 

be completed morally and in a manner that would benefit others while protecting the wellbeing of 

all those involved (Parahoo 2014, Pieper & Thomson 2016).  To do this the study was reviewed 

as a two-strand process.   

 

In the first instance, this involved establishing the permission and approval levels required in 

accordance with NHS Research Scotland (2016) governance processes. This involved 

completion of the initial integrated research application system (IRAS) checklist which indicated 

that as the study only involved NHS staff members, proportionate approval for site and staff 

member access would be adequate.  On application as a multi-centre study, this was issued by 
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the three research and development teams in the targeted Health Board areas.  Evidence of 

application and approval letters are available in Appendix 3.    

 

The second strand was permission from the higher education institution I was attending to 

undertake my PhD studies.  This involved seeking approval from the ethics committee of the 

School of Humanities in Social Science, University of Edinburgh.  In accordance with the school’s 

ethics policy and procedure (School of Health in Social Science 2015), a level one application 

was submitted and approved, as per Appendix 4. 

 

5.2.4.2 Contact Medium  
 
The sample universe was specialist community nursing staff who are mainly based within either 

community health centres or General Practice (GP) surgeries.  Therefore, the most appropriate 

means of communication, given the geographically diverse setting, was via letter and flyer, as 

provided in Appendix 5.  The way this was to be shared with the potential participants was via the 

team leader.   

 

The decision to involve the team leader with study recruitment, was informed by the experiential 

learning gained from the feasibility study.  It was noted that when team leaders became aware of 

the study, they raised it with staff, so the interest was greater or potentially staff believed it was 

endorsed by their manager, a finding corresponding to that of Higginbottom et al (2013). 

 

As a result, a decision was taken to purposefully target team leaders as a type of team 

gatekeeper (Holloway & Freshwater 2007).  Contact was made to request their assistance in 
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sharing details with potential participants.  This unfortunately led to challenges in one Health 

Board setting which delayed recruitment, as a chronology of events demonstrates:  

 

• Early December 2015: Team leader involvement was requested and agreed 

• Late December 2015, it was evident that interest shown by participants was limited to 

approximately four respondents from two Health Board areas, with no contact from the 

larger of the three Health Boards targeted.   

• Early January 2016: Team leader follow up.  Team leaders from two Health Boards 

agreed to contact staff for a second time to encourage involvement.  Team leaders from 

one Health Board area admitted that they had independently made the decision that staff 

workload may not permit them to take part.  This resulted in staff not being informed 

about the study.  As a result, I engaged the team leaders in discussion and negotiated 

attendance at staff meetings to explain the study to team leaders and potential 

participants.  This was aimed at reducing anxieties about the time commitment.  

• January – February 2016: Attendance at staff meetings 

• January – March 2016: Staff interest was generated leading to recruitment  

 

The phenomenon of overly restrictive and protective gatekeepers is recognised by others (Fusch 

& Ness 2015, Robson & McCartan 2016).  To address and manage this, the aim of attending 

staff meetings was two-fold: firstly, to provide accurate information and reassurance about the 

commitment involved, and secondly, to introduce myself as a non-judgmental person with a 

background knowledge and empathy for the challenges facing the health visitor.  Such an 

approach is recommended by Burns and Grove (2009).  They suggest that meeting sceptical 
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participants in person offers reassurance about the commitment, the protection process for the 

research data and the personal attributes of the researcher. 

 

5.2.4.3 Consent Process 
 
The aim of the consent process in qualitative studies is to demonstrate that participants have 

entered the study informed and of their own free will (Milne & Oberle 2005, Pieper & Thomson 

2016). This required a balance of sensitive encouragement while being respectful of choice.   To 

follow are the specifics of how this was taken forward for the study.  

 

At each point of the recruitment phase information giving was key, with the use of both verbal and 

written participant information.  The written participant information is provided in Appendix 6.  The 

aim of this information was to reassure each individual participant that involvement in the study 

was voluntary, and that coercion, prejudice or constraint would not be applied at any time.  This 

was in line with ethical values and principles and to reassure participants that they would be fairly 

and equitably treated at all times (British Medical Journal 1996, Royal College of Nursing 2009, 

World Medical Association 2013, Parahoo 2014, NHS Research Scotland 2016, Robson & 

McCartan 2016).     

 

Following the distribution of information, meeting arrangements were normally arranged for one 

or two weeks later.  The timeframe was maintained to ensure participants had the opportunity to 

consider the information.  This was with the aim of promoting confidence and knowledge which 

enabled informed consent (Milne & Oberle 2005).   During the time afforded, potential 

participants were encouraged to read the study information and construct questions to discuss at 
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the first meeting. The acquisition of consent was only sought after all questions were answered 

and I was confident, that the participant had enough information to feel comfortable with their 

decision.  The consent form used is in Appendix 7.  

 

One main challenge identified within this process was ensuring full disclosure prior to the study 

commencing.  As researcher, I was honest throughout the process of consent to ensure the 

ethical principle of “veracity” (Parahoo 2014, page 102).  However, given the unique nature of the 

study I was not able to be specific about how emotional a process the participant may find it.  

This is a common challenge in qualitative studies (Qu & Dumay 2011, Barbour 2014).  To rectify 

this in my study, I followed guidance that suggested the employment of a transparent explanation 

of the ongoing nature of the consent process and advising the participant that they could 

withdraw consent at any time during the life of the study (Barbour 2014, Parahoo 2014, Robson 

& McCartan 2016).  This is an empowering process aimed at increasing the participants feeling 

of control, especially when faced with sensitivity or discomfort during the interaction (Anyan 

2013).   

 

5.2.4.4 Final Sample 
 
Following the preceding steps, the final sample obtained through a self-selecting, purposeful, and 

on occasion snowball, sampling approach was a “heterogeneous sample” (Holloway & 

Freshwater 2007, page 72).  As a spontaneously engaged group there was the positive 

attainment of data from a sample with representative characteristics aligned to those within the 

larger population of health visitors in Scotland (ISD 2016).  Characteristic variation reflective of 

those initially noted as desirable in the optimistic matrix drafted prior to recruitment as discussed 
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in Section 5.2.3.2.  Variations in age, employment history, personal and professional experience 

and level of educational attainment were all recorded.  The sample consisted of fifteen female 

participants and one male.  The time the participants reported experience ranged from 30 years 

to 6 months. All participants were white British with a mixture of participants culturally identifying 

as Scottish or English. Although the ethnicity of the sample is representative of Scotland and the 

health visiting community therein, I suggest the lack of minority ethnic or male participants to be a 

limitation to the study.  Table 2 details of the final sample excluding gender: 

 
Table 2: Final Sample 

Participant 
Years 

Registered15 
Caseload 
Location 

Ethnicity Participant 
Years 

Registered 
Caseload 
Location 

Ethnicity 

1 27 Rural/Urban 
White 

Scottish 
9 5 Rural 

White 
English 

2 6 Rural 
White 

English 
10 12 Urban 

White 
Scottish 

3 23 Rural/Urban 
White 

English 
11 23 Inner City 

White 
Scottish 

4 2 months16 Rural/Urban 
White 

Scottish 
12 6 months Urban 

White 
Scottish 

5 4 Rural/Urban 
White 

Scottish 
13 5 Rural/Urban 

White 
Scottish 

6 2 Rural/Urban 
White 

English 
14 8 Urban 

White 
Scottish 

7 10 Rural/Urban 
White 

Scottish 
15 4 Rural/Urban 

White 
Scottish 

8 30 Urban 
White 

Scottish 
16 20 Rural 

White 
Scottish 

 

At this time, it is important to note that as there is only one male participant, I have decided to 

collectively report the findings without gender analysis and using the pronoun ‘they’. This is in 

order to protect the participant’s anonymity (Polit & Beck 2010, ICN 2012, Parahoo 2014).  On 

some levels, it is disappointing that gender cannot be explored, as it can be proposed there 

 
 
15 Years registered with the Nursing & Midwifery Council as a health visitor 
16 Worked for 4 years before extensive career break.  Had returned 2 months before the interview 
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would be variations on the way male and females interact and cope with emotion-based work 

(Hochschild 1983). However, during analysis and reporting I have taken full cognisance that the 

protection and rights of a participant to privacy and confidentiality far outweigh the desire for 

research knowledge (British Medical Journal 1996, Royal College of Nursing 2009, World 

Medical Association 2013, Parahoo 2014, NHS Research Scotland 2016, Robson & McCartan 

2016). 

 

5.3 Data Collection  
 
In Chapter 4, Section 4.3.2.2, theoretical justification for the adoption of the qualitative, 

ethnographic interview as the prominent data collection method was discussed.  As a summary, 

the aim of adopting the ethnographic interview was to engage participants in focused discussion.  

To do this successfully, Rubin and Rubin’s (2012) method of “responsive interviewing” to actively 

engage participants as “conversational partners” (Rubin & Rubin 2012, page 7) was adopted. It 

was believed that this approach would provide the depth of data required for reflexive 

ethnographic review.  As an explanation, this was practically progressed using several 

techniques: 

 

5.3.1 Questioning 
 
To prepare for the ethnographic interview, I constructed some questions suitable to glean the 

type of information required to meet the needs of the research (Qu & Dumay 2011). These were 

only proposed questions for the beginning of each interview based on the objectives of the study.  

As I was undertaking an ethnographic interview, I needed to be open to the conversation of the 

participant, so the questions were spontaneously created during the interview (Fetterman 2010).  
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I was purposively not rigid in my approach, in order to engage with participants responsively and 

began most interviews with general questions aimed at initiating and establishing a defining focus 

for the interview.  An example of routine questions used at the beginning of each interview were:  

 

• “Tell me about yourself and your experience to date?” 

• “What is your current caseload like?” 

• “What would you say is the main focus of your job?” 

 

The aim of this generality was to avoid the application of rigid, systematic questioning that would 

potentially lead to dominant direction by me the researcher (Anyan 2013) but aiming to gather 

culturally based information to the depth required when taking an ethnographic approach and to 

meet the needs of the objectives.  

 

As identified within the transcripts, the questions I utilised had a breadth to them which gave the 

interview a conversational feel.  This was adopted purposefully to facilitate an explorative 

flexibility for participants to respond as they wished to the topics proposed (Davies 2008, 

Creswell 2014).  Although it can be recognised that a research interview does differ to normal 

conversation given the imbalance and one-sided nature of the interaction (Rubin & Rubin 2012), 

it was evident through the examination of the interview recordings that the approach adopted by 

me enabled successful data collection (Harvey 2015).   
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5.3.2 Interviewer Skill 
 
As Hampshire et al (2014) illustrate by their literature review, the success of any language based, 

interactive data collection method, is often the result of the researcher’s ability in constructing a 

conducive milieu for interactive sharing.  Such a milieu is constructed to represent comfort and 

trust through the engagement of listening skills, having the ability to observe silence, giving space 

for a participant’s thoughtful sharing, and having an attitude of acceptance.  Such construction 

was achieved during this study through adoption of a non-confrontational approach.  On review 

this enabled me to interact intuitively throughout the interview, which in turn led me to navigate 

the conversation in the direction being mapped by the responses of the participant (Rubin & 

Rubin 2012), a process requiring the ability to stay in the moment with the participant while also 

intently observing for hints about their background experience that could be explored in more 

depth for the purpose of meeting the general research intent (Qu & Dumay 2011, Jansen 2015).         

 

5.3.3 Environment Observations and Preparations 
 
The physical environment also played a part in the study.  To promote comfort and to avoid an 

additional time commitment impacting on the participant, all interview interactions were audio 

recorded using a small, discrete dictaphone and were undertaken at a venue of the participants’ 

choosing. This meant that all interviews took place on NHS premises either in the participant’s 

office or a room the participant proposed that was quiet and free from interruption for the period of 

the interview.  On many occasions this was a service user consultation room. 

 

Engaging in the participant’s regular place of work was a benefit to the study’s ethnographic 

approach.  As part of the engagement process, I took the opportunity before and after the 
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interview to discuss the observations I had made about the village, town or city when travelling to 

the meeting.  It permitted me to ascertain the background information about the participant’s area 

of work.  I would arrange with the participant that I attend them in their office first so I could 

observe them and others in their workplace prior to the interview.  This permitted me to witness 

team dynamics and to hear telephone calls with service users.  All observations or non-interview 

interactions provided an insight that informed me who the participant was, what environment they 

were working in and who they were working with.  This information was used to build rapport and 

identify with the participant, as well as to experience the culture surrounding them. These 

additional interactions promoted the quick development of the relationship required to effectively 

progress the on average 90-minute interview with roughly 30-60 minute observations.  The 

observation time depended on how many participants’ I was interviewing in the one venue.  On 

some occasions I was in the same building for a full day so had the opportunity to break with 

team members and engage in general conversation.  This happened on two separate occasions 

in two different NHS Scotland Health Boards.  

 

5.4 Data Analysis 
 
The data obtained from interviews were transcribed into text and managed using the computer 

package NVivo 11 for Microsoft Windows.  By examining each transcript line by line, I was able 

to use NVivo to annotate the scripts with ideas, while collecting statements from the transcripts 

into nodes.  This enabled me to link common, emergent themes or categories from each 

transcript together.  On first review of each transcript this was done broadly, becoming more 

focused with each analysis.   
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As detailed in Chapter 4, Section 4.3.4.1, the analytic tools of Gee (2014b) were employed to 

enable effective data interrogation. Each of Gee’s tools were designed based on his theoretical 

proposition that a person will use language to portray the understanding and meaning they attach 

to people, objects, and situations, as well as how they consider their position to it/them or identity 

with it/them (Gee 2014a).  They do this either consciously or unconsciously through their use of 

language, by what they say and how they say it.  

 

In total Gee has 28 tools which are designed in the form of questions that can be asked of all 

data (Gee 2014b). When I did this, I recognised that, as Gee suggested would happen, “for some 

data, some tools yield more illuminating information than from other data” (Gee 2014b, page2).  

In my study, seven tools were particularly beneficial.  I have therefore selected these for more 

detailed discussion with the others listed in Appendix 8. 

 

The use of Gee’s tools was time consuming.  Using them to review 16 transcripts line by line, 

considering what the participant was aiming to do with the text as well as what they were saying, 

was challenging.  Initially being able to organise and categorise the text using NVivo was 

beneficial to this process.  However, on second, third and fourth analysis, I found using printed 

transcripts more suitable for me.  Having them printed enabled me to have a wider, overall view 

of what the data were saying, as well as using NVivo for the component parts.       

 
 

5.4.1 Tool #2: The Fill in Tool 

The ‘Fill In’ tool was utilised extensively throughout the interpretative analysis of what the 

participant was saying.  The purpose of this tool is to consider what is being said implicitly by the 

participant. As Gee states this tool is used to establish:  
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“What needs to be filled in here to achieve clarity?  What is not being said overtly, but is 
still assumed to be known or inferable?’  

(Gee 2014b, page 18) 
 

This tool was particularly beneficial as being an insider (Hamill & Sinclair 2010) to the health 

visiting profession I was able to employ my knowledge of the day-to-day role of the health visitor 

and the external discourse surrounding the data.  The ‘Fill In’ tool also supported the 

ethnographic approach of the study and enabled the critical analyses of the political, 

organisational, and professional context in which the participant was operating. 

 

5.4.2 Tool #3: The Making Strange Tool 
 
In combination and in contrast with the ‘Fill In’ tool, the use of ‘The Making Strange’ tool required 

me to adopt the role of outsider (Hamill & Sinclair 2010). This required a two-stage process.  The 

first process was during data collection.  At this time, I would ask explorative questions such as 

“you mention x, can you tell me what you mean by that?”  The reason and purpose of this was to 

ensure I was not making assumptions at the time of data collection that would be less clear 

during analysis.     

 

The second process was applied on analysis.  At this point I would do as Gee (2014b) 

recommended and think about what was being said and whether this would appear strange 

when taken out of the context of health visiting.  As an example: the participants would frequently 

use the term GIRFEC.  It was recognised that without an understanding what the acronym 

stands for or the principles of the Getting It Right for Every Child (GIRFEC) approach in Scotland 

(detail available in Chapters 2 and 3) this term would not make sense to an outsider.  On 
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reporting, this required me to add information to enable the reader to understand the contextual 

influence this approach has on the participant as practitioner.         

 

5.4.3 Tool # 5: The Intonation Tool 
 
Having audio recordings of the interviews was invaluable during the analytic phase of my study 

(Fetterman 2010).  Although I mainly interrogated the transcribed data to progress the analysis, I 

also frequently replayed the recordings to sustain a feel for the social interaction that had taken 

place (Hochschild in an interview by O’liveira-Martins 2017).  This involved observing the tone of 

voice used by the participant and noting any hesitations, pauses or silences that appeared to be 

engaged as a way of making space for thinking.  

 

Gee (2014a) promotes such an approach using ‘The Intonation’ tool.  This he suggests allows 

the analyst to acknowledge how the participant displayed their meaning of a topic with language, 

sentence object position and tone of voice; all of which can indicate the significance a participant 

applies to a topic at a particular time.  

 

5.4.4 Tool #7: The Doing and Not Just Saying Tool 
 
The ‘Doing and Not Just Saying’ tool was of particular relevance to this study.  The reason I 

make such a comment is that the process of considering what someone is aiming to do with the 

language they use and the way they say it, is the most beneficial component of discourse 

analysis.  As explored in Chapter 4, by employing this tool my aim was to offer a holistic 

interpretation of what a participant was both explicitly and implicitly stating.   
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5.4.5 Tool #11: The Topic and Theme tool 
 
During the data collection period, the ‘Topic and Theme’ tool was used extensively.  Firstly, it 

provided the tool to establish data saturation.  Secondly, it provided the means with which I was 

able to gain a clear understanding about what preliminary themes and topics were being raised.   

This tool was crucial to the progression of the study as it focused on identifying commonalities 

and differences as the data were being collected and analysed.  The findings provided by this 

tool have established a descriptive framework for this thesis and guided the construction of the 

finding’s chapters – 6, 7 and 8.  Each chapter and their subsections are based on the topics and 

themes identified by this tool.        

 

5.4.6 Tool #16: The Identities Building Tool 
 
At the beginning of the process, I was not clear if the ‘Identities Building’ tool would generate any 

remarkable analysis.  However, during the process of collecting and interrogating the data it was 

interesting many different identifies the participant held.  Several were offered, including ones 

such as: participants identifying as Scottish or English, identifying as nurses, as maternal figures, 

as fixers or facilitators, as a stranger to families or as part of the family/community.   

 

In addition, the participants also used language to establish the identity of others, often as a form 

of criticism, which is a corresponding finding to that of Gee (2014a, 2014b).  As Gee suggests, 

participants often adopt and align identities as a way of contextualising themselves and others in 

a story and in portraying certain beliefs and ideologies.   
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5.4.7 Tool #18: The Politics Building Tool 
 
As complementary to Tool #16, Gee (2014b) recommends the use of the ‘Politics Building’ tool 

as a way of identifying a participant’s belief system.  He suggests that using language, individuals 

can explicitly or implicitly display what they think are “social goods” and illustrate “viewpoints 

about how we think social goods are or should be distributed in society or among social or 

cultural groups” (Gee 2014b, page 126).  In this study, the tool was particularly helpful in 

identifying what participants were saying about service distribution or political and organisational 

decisions influencing health and social care, especially as identified in Chapter 1, Section 1.1.2, 

the changes to service each participant had or was experiencing. 

 

As demonstrated through the examples offered here it is clear how the adoption of Gee’s 

(2014b) toolkit has provided a robust framework for me to analyse the data effectively.  The use 

of the tools will be evident in the subsequent finding’s chapters – 6, 7 and 8 with examples of 

analytic pathways summarised in Table 3.   

 

Table 3 illustrates that Gee’s analytic tools provided the basis on which I could hierarchically 

analyse what each participant was saying.  It enabled me to identify subtle nuances shared 

through language.   
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Table 3: Analytic example 

Tool Transcript Text/Quote Nvivo node 
Nvivo sub 

nodes 
Context 

review/Analysis 

#2 Fill in 

SHANARRI17 
– acronym for wellbeing 
indicators used often by 

participants 

Professional 
Knowledge 

Tools of 
Assessment 

Bourdieu – 
Habitus 

#3 Make 
Strange 

GIRFEC – acronym for 
Getting It Right For Every 

Child 

Professional 
Knowledge – 

Policy 
Knowledge 

Tools of 
Assessment 

Bourdieu – 
Habitus 

#5 
Intonation 

“You realise they’re telling you 
a pack of lies.  That parts 

difficult”  
(Quote P4, page 293) 

Feeling - 
Anger 

Culture – 
challenging family 

Bourdieu – Doxa 
(rules) – Field 

(family) – Habitus - 
Capital 

#7 Doing 
not just 
saying 

“…so I have dealt with all of 
them and we’ve been through 

hearing (child protection) 
systems, we’ve had three 
partners in that time…” 
(Quote P10, page 197) 

Identity - 
Family 

Part of the 
Family/Community  

Bourdieu- Habitus 
- Field 

#11 Topic 
& Theme 

“…it’s all about the 
relationship, if you haven’t got 

that relationship with the 
family then a) you’re not 

going to get through the door” 
(Quote P2, page 185)  

Relationship 
Positive – making 

a difference 
Bourdieu – 

Habitus - Capital 

#16 
Identities 
building 

“...you become a massive 
part of their, you know (life & 
family), they’re on the phone 

all the time…”  
(Quote P2, page 198) 

Identity - 
Family 

Part of the 
Family/Community 

Bourdieu- Habitus 
- Field 

#18 
Politics 
Building 

“…with Hall 4 coming in, 
home visiting sort of whittled 
away gradually but we are 

back now in Scotland” 
(Transcript P5, quote not 
used directly in thesis) 

Political 
Criticism 

Regained role – 
home visiting - 

positive 

Bourdieu – 
Habitus - Capital 

  

 
 
17 SHANNARI acronym used when assessing a child using the wellbeing indicators of Safe, Healthy, Achieving, 
Nurtured, Active, Respected, Responsible, Included 
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To elaborate on one of the examples in Table 3 - without Gee’s tools I may have missed the way 

people used language to display how they identify.  Brief mentions of words such as “we’ve’” as 

used by Participant 10, would not have been identified as significant if I had not used Gee’s tool 

number 7, ‘Doing and Not Just Saying’.  In the general context of a lengthy transcript what this 

word was doing would have gone unnoticed and I would not have realised the analytic 

understanding of professional socialisation and both the positive and negative impact a health 

visitor’s habitus (Bourdieu 1983) and level of familial engagement can have on their assessment 

of a child(ren).  

 

5.5 Quality Governance 
 
Over the years’, debate has existed about the ability of qualitative, interpretative researchers to 

demonstrate study quality (Parahoo 2014) quality as assessed by criteria judging the rigour of the 

methodological approach and trustworthiness of data, which has use out with the study setting 

(Patton 2015).  

 

Lipscomb (2012) suggests that such doubts have been influenced by the perception that data 

generated by qualitative research means, can only be narrowly applied in health and social care 

settings.  In contrast, he suggests, quantitatively produced data can be generalised to directly 

influence broad health care practice. However, these doubts become redundant when the 

paradigmatic principles of the interpretative paradigm question the use of the concept of 

generalisability as a way of assessing the quality of the research (Golafshami 2003, Saks & 

Allsop 2007, Roy et al 2015).   
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As Polit and Beck (2010) proffer, detailed analytic review of generalisation explores the idea that 

irrespective of the research paradigm underpinning a study the concept of generalisability has 

many complex layers of consideration to make it happen effectively.  They contest the view of 

Lipscomb (2012) to concur with Golafshami (2003), that the term transferability, as coined by 

Lincoln and Guba (1989), is a more accurate representation for the transferal process of 

qualitatively produced knowledge from one setting to another.  

 

According to Polit and Beck (2010), to do this effectively a set of principles should be adopted.  

These include transparency of internal study process which comprise of detailed sampling 

information and reflective accounts of the conceptual basis of decisions taken.  As demonstrated 

within the thesis to this point, such factors have been considered.   

 

To consider the quality governance process for the study I will firstly commence with a review of 

the confidentiality and anonymity decisions.  Then I will progress to review the principles of rigour 

and trustworthiness in qualitative research as proposed by Guba and Lincoln (1989) and their 

application in this study.  Although, these principles are 25 years old and are occasionally 

criticised as idealistic (Sandelowski 1999), espousing use of the seminal principles of credibility, 

transferability, dependability, and confirmability, continue to be viewed as good practice (Farley & 

McLafferty 2003, Streubert-Speziale & Carpenter 2003, Burns & Grove 2009, Higginbottom et al 

2013, Robson & McCartan 2016).   
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5.5.1 Ethical Considerations: Confidentiality and Anonymity 
 
Irrespective of the stage of the research project, whether it was sampling, data collection or 

analysis, the main principle upheld was that the desire for information did not take precedence 

over participant wellbeing.  Throughout study execution, all ethical considerations were given 

priority which ensured participants were unharmed during the process and the research was 

conducted in an ethically responsible manner (Royal College of Nursing [RCN] 2009).   

 

Throughout the length of the study, I always acted with professional and personal honesty and 

integrity.  This is in line with my professional nursing code (NMC 2015) and the main principles of 

research ethics, as detailed at each section throughout this chapter (British Medical Journal 

1996, Cormack 2000, RCN 2009, World Medical Association 2013, Parahoo 2014, NHS 

Research Scotland 2016, Robson & McCartan 2016). 

 

I focused on maintaining the confidentiality and anonymity of participants when analysing and 

disseminating the information gleaned from the study.  To maintain security at this time, the data 

were, and will continue to be during the retention period of 10 years, securely stored in 

accordance with the Data Protection Act that was updated during the life of the study (Information 

Commissioners Office 1998, 2018).  Two environments have been used for this storage.  The 

first, for all physical based paperwork including approval letters and consent forms, is a lockable 

filing cabinet in a locked office.  The office and cabinet used for this information changed in 2018, 

when I changed employment from a Higher Education Institution (University) to premises in NHS 

Scotland Health Board (Hospital Office).  I can confirm the information was securely transferred 

and is being stored as stated.  
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The second, for all electronic based data such as audible recordings and transcripts, these are 

secured on password protected electronic devices e.g., office computer which is in a locked 

office.  As noted, before, this office was initially in a university but is now in a hospital.  The 

dictaphone used to capture the audio data, was erased following transfer of the recording onto 

the more secure desk top computer. 

 

During the consent process, as detailed in Section 5.2.4.3, the participants were informed about 

the storage and reporting processes of data.  Only once I was satisfied participants were aware 

of this, were they expected to sign the consent form.    

 

I, as doctoral candidate, and researcher, have full access to all information pertaining to the 

study.  My academic supervisors have been engaged with separate pieces of data to ensure the 

accuracy of the analysis for governance processes.  However, they do not have access to 

participant contact details or any records identifying the participant’s identity as it related to their 

pseudonym. 

 

I have been meticulous in my handling of the data obtained during the reporting and 

dissemination phase of the study.  This level of interaction with the data is essential to ensure 

participant confidentiality and anonymity and has been done without exception.  To ensure this, 

identifying details have not been reported.  Detail such as gender, place of work or on occasion a 

unique piece of information about a work situation that could be recognised.  This is particularly 

relevant as some data examples reported by participants pertained to significant events, such as 
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a child death, that would have been reported in the media.  Care was taken with such examples 

to ensure participants were not identifiable.    

 

My academic supervisors engaged to support me with this process.  Their advice and guidance 

were sought during the construction of the findings chapters to ensure that I was not reporting too 

much detail that could be recognised, but also that I was reporting enough to capture the point 

being made by the participant. Such a requirement relates to the governance consideration of 

confirmability (Guba and Lincoln 1989).  As explored in the Section 5.5.5, clear unaltered 

participant quotes are required to promote rigour.  Engaging with academic supervision during 

this process was to ensure the study is of robust quality.  

   

5.5.2 Credibility 
 
Guba and Lincoln (1989) discuss credibility in terms of the perceived reality of research data 

resembling the actual reality of the data.   They argue this can be achieved in six ways which 

were adopted for this study.  These include – 

• Lengthy contact with the social, cultural, and environmental context of the study including 

acknowledgment of the researcher’s experience of the area 

• Ongoing observations of the subject area or participants 

• “Peer debriefing” (p. 237) involving peers reviewing the data collected 

• Researcher reflection and critical analysis of the research situation 

• Documentation of the researchers own background knowledge about the subject  

• “Member checks” (p. 238) when participants review and reflect on the collected data and 

analysis to confirm accuracy 
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5.5.3 Transferability 
 
Guba and Lincoln (1989) argue that in qualitative research, transferability is out with the control of 

the researcher apart from their role in assisting others to replicate the study by providing detailed 

descriptive accounts of the data when reported.  As demonstrated within the thesis, a reflexive 

style has been adopted throughout to transparently, contextualise decisions and analytic 

processes to enable replication (Farley & McLafferty 2003, Koch 2006, Polit & Beck 2010, 

Zitomer & Goodwin 2014).  

 

5.5.4 Dependability 
 
The third framework principle is dependability.  Dependability is achieved if the data collected by 

a study remains stable and relevant over time (Guba & Lincoln 1989).  Guba and Lincoln 

propose that the dependability of a study can only be ensured if the credibility of a study is 

established.  This requires the availability of audit trails, mapping each step of the research 

process (Farley & McLafferty 2003, Guba and Lincoln 1989).  This thesis is aimed at providing 

the level of detail required for this purpose.   

 

As noted in Section 4.2.4.4, the dependability of the study may be influenced by the limitation of 

sample engaged.  This will only be confirmed in future research.   

 

5.5.5 Confirmability 
 
Confirmability is when a study provides an accurate representation of the data, and this 

representation is presented in context.  The methods used in credibility, transferability and 
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dependability lend themselves to establish confirmability and confirmability depends on the other 

three aspects of rigour before it can be realised (Guba and Lincoln 1989).  As noted in the 

sections above, every effort has been taken to ensure this. 

 

5.6 Conclusion 
 
To conclude this chapter, extensive thought has been applied to the methods adopted for 

sampling, data collection and data analysis.  As reflected, this has led to the use of semi-

structured, ethnographic interviews with a sample of 16 participants.  The participants have been 

sourced from three NHS Scotland Health Board areas.  All identify as white British with 15 

identifying as female and one male.  The sample size was established through the process of 

analysing data saturation during the data collection phase that occurred in the months of January 

to March 2016.  Participants were purposefully targeted for recruitment through flyers and letters 

and were also engaged with the study on recommendation by colleagues.  No data were 

obtained until informed consent was in position.   
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Chapter 6  
Building Relationships  
with Children and Families 
 

6.1 Introduction 
 
Health visiting practice is founded on three interdependent activities: home visiting, building 

relationships with children and families and child-centred assessment work (Cowley et al 2013).  

In line with the work of others (Scottish Government 2015, Bidmead 2016b, King 2016, Astbury 

et al 2017), this “triad of core practice” (Cowley et al 2013, page 154) has emerged pivotal in this 

study. To attend to this finding, I have split Part Two of the thesis into three findings chapters.  

Chapter 6 will focus on building relationships with children and families, Chapter 7 on working in 

the home and Chapter 8 on assessment practice.  Due to their interdependency, the activities will 

feature in every chapter to a greater or lesser extent depending on the chapter’s focus. 

 

Analysis of the 16 interviews has shown that the health visiting participants referred to each of the 

core activities in the triad with frequency in an implicit manner.  I note them as implicit not as a 

way of suggesting that the participants underestimated the activities, but instead to highlight that 

they viewed them as so central to the role that no exploration or explanation was required.  To 

them it was obvious and as such their expectation was it would be obvious to others. Following 

my analysis of the data, I viewed this differently.  For me what emerged was the impact these 

core activities had on the health visitor and their work.  Instead of these being activities that are 

undertaken within a sometimes challenging and emotionally based role, it was these activities 

that brought the uniquely emotional angle to the role.  It was these activities that brought both 
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benefit and challenge to the participant’s assessment and decision-making practice.  

Consequently, it is required to consider these activities explicitly, to enable me to highlight the 

influence they have on the very essence of the health visitor’s role and in turn their assessment of 

children.  

 

Chapter 6 provides an analytical review of the narrative shared about relationships. It 

demonstrates that the participants regard relationships with families as an essential part of the 

intervention and assessment practice of the health visitor, which reflects current literature 

(Bidmead 2016a, b, c, Astbury et al 2017).  It illustrates that according to health visitors they 

would not gain access to a family’s home if a relationship with the adults did not exist, and the 

resulting lack of access would reduce the depth and accuracy of any child focused assessment.  

 

The chapter explores the participant’s view that the professional aim of health visiting is to interact 

with families over time in a manner that is respectful, honest, and based on trust.  The goal is to 

promote and protect a child’s health and wellbeing through the supportive education of a family.  

The educational focus of the health visitor is to concentrate a parent’s attention to the impact their 

lifestyle decisions have on their child(ren) and to develop parental capacity in positive parenting 

practices.  

 

This chapter will demonstrate that participants believe the successful development and 

sustainment of relationships with children and families is crucial.  However, within the chapter I 

will also demonstrate that the successful development and sustainment of relationships hold 

challenge and contradiction for the health visitor by requiring them to engage in emotional 
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negotiation with the adults in the family to encourage the connection.  This requires them to be 

flexible and adaptive during interactions with others from varying cultural backgrounds, both of 

which the participants report as emotionally exhausting, acting as either a catalyst for or barrier to 

a child’s assessment. 

 

6.2 Importance of Relationships 
 
To establish an understanding of the study’s context and to know who the respondents were, the 

initial explorative question in each health visitor interview was – “tell me about yourself and your 

caseload? followed by what would you say was the main part of your job?”   In response, all 

participants were clear that their main role was to focus on child wellbeing.  This focus required 

them to identify a child’s need through assessment practice and to respond to this need by 

offering research-based advice to support parents with its promotion.  For this to happen all the 

participants were resolute that family-health visitor relationships were essential.  The question 

then asked was, why is the relationship important? 

   

6.2.1 Gaining Access 
 
On every occasion the participants would link the importance of the relationship to assessment 

practice.  They would substantiate this by referring to the triad of core practice with an explanation 

about the need for parental trust.  They reported that this trust was needed to gain access to a 

family’s home and to facilitate a forum in which parents were happy to share information for the 

purpose of assessment: 
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Access to Information  
“…. building that relationship and building that trust…..I don’t know that people are honest 
with you unless you’ve got a relationship with them. If it’s the first time you’re meeting a 
family unless they’ve got quite clear concerns they want to discuss with you, most people 
will probably try and tell you what they think you want to hear, most of the time“. (P1) 

 

Access to the Home 
“…. it’s all about the relationship, if you haven’t got that relationship with the family then a) 
you’re not going to get through the door” (P2) 

 

All participants were clear from the beginning that the purpose of health visitor-parent 

relationships is to access information and to observe children at home. As they stated this is an 

inter-dependent process as home access enables the development of trusting relationships and 

trusting relationships enables home access. 

 

Without variation they were keen to highlight that investing in the development of trust to gain 

access, was founded on the knowledge that the health visiting service is not statutory.  This 

means that although it is universally available to families, it does not have to be universally 

accepted.  As several participants noted: 

“…health visiting is offered, it's not compulsory…” (P7)  

 

Given this understanding of voluntary engagement, the participants expressed awareness about 

the need for them to invest in creating positive relationships with families: 

“I think if you have a poor relationship your access to that child (at home) and to be able to 
make assessments for the benefit of that child is potentially lost, so for me it’s key that 
relationship.” (P14) 

 

As Participant 14 states here, all the participants viewed the relationship as central to everything 

they do, a belief driven by their understanding that the lack of trust and access in a relationship 
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would impact on the quality of that relationship, which in turn would affect the quality of the child-

centred assessment and prevent them from working with families to promote and protect child 

wellbeing.  

 

6.2.2 Getting to Know People – a two-way process 
 
Most participants, approximately 80% (n=13), suggested that to encourage a relationship they 

would approach families in a compassionate manner which is similar to the findings of King 

(2016).  This was underpinned by a desire to show families they were human. As one participant 

explained, taking a human-based, interpersonal approach was the main way that health visitors 

gain trusting relationships.  They do this by demonstrating to families that they are a person who 

can relate to their situation.  

“You do need to give them a bit of yourself as well, you know, you are a human being sat 
in front of them.  Yes, we do need to show people that we’re human and we need to give 
them bits of ourselves and that’s important….” (P3) 

 

At varying points of their interviews, all participants discussed the idea of being human in relation 

to their approach to communication.  Like Participant 3’s quote illustrates the participants 

highlighted that in health visiting importance is attached to showing a humanity-based honesty 

and respect when working with people.  By showing willingness to give something of yourself, the 

adult in the family can see you as a person.  They shared that authentic communication is as 

important as professionalism.  

 

In the data it emerged that authentic communication was viewed as the best way of engaging 

people to elicit reciprocity.  By this the participants were referring to the process of sharing small 

amounts of information about themselves to present the notion that they have had similar 
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experiences to the family, that they understand the potential pressures of family life.  Such 

sharing was used to encourage the family to share information back about their lives without fear 

of judgment. All the participants used similar words to explain this. I have presented these words 

in italics below without attributing them to any specific participant as they were used by all at 

varying points during interviews.  

 

To promote their understanding and connection the participants stated that they would “actively 

listen”, that they would aim to “remember the family’s story” from visit to visit. That they “used 

humour” and chose “positive language” to praise parents as a way of promoting confidence.  

They would adopt soft, positive “body language, eye contact and facial expressions”.  

Participants deemed these activities essential in promoting feelings of trust with families.  Trust 

that the service is flexible, person-centred and one that, with the health visitor as its 

representative, will respond with “unconditional positive regard” and “interest”.   

 

As one participant surmised: 

“….I think it’s all about your therapeutic relationship and your eye contact and your 
language and your communication and not being judgmental or…I use humour a lot, 
especially for, in situations of anger (pause) if I’ve confronted them (families) with 
something, I tend to use humour to (pause) neutralise it, yeah, I don’t tell them anything 
about me personally though, you know, not very many of them know about me out with 
work.  I’m a professional, yeah, not their friend, but I’m a friendly professional hopefully…” 

(P16) 
 

In each of the situations shared, the participants would articulate the same responses from 

families, would highlight similar challenges and would recite the same things they would focus on 

in order to develop the relationship.  For many, this meant adopting communicative approaches 

that were not their instinctive communication style.  By this I mean that it was not the way they 
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would interact with friends and colleagues but do with families as they believe this enables them 

to connect.   

 

As Participant 16 notes in their quote, their communication would often involve the use of 

humour, which surprised me during the interview as they presented to me as a serious person 

who did not appear naturally jovial or prone to adopt a humorous communication style. However, 

similar to others, their narrative suggested that they employed negotiating and emotional 

management processes akin to emotional intelligence (Goleman 1995) and emotional labour 

(Hochschild 1983), as discussed in Chapter 3, to promote communication that would enable a 

connection with the family and through years of professional practice they used styles that they 

recognised would “work” (P3).   

 

The development of a two-way connection between the parent and health visitor, was viewed as 

crucial to the health visitor’s assessment.  As one participant summarised, it let the parent/carer 

have confidence about contacting the health visitor and in turn gave the health visitor the 

knowledge needed to recognise when something was not right within a family or when 

something was different as explained by Participant 13: 

"I like to think that if I take that time...that they feel that they can pick the phone up and 
say, “Look, things are not going so well, I wondered if you could come out and see 
me,”…you know, because our job is very much about, you know, your nonverbal cues 
and your observations that you know if you’ve got to know somebody that, you know, if 
you say go into a house and it’s been always really comfortable and it’s been tidy and, 
you know, just whatever that is for that particular person, that level for them, if that’s 
different, for me that’s enough to be able to say things are a bit different here, you know, 
is there something changed?....I think if you get to know somebody and you put that little 
bit of extra effort in then it makes things a little bit easier and I think it’s that you get to 
know people, you’ve got that honesty then, so that you know, if you do have to get to a 
point where you possibly need to make some, you know, a social work referral, that you 
can actually say, “Look… this is what I need to do because of X Y and Z, but I need to 
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discuss it with you because obviously this is about you and, you know, your parenting 
style,” or whatever…” (P13) 

 

As captured by this participant, when a partnership-based relationship exists that is founded on 

trust and comfort then intervention work can progress.  Such a relationship enables a responsive 

assessment and individualised communicative awareness of family and professional.  Overall, 

they viewed it as a positive human interaction that is without judgement or comparison.  I base 

the comment about no judgement on the part of the quote above which states “…just whatever 

that is for that particular person, that level for them…”.  When analysing using Gee’s ‘doing not 

just saying’ tool (Tool number 7, Gee 2014) it is evident that Participant 13 is trying to 

demonstrate a person-centred assessment by portraying here their attempt to assess the 

family’s wellbeing at a particular time through comparison on their previous experience with the 

family.  This in turn suggests they do not compare them to others nor apply their own standards.  

 

6.2.3 Adapting to People 
 
For health visitor-parent interactions to be positive, the participant’s shared their awareness about 

the need to be adaptable to the individualised communication style of the family.  To adapt, they 

needed the ability to “read” (P6) a family situation from the first engagement in order to 

comprehend the family’s cultural setting and favoured style of communication, all of which lets 

them “attune” to their “wavelength” (P8) with the aim of getting “…the best out of families and 

them getting the best out of you…” (P6).   

 

The importance of being adaptable was captured by all participants which they attribute to the 

universal design of the service and the need to work with all families irrespective of cultural 
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background or level of need.  The requirement to be adaptable brought a layer of communication 

and assessment complexity when trying to understand the context of a family and to ascertain 

the influence this may have on parenting and caring decisions.   

 

As quoted above, Participant 6 aims to give families the best support they can offer to help them 

develop and parent in the best way they can.  As they go on to explain, to do this requires 

personal and professional adjustments, not in any way to change the core objective of the work, 

but to make adjustments that enable them to match and align to the people they are working 

with:  

“…health visiting is quite an intensive role and I think…you know…you’re going from one 
really lovely bode and breastfeeding mother to you know, the Methadone using, heroin 
using parents that are you know, they’re barely keeping things together you know, so 
you’re going from one extreme to another and I think you often have to, I often have to 
think, “right, who am I, what health visitor am I today?”, you know, what approach am I 
taking today…although the assessment side of things and the skills and the 
communication and the verbal’s and the non-verbal’s don’t change but there is a 
difference, I mean maybe I’m analysing it too much but I will be different..” (P6) 

 

For this type of work to be successful the participants were very clear that it takes strength in their 

abilities to control their emotions in order to adapt, which as discretely expressed by Participant 6, 

causes them to experience a variety of feelings and to question the best approach to be taken to 

each situation.   

 

When using Gee’s ‘Fill in Tool’ (Tool #2, Gee 2014b) as detailed in Section 5.4.1 and Appendix 9, 

it emerged that by using descriptive words, Participant 6 was inviting me to consider the 

differences when working with the “lovely” breastfeeding mother or the “methadone using” parent 

who is falling apart and “barely keeping things together”.  Although it was evident throughout this 
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participant’s whole interview that they were open to everyone they worked with, what also came 

through was who they found it easier to engage and identify with.  This became apparent when 

using Gee’s ‘doing and not just saying tool’ (Tool number 7, Gee 2014).  From the words I have 

highlighted from Participant 6’s quote, I analyse that the participant was using them to portray the 

feelings generated by the situations.  One evoked lovely feelings and the other feelings of 

discomfort and dysfunction. 

 

6.2.4 Cultural Difference 
 
Cultural difference was a feature in the interviews. When discussing situations that involved 

emotions and cultural difference, the participants would often use words like “lovely”, “tricky”, 

“challenging” or “difficult”.   

 

Participants tended to find it easier to explore emotion work when speaking about families with 

whom they did not connect with readily.  They often spoke about families from cultures that were 

less familiar to them and the families who were reluctant and suspicious of the health visiting 

service.   

 

Often, they would discuss how hard it was for them to understand a person’s background and to 

recognise why certain decisions were being taken.  This challenged them to find common ground 

on which to base a relationship:   

“we have masses of different cultures across here, I mean in the area….their cultural 
beliefs are different….so yeah, you always have to be mindful of that….you’re not 
necessarily judging them differently in that sense but you know, you’re just aware… not 
just even of cultural things…maybe again the relationship you have and how well they 
know you and feel what they can share but I definitely think culturally….some families will 
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be more guarded, might be more aware of what they’re telling you….it’s tricky 
because…it’s just about trying to really build that relationship….” (P15) 

 

It emerged that the participants found it easier to work with people with whom they personally 

identified, i.e., people they felt they could readily understand. In the quote above the participant 

states they would not “necessarily” judge people.  This could be interpreted as saying that 

although judging people on the way they live is not inevitable, it was possible. In Chapter 7, 

Section 7.2.1, a similar topic emerged with the participants being clear that when working with 

people in their homes, they are not there to place judgment on how adults chose to live, but they 

do judge this in relation to how it will affect a child’s developmental wellbeing.  For example, an 

adult can choose to live in a cluttered home but if the clutter is detrimental to the safety of a child, 

then the health visitor will require to act. 

 

What was apparent in the data was that even if the family’s cultural belief system was different 

from that of the health visitor, the health visitor would adapt to suit the family. To do this effectively 

they needed the family to share information about who they were and what their beliefs were as 

well as being open to the relationship.   

 

What frustrated them was when they struggled to connect with families, such as when families 

were reluctant to figuratively “let them in” (P1) or reluctant to engage in a manner that let the 

health visitor communicate and work with them.  This was when the participants tended to use 

more negative terms to describe how they felt when working with the adults in the family.  
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6.2.5 Open to a Relationship  
   
Participant 14 suggested that, in their experience, if a level of frustration or negative feelings 

about a family is left without the health visitor’s regulation, a relationship between the health visitor 

and family is not possible.  The need to trust people to develop a relationship was not only 

needed by families as previously described, but it was also something essential for the health 

visitor.   

 

In their narrative, Participant 14 provided an example to explain how important it is that the health 

visitor is receptive to who they are working with, thus highlighting the significance of the health 

visitor “seeing” the person they are working with on every occasion they interact.  From 

experience they concluded that people are different and are changeable, stating that it is 

essential health visitors recognise this and understand people cannot be defined from one 

interaction and/or from their cultural or community of origin and/or from what has been recorded 

in a health record. Instead, families must be seen, listened to and understood at each contact.   

 

Participant 14 based their belief on a second contact they had with a family.  The purpose of the 

contact was to continue an assessment for admission onto their caseload.  During the first 

interaction the health visitor had assessed the mother as reticent, demoralized, and reluctant for 

health visitor support.  However, in the second contact, the mother was in a very different 

emotional place and willing to share the challenges presented by parenting a child with additional 

developmental needs.  As the participant reported, their experience of the parent in this second 

interaction was different from their first, which was quite unexpected: 

“…the assumptions I made on the first visit were the mum was a bit demotivated, do you 
know, not really pushing to develop her son’s potential but actually from the second visit 
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and her opening up and the empathy we shared, I saw a completely different side…..if I’d 
stuck where I was with ‘she’s not even motivated’ and not listened to her, it would have 
been completely different so I think the emotional side (of practice) does help but it’s also 
very tiring, really tiring and that’s something that, you know….how am I going to manage 
that aspect of my personality so that I can still feel that emotional spark from the parents, 
see what it means to the child and do my job without then carrying it about as a bit of 
baggage” (P14)  

 

For Participant 14, these interactions brought to their consciousness the importance of being 

present in the moment, present to emotionally connect with people and to listen to what they are 

willing to share.   

 

As they reported, if they had entered the visit with a rigid understanding of the family, the mother 

would not have been open. The practitioner would have missed essential information for 

assessment and decision-making purposes about the family’s care and support needs. To do 

this Participant 14 explains the need for introspective practice and emotional control on the part of 

the health visitor.  

  

6.3 Relationships, Emotion Work and Assessment 
 

6.3.1 Relationship Journey 
 
For several participants (n=9), developing relationships with people requires emotion work and is 

viewed as a journey.  Examining the transcripts, the analogue of journey appears to be used by 

participants to capture the idea of the ups, downs, and turns taken when developing a 

relationship over time.  One that keeps on moving and never remaining the same:   

“….to develop a therapeutic relationship sometimes you need to go a little bit of a journey 
with them…” (P16)   

 

“….so, I’ve got that relationship, we’ve been on that journey together…” (P2) 
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According to the narrative, it is apparent that the health visitors consider the depth of the 

relationship is often dependent on the length and type of the journey the health visitor-family have 

been on.  It is also dependent on the health visitor’s ability to practise with their emotions and 

match their communication style with that of the adults in the family during the many changes the 

journey can take.   

 

Given the unique design of the health visiting service, a journey would normally be for a minimum 

of 5 years with, in accordance with the Scotland’s Universal Health Visiting Pathway: pre-birth to 

pre-school, the health visitor contacting families in the antenatal period until the child enters 

school (Scottish Government 2015b).  At this point it should be noted that a health visitor is 

allocated to a family by the NHS Scotland Health Board they are registered with for medical 

services.  Therefore, the specific relationship between the health visitor and family is dependent 

on the family or the health visitor practitioner living or working in the same Health Board area.  

Although families will always receive health visiting services, if the family or the health visitor 

practitioner moves areas, the child and family will be offered a different health visitor practitioner.  

In each situation the same process of relationship development will be apparent, even if the child 

is older and the journey is shorter. 

 

The participants report that the result of the relationship journey for many is that they become 

known to the family and the family becomes known to them:  

"And because we’ve got these families for 5-years it’s inevitable that you become you 
know, you become ingrained into their lives and knowing what’s going on and having a 
handle on what’s happening…" (P2) 
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Participant 2 shared their understanding that with most families they eventually become ingrained 

in their life, an understanding reflected by 75% (n=12) of the participants. Throughout the data 

set, the participants who discussed this, would share their view that by communicating effectively 

and adaptively with the adults in the family, they were often able to become involved with a family 

to the depth required to gain the individualised knowledge on which to effectively assess a child’s 

needs.  Becoming ingrained in this way gave them access to the necessary cultural, social and 

lifestyle detail required.   

 

 

6.3.2 Unique Work 
 
All participants proposed that developing this depth of relationship is unique to health visiting.  

They based this on their own former experience as either a nurse and/or midwife, as all health 

visitors require to be registered with the NMC as a nurse or midwife before undertaking their 

post-registration and for many post-graduate qualification in health visiting (NMC 2004).  The 

participants report that when previously working in these other roles they developed a shorter, 

time-limited relationship with people for specific interventions, whereas in health visiting, they 

connect with children and families over a minimum 5-year period irrespective of what is 

happening in their lives or even when no health visiting, medical or social interventions are 

required.  The participants understood that this type of routine universal contact brings something 

different to the relationship:  

“…the relationship I have with clients as a health visitor is different to the relationship, I 
had with them when I was a nurse or a midwife. It is different. I think it’s more personal…I 
think, you know, if you’re a nurse and you’re looking after somebody that’s sick...” (P3)  
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Participant 3 had experience as a nurse, midwife and health visitor so was speaking from a 

strong experiential position, with others of a similar background agreeing on how pivotally 

important they feel the relationship is in health visiting, while considering the impact this has on 

them as a professional and their relationship to other professionals.  Although they were clear 

about the benefits such a lengthy and consistent relationship brought to their work, it also 

became evident that it brought challenges, especially when working with families who have 

complex experiences with services and/or multi-faceted social circumstances.   

 

To explore this further, I have utilised the narrative of two participants. Although I could have used 

quotes from any one of the transcripts, I have selected these two because they chose to share 

the positive and negative aspects of relationships based on the experience they had with one 

particular family each.   By utilising the narrative of these two practitioners it enables me to 

demonstrate their story about the journey with the family while reflecting on what this meant for 

their practice. 

 

6.3.3 Being Part of the Family 
 
As discussed in the latter part of Section 6.3.1, Participant 2 and others shared that they 

measured relationship success as becoming “ingrained” in a family’s life. That success was 

being known and trusted. Participant 10 offered a similar viewpoint, with the added belief that this 

was required irrespective of a family’s complexity: 

"I’ve been here for eight years…picked up this family onto my new caseload when the 
second child was due, she’s (mother) now got five (children) and really, really, really 
challenging because she hates anything to do with authority, she was a looked-after child, 
she was ignored, you know, so we’re looking back into the early eighties probably when 
she was in care and nobody really looked out for her, nobody was there so why should 
she trust anybody. She does have a diagnosed personality disorder…I have dealt with 



198 
 

this mum since 2008 with her four youngest children, the eldest child I had for about a 
year or two before she went to school, so I have dealt with all of them and we’ve been 
through hearing (child protection) systems with them, we’ve had three partners in that 
time, so the two older children to one dad, the middle one to another dad and then the 
younger two to the other dad and I have been there for this woman throughout." (P10) 

 

Unlike Participant 2, Participant 10 was not specific about being ingrained in the family.  

Nevertheless, this was evident when considering the quote using Gee’s ‘Doing and Not Just 

Saying Tool’ (Tool #7, Gee 2014b), as it can be surmised that by using the word “we’ve”, 

Participant 10 was sharing that they understood the relationship with this family as a partnership.  

Over eight years they were a part of what can be perceived as challenging life events 

experienced by the family i.e. child protection processes and the establishment and dissolution of 

personal relationships, which by using the word “we’ve”, they see these as their experience as 

well as that of the family.   

 

On initial discussion, Participants 2 and 10 portrayed that they viewed relationships of this level 

as positive. However, both went on to counterbalance this by sharing some negativity. 

 

Participant 2 reported that such relationships can generate an over-dependency on the part of 

the family.  So much so that it can leave health visitors feeling emotionally drained: 

"….they become dependent on you and then you become a massive part of their you 
know (life and family), they’re on the phone all the time and they’re wanting to tell you stuff 
ALL the time and that can be quite draining as well I think, and also you know, sometimes 
you’re wanting to empower these families but actually it’s having the opposite effect" (P2) 

 

In this quote I have capitalised the word “all” to stress the intonation used during the interview.  I 

also noted in my field notes that I observed eye rolling and slowing speech when the word was 

stated. 
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What is interesting about Participant 2’s exploration, was their admission that this excessive 

contact has an impact on their assessment ability.  By becoming overly familiar with the adults in 

this family they were not able to identify when concerns existed for the child.  They needed the 

support of other professionals to refocus their attention: 

“I was really supportive of the mum because I’ve known her for a long time, so I know her, 
I know she’s got capacity to do it and I can see that she was really great…so I’ve got that 
relationship…whereas I think other people (e.g. social work) were able to come in and be 
a lot more objective and go ‘actually, this is really poor’, so you know, I was thinking ‘Oh’!  
I definitely had to sit back and try and look at it more objectively and more critically, and I 
did…you know, maybe I have been a little bit blinded and a little bit soft, but not sucked in 
because I’m very aware of what the needs were, but again it made me refocus on the 
child rather than the parent…” (P2) 

 

Participant 2 recognised that they had relationally connected so well with the parent that they 

were focusing on the positive aspect of the parent’s potential and forgetting to look at the actual 

here and now situation from the perspective of the child and their developmental needs, as 

demonstrated by the statement:  

“…I know she’s got capacity to do it…whereas I think other people were able to come in 
and be a lot more objective….it made me refocus on the child rather than the parent….” 

(P2) 
 

Participant 10 recounted a similar experience, stating that certain types of connections can 

overwhelm the health visitor and make them question whether they have the personal capacity to 

continually work with the family:   

"….I have to keep with that mum and yet we’ve had social workers come and go, she 
would never ever, ever accept any other supports I wanted to put in place and I did worry 
that I was creating a dependency, that I was the only person then because I was the only 
person she would trust, I was the only person who would go in so all her advice had been 
from me and then it gets to the stage where you think, I canny do this anymore because 
I’ve got such a big caseload to see to, but it kept things on the straight and narrow for that 
mum and the outcomes were that actually all these children have all met their 
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developmental milestones on time, they’ve all been toilet trained on time, they’ve all been 
given the emotional support that they require that actually I think a few years ago we 
thought these kids are going to be emotional wrecks because this mum can’t provide 
that" (P10). 

 

However, the difference between Participant 10 and Participant 2’s reflections, was Participant 10 

considered the personal impact that such an investment had on them and potentially the other 

caseload work they were carrying, was worth it.  They considered this from the positive difference 

they believed it made to the lives of the children.  They viewed their extensive involvement as a 

requirement to enable the children to reach developmental milestones and for the family to 

remain together. However, they were honest that this is not always the case.  

 

In my field notes I noted that Participant 10 appeared reluctant to admit any negativity can come 

from parental-health visitor relationships but on analysis it emerged that they did actually agree 

with Participant 2 about how overly focused they can become with the needs of adults: 

“…you can go into those families and absolutely get diverted into the mum’s thing the 
whole time and it’s really, really difficult to keep the child in the centre.  It’s very, very 
difficult...I probably find that the most challenging part (of health visitor work) ….” (P10)   

  

There was evidence in all transcripts that the participants were aware of the potential for them to 

become overly focused on the development of the relationship and the parent’s issues.  

However, like Participant 10, the majority (n=12) experienced a dichotomy in that they did not 

want to over invest but they knew that by doing so and by accepting a level of responsibility for 

ensuring children meet their developmental milestones as captured here by Participant 10, they 

could often make the biggest difference to a child.  However, albeit reluctantly, they did admit that 

this was out with their expected scope of practice, and sometimes came with the price that a 



201 
 

child’s need and a parent’s limitations in child caring capability were not being responded to in a 

manner that would promote long-term capacity building.  

 

6.3.4 Professional Expectations 
 
At times throughout each of the participants’ interviews they offered criticism of health visitors that 

worked with families to a level out with the professional expectations of their role.  This they 

reflected was when they and others offer support that scaffolds a potentially unacceptable family 

environment instead of taking action to intervene and establish more sustainable support 

structures.  They admitted that instead of working with the family for the purpose of raising the 

parenting capacity of adults, they take on the responsibility of inputting extensively to fill the gaps 

created by the parents’ limitations.  One such criticism is offered below: 

“…so I think it’s about allowing parents to be parents as well because it should be solution 
focused, we shouldn’t have to go in and do big interventions, they should be looking for, 
we should be going in and saying, “how do you think we can fix this, what do you think, 
what’s your idea here?”, rather than, “right, you need to do this, we need to refer here, 
we’ve got this”, because that’s not the way we should be working now, we should be 
looking at, we should be putting the kind of you know, the onus back on to 
parents…..Yeah, we can’t fix them….”. (P6) 

 

Throughout this quote, Participant 6 was clear that the job of the health visitor is to work beside 

parents in order to guide them with their decisions and not to take over!  However irrespective of 

how much all the participants knew and agreed with this sentiment, they also admitted to 

frequently feeling compelled to work over and above what would be professionally expected.  

They admitted that they would do whatever was necessary to sustain relationships with families 

in order to gain access to children and in agreement with the quotes in the previous Section 

6.3.3, to ensure they meet their milestones: 
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"…..that relationship, it’s not all lovey-dovey but you’re still in there and you’re still working 
and you’re still working together....But if they don’t like you and they don’t think you’re 
credible you’re not getting anywhere near that child and then the weight of the 
responsibility of what’s not done weighs heavy, you know, if the child doesn’t meet their 
milestones, if you can’t get them referred on because they don’t want you doing anything 
or something happens to that child there is an element of ‘could I have made things better 
in that relationship that would have prevented harm’ and maybe I’m just taking far too 
much responsibility on there, I don’t know but it does feel weighty" (P14).  

 

It is apparent that all participants were aware that taking on such responsibilities could place them 

in a precarious emotional and professional position.  As Participant 14 demonstrates in this 

quote, health visitors do question themselves when reflecting on situations – “could I have made 

things better in that relationship that would have prevented harm” while also considering what this 

means for them.   

 

As demonstrated throughout the data set, the participants report they reflect on whether adapting 

and flexing so much to the need and expectations of the family does result in them working out 

with their normal comfort level, especially when they are afraid that by not doing so something 

bad will happen that they may feel responsible for, as Participant 14’s quote captures. For many 

though, regardless of this reflection, the level of responsibility they feel leads them to justify their 

actions as an essential part of their job that they can tolerate and cope with for the protection of 

children.   

 

In some way this commitment could be viewed as admirable and, if going along with the views of 

the participants, necessary.  However, throughout the dataset it was evident that the participants 

did find it challenging and, in many situations, reported the depth of the emotion based relational 

work as becoming intolerable at times, as explored in Section 6.3.5.  
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What was most interesting when examining what working with one’s emotions was like for the 

practitioner, was the reluctance participants demonstrated when sharing any negative feelings.  

At the beginning of their interview’s participants were keen to speak about the importance of 

“giving a piece of yourself” to develop relationships and show people they were human and 

worthy to work with, while exploring the importance of managing emotions in order to flex and 

adapt to the people they were working with. However, by the end of the interviews the 

participants began to share some examples about what this level of engagement can be like for 

them, which on each occasion was described with a more negative tone.  It was evident that the 

negativity was expressed when discussing the work with families who they found it difficult to 

identify with or those who were reluctant to engage.   

 

6.3.5 The Impact of Emotion Work 
 
The participants admitted that working with families to the depth detailed above left them feeling 

compromised.  It left them feeling that they had given pieces of themselves that were over and 

above what they would normally expect: 

“It is, yeah, you really go sell your soul you know, I really, I think you invest so much of 
yourself (to sustain the relationship) because you can’t just switch off emotionally can you, 
and I sometimes think and I’ve said to colleagues, ‘God, did we really sign up for this?’….” 

(P2)  
 

When analysing the tone of the interviews, it was evident that the participants were not in the 

habit of sharing these feelings, nor used to sharing the level of personal negativity that some 

relationships left them with. They appeared more comfortable discussing the positives and the 

fact that they believed they could cope with the depth of personal adaption required for the job.  
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Therefore, it was interesting when participants like Participant 2 depicted practising with a family 

in a way that may not be in line with their normal value and belief system, as having to “sell your 

soul…” which, in the context of the participant’s transcript, referred to them expressing the 

discomfort of acting differently to potentially deceive the family to get what was needed from the 

interaction.  Coupled with examples from others about feelings of stress and burnout, such strong 

statements provide evidence that they did not all cope, which has an impact on both the health 

visiting practitioner and the health visitor service:   

“….I mean how many times health visitors go off with stress and burnout, you know, it 
happens regularly, it does, you know, the pressure of just dealing with high levels of these 
families (families with ongoing issues or reluctance to have relationships) and here, I’ve 
seen it here, I’ve seen it and I can easily see why because these families can suck you 
dry really….” (P3)  

 

At the latter parts of the interview transcripts, there were many snapshot statements that 

indicated the health visitor often felt the need to emotionally invest and adapt to a level that was 

out with their normal expectation.  Statements in each of the quotes used from Participants 14, 2 

and 3 capture the depth of feeling generated by working with responsibility that “weighs heavy”, 

not in line with your personal value system that requires you to “sell your soul” to make 

relationships work with people who “can suck you dry”.   

 

When examining Participant 3’s quote, the use of the term “these families”, as underlined, was 

representative of the negative, detached way the health visitors felt towards certain families.  The 

use of such a term, demonstrated that certain families can be seen by the health visitor as 

different. In Participant 3’s quote, as in others, the families referred to in this manner were often 

portrayed in the larger text as the remote antagonists of the discomfort, pressure, and stress that 

some participants expressed.   
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What emerged throughout the full data set was the challenge most participants felt when keeping 

certain feelings in check when working with certain families, while at the same time, emphasising 

the need and desire to do so, to connect with families irrespective of whether they found them 

difficult or different.  This was because the families described in this manner were often families 

with the greatest need i.e. those who were experiencing the greatest circumstantial adversity or 

those with the most complex history with services. The participants were overall open about the 

personal and professional challenge this caused them, but they were adamant that this was 

worth it given their need to see the child(ren).     

 

 As noted, the most significant finding in the data was that the participants were aware that to 

develop and sustain such relationships they would often adapt substantially to meet the needs of 

the family.  This, it appears, brought them to the point where they were no longer necessarily 

practising with positive effect, that at times, the way they were working was having a detrimental 

impact on their own personal and professional wellbeing as indicated above.  However 

irrespective of this, they all believed that investing in this manner was worth it. Conversely, when 

reviewing the data, what emerged is that although the participants believed it was worth it, there 

was further implicit evidence that this was not always the case, for example when the relationship 

was being given priority over the safeguarding and protection of children. 

 

6.3.5.1 Over-Familiarity 

One example that can be used to underpin the finding of over-familiarity, was when one 

participant claimed they knew a mother well enough to refute her admission that she had 

physically harmed her child.  Stating it was not in “her nature”: 
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"(a case of a child with a non-accidental injury) ...I think she was scared of him (partner), 
yeah…or that’s what we were picking up, knowing it wasn’t (the mother that harmed the 
child), yeah, just probably it’s the old thing of it just wasn’t down to her nature to do 
something like that" (P11). 

  

On this occasion this may have been the case and I am not able to confirm whether it was or not 

given the information available from the data.  However, it can be suggested that a health visitor 

assuming they know a person or a family to the point of discounting what they are stating about 

the safety of a child, appears to come with a level of risk.  As the same participant confirmed later 

in their transcript: 

"I suppose people only tell you what they want you to know, or whether it’s somebody 
that’s up here (hand stretched above head) social class, or down here (hand positioned 
below waist level), and I think probably it doesn’t matter how skilled you are in questioning 
them or informing them…I always think we only touch the tip of the iceberg when we visit 
families...people will just tell you what they want you to know" (P11) 

 

The data provide evidence that health visitors can become so involved and focused on the 

relationship with families, that the individualised, humane care they pride themselves in doing, 

becomes focused on the adult and not the child.  As can be taken from Participant 11’s example, 

such familiarity with the adults has the potential to conceal or interfere with the health visitor’s 

view of the child’s experience.  In this example, if the mother had not been so unwavering in her 

admission of guilt, it could be questioned whether the health visitor would have ignored the child’s 

injury based on their belief that this could not have happened while in the care of the mother.   

 

6.3.5.2 Health Visitor Prioritising the Relationship with Adults 
 
Such over familiarity was raised by participants with an awareness that practitioners should avoid 

becoming “complacent” (P6) to what they are seeing within a family; that they should avoid over 
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investing in adults. Curiously, all participants were able to provide examples about when they 

were aware this had happened.   

 

What was significant about this finding was that only three participants provided examples of 

when this had happened to them directly. Others tended to report this as something they had 

observed in others and not something they concluded through their own self-reflection.   

 

According to Participant 4, they frequently observed reluctance in colleagues to refer children to 

other agencies because they believed it would interfere with their relationship: 

“Mhmm, I think there’s that fine line isn’t there, and people have said, ‘Look I really feel I 
need to get to know this family and you know, I know they need a referral’, and I think 
sometimes we maybe hold back too long...” (P4) 

 

In correspondence with Participant 4, Participant 8 reports that they have also viewed colleagues 

frequently act like they are reluctant to refer children to other agencies.  They report that this type 

of situation can lead to anxiety for the health visitor.  Yet instead of the anxiety motivating them to 

act and request the assistance of another professional group, they tend to invest more into the 

relationship through home visiting and engagement, instead of what the participants suggest 

which is emotional labour to control their emotions of anxiety, to step back and take a neutral 

view of the situation and consider what is actually happening in relation to the child: 

“…you get overinvolved…you do have to stand back, you do have to look at the bigger 
picture when the client can’t do that for themselves…so they (heath visitor colleagues) will 
have lots of conversations within the team about this family and anxiety, and I think they 
will over visit, and also perhaps over identify, you know” (P8) 

 

The ability to recognise or predict the behaviours of others more effectively than yourself links to 

the psychological concept proposed by Dunning (2013, page 415) called “misguided 
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exceptionalism”.  Dunning (2013) suggests that people can see behaviours in others but believe 

themselves to be different.  On reviewing the data, I would be confident to state that whether 

directly shared or not, all participants have consciously or unconsciously over invested or 

prioritised relationships with adults in families over the assessment of a child(ren) at some point in 

their career. I say this because every participant could share a story about someone who had 

acted in this manner with a family.  This would mean that if every health visitor has observed this 

of a peer, then it is likely that all health visitors have acted in this way as observed by others, but I 

suspect out with their awareness. 

 

One of the most experienced participants shared their understanding of why this happens.  For 

them they concluded from their experience of 23 years, that it is due to the level of emotional 

complexity involved in the job, that it results from fear about losing the relationship connection 

and discomfort in taking action that feels discordant with their professional identity and the care 

and compassion felt for people.  They also report this can be based on feelings of personal 

vulnerability when working as a lone worker:  

“...you’re fearful that you know that relationship is going to alter, fearful that you know 
you’re going to make someone upset or angry or feel frustrated themselves or put them in 
a position where they feel they are no longer in control, which again as health visitors isn’t 
what we do, we want to support parents to support parents and make their own decisions 
and empower them….So you know, you think, ‘oh God you know, I’m going to have to 
talk about this now and it’s not going to be easy’.  And also, I mean and equally you can 
feel fearful that somebody’s going to get really cross with you and you think right now, it’s 
time to leave because that happens…” (P3)   

 

These themes held prominence throughout the full data set. Participants reported they would 

occasionally shy away from challenging parental behaviours to sustain relationships and 

continue gaining access to the family home:    



209 
 

“…. I wouldn’t just challenge somebody because you know that might be the situation 
where you need to keep that door open, so doing something like that (challenging 
behaviour decisions) would be detrimental to the relationship” (P13)  

 

As stated by Participant 3 and 13, health visitors can deem it necessary to avoid challenging the 

behaviour of a parent to prevent the relationship ending.  This therefore results in the 

contradictory situation where a relationship to protect and promote child wellbeing is sustained by 

avoiding topics that maybe having an impact on a child’s wellbeing!   

 

The prioritisation of a relationship over child wellbeing is one that all the participants admitted 

doing on occasion: 

“I was trying to ask her, you know, whether she smoked when the child was at home… 
‘don’t start telling me I have to go outside to smoke, well you can just leave’…So that was 
like a shut door.  I felt that I wasn’t going to get anywhere with that conversation, so I had 
to leave it… ‘cos if you’re gonna be shown the door you’re not gonna make any progress, 
do you know what I mean?” (P7) 

 

The participants reported that decisions to avoid certain discussions with certain families were 

taken quickly and frequently.  They were often influenced by the health visitor’s feeling of 

relationship fragility and the need to continue seeing the child(ren).  

 

Due to the scope of this study, I was unable to gather robust evidence about what is ignored 

during the times when the relationship is being prioritised.  In the quotation used above, 

Participant 7 provided an example of not discussing the topic of second-hand smoke.   

 

Adult smoking can be viewed with a level of acceptability given that irrespective of the damage it 

can do to a child’s lungs smoking is a legal adult activity (Ritchie et al 2013).  Therefore, this may 
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give a justification for avoidance as an adult can chose to smoke in their own home.  However, 

gaining an understanding about what items are ignored by health visitors to build and sustain the 

relationship would be an interesting topic for future research, as will be discussed in Chapter 9.   

 

6.4 Discussion  
 

6.4.1 Similarity of findings with existing literature 
 
Throughout the chapter, several points raised are recognised as confirming what is already 

known.  For example, the participants collectively consider the term relationship as the mutually 

accepted interactive engagement of two or more people.  It develops as a journey over time 

when based on genuine compassionate communication that is respectful, honest, and trusting.  

This finding is consistent with Strandas and Bondas (2017).   

 

They often referred to the health visitor-child/family relationship as therapeutic.  Their expressed 

definition is akin to Chambers and Ryder’s (2009, page 25) definition for nursing professionals, 

with a therapeutic relationship considered as “…a purposeful goal-directed relationship that is 

directed at advancing the best interest and outcome of the patient” or person, when considering 

that health visitors work universally with children and families, irrespective of their physical and 

emotional health, as explained in Chapter 1, Section 1.1.2.  This means they work with healthy 

people with the aim of giving them assistance to remain healthy.    

 

In accordance with the work of Astbury et al (2017) and Bidmead et al (2016b), the participants in 

this study view the health visitor’s main purpose as working with people to achieve the goal of 

promoting and protecting a child’s health and wellbeing through a supportive educational 
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relationship with the family. The educational focus of the work is parenting, with the aim of raising 

a parent’s awareness about the impact an adult’s behaviour and lifestyle decisions have on 

children.  This finding is reflected in the existing body of literature (Malone et al 2016) as well as 

the long-standing set of professional principles for health visiting (NMC 2004). 

 

The data collectively suggest that being variable in approach was the health visitor’s way of 

investing responsively to families, undertaken to ensure family engagement and individualised 

care. This is in line with the professional Code for Nurses and Midwives (NMC 2015), while also 

echoing the current political agenda in promoting child wellbeing (Scottish Government 2014a, 

Scottish Government 2021a) and the enduring ambitions of health care that it is “safe, effective 

and person-centred” (Scottish Government 2010, page 7).    

 

Throughout the study, it was evident that health visitors are keen to uphold the attributes of 

“empathy and sensitivity, dignity and respect” while using skills of “listening and responding” and 

considering “diversity and cultural competence, choice and priorities, empowerment and 

advocacy” (Chambers and Ryder 2009, page 25). However, as shown in the findings of Patton 

and Nicholls (2014), upholding, and enacting these concepts in a relationship with others from a 

variety of cultural backgrounds is not always in the control of the professional. Engaging in an 

authentic interactive, person-centred process, means that the professional must pragmatically 

respond to and relate with an individual as they are ready, or they desire, at any given time 

(Trede & Flowers 2014).  From this study and others there is evidence to suggest that this 

requires professional flexibility to respond to the expectations of individuals while remaining 

dedicated to the professional requirements of their role (Higgs 2014). 



212 
 

 

6.4.2 Emotions at Work 
 
The data demonstrated that health visitors do interact with families in as individualised a manner 

as possible.  They trust this to be the only way to get to know children and families and to 

understand each person’s situation in order to identify when an intervention to protect and 

promote wellbeing is necessary.  As illustrated in Section 6.2.2, the participants believe that when 

the relationship exists, a child and family’s needs can be recognised through their behaviours and 

presentation without the necessity of verbal disclosure.   

 

This finding is indicative of research by Benner (1984) and Benner and Wrubels (1989).  As 

presented in Chapter 3, Section 3.3.3, they propose relationships are required for assessment 

success which in turn requires health professionals to engage people in their care through 

regular contact.  This contact enables them to become professionally attuned to the patients care 

needs. Only when a person is known will a health professional have an increased ability to 

recognise the subtle cues of difference being transmitted (Benner 1984).  

 

According to Benner (1984) the quick identification of these subtle cues is essential for 

assessment.  It reduces clinical decision-making time and successfully ensures early action 

when an individual is requiring care.  Benner’s research indicates that the ability to do this is more 

evident in the experienced health professional, normally when they have progressed through 

education and experience from “novice to expert” (Benner 1984, pages 20-31).  Brenner (1984) 

suggests this is the case because with experience comes intuition.  This means the expert in 
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their field can be responsive in situations without all the information as they recognise patterns 

and connections. 

 

Correspondingly, my study provides evidence that health visitors, with routine contact and 

observations, engage embodied communication-based assessment skills (Broadhurst & Mason 

2014).  These provide them with an understanding about what is normal for the person(s) with 

whom they are working.  It enables recognition when things are different and promotes 

responsive questioning, increased accuracy in assessment and early intervention.   However, 

what equally emerged from this study was that to engage in the level of relationship required for 

assessment purposes in health visiting, emotion work and emotional labour is required.  This is in 

contradiction to Benner (1984) and Benner and Wrubels (1989) who believe that for health 

professionals to effectively connect for assessment and care purposes, they need to fully engage 

with those in their care openly with unmanaged emotions in the moment.      

 

In opposition, the data from this study have evidenced that to gain a relationship with families, 

health visitors recognise the need to manage their emotions and those of others.  In 

correspondence with the findings from the feasibility study (Taylor et al 2017), it has become 

apparent that health visitors work with emotions in differing ways based on what they are trying to 

achieve or do in the relationship.  They require to be emotionally intelligent (Goleman 1995), in 

order to recognise their own emotions and the emotions of others which they identify through 

their facial expressions, intonation or physical behaviour displays.  The data indicated that 

recognising the emotions in others is needed so the health visitor can contain the emotions of the 

adult to provide them with space and support to work with them therapeutically (Chambers & 
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Ryder 2009).  Emotional labour is used alongside emotional intelligence, to enable the health 

visitor to regulate and manage their own emotions and behaviours to act in accordance with the 

need of the situation to promote the conditions necessary for relational engagement (Hochschild 

1983).  

 

What is interesting about these findings is previously emotional intelligence and emotional labour 

were viewed as two separate theoretical constructs and therefore two separate ways of 

functioning. However more recently emotional intelligence and emotional labour are viewed as 

theoretically different but operationally complementary (Karimi et al 2013).  This is because it is 

evident that emotionally intelligent people have the internalised skills and attributes necessary to 

proficiently practise emotional labour (Lee & Ok 2012).  As emotionally intelligent people are 

more socially adaptable, and able to understand the emotions experienced by self and others, 

they have the emotional flexibility in situations to understand feeling rules and the capability to 

deep act (Wen et al 2019).   

 

In this study, the combination of these different ways to work with and manage emotion emerges 

when examining the language used by participants and the examples shared, such as controlling 

a situation by “giving a piece of yourself” but not so you are viewed as “a friend”.  Or keeping an 

open mind on each family contact to remove any pre-judgements that can prevent active 

listening so they can “attune” to a family and engage on a their “wavelength”; all of which is done 

in the context of varying cultural and societal settings for the purpose of assessing.  

 



215 
 

Throughout the interviews, it was evident that the health visitors believe that routine regular 

contact and their emotional intelligence enables them to be open and flexibly person-centred.  

However, for this to be successful they firstly need to bring their own emotions under a level of 

control.  For the health visitor it is this control that enables them to regulate their emotions and 

sequentially their behaviours to build relationships for the purpose of assessment.   

 

Smith’s (1992, 2012) work is reflected in these findings.  As Smith emphasised, nurses must first 

learn to manage their own emotions and that of others before they are able to engage with 

people in a meaningful way.  Only by managing their own emotions, are they able to remove 

internal and external factors that may have an impact on them seeing the person with whom they 

are working with.   

  

The health visitors in this study described the most effective way to develop a relationship with 

families is to practise emotional labour as indicated by Smith (1992, 2012).  Irrespective of how 

many times they visit a family, it is only through the management of emotions that the health 

visitor can connect with people.  It is this connection that encourages families to share information 

and gives the health visitor the knowledge to recognise and respond when child need exists. 

 

The shared experiences and examples of emotional labour provided throughout this study were 

also reflective of Hochschild’s (1983) notion of deep and surface acting as raised in Chapter 3, 

Section 3.3.1.  Instances which depicted surface acting, involved the participant talking about 

using smiles and positive nodding to encourage information sharing instead of showing the 
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actual felt emotions of disapproval, disgust or anger.  Deep acting was communicated by 

statements such as, “right, who am I, what health visitor am I today”? 

 

Descriptions of deep and surface acting were littered throughout the transcripts.  Although in this 

study, and the feasibility study (Taylor et al 2017), the data indicated that, contrary to 

Hochschild’s (1983) research, the participants did not believe they were engaging in emotional 

labour as instructed by their employer for commercial purposes.  Instead, the data suggest that 

they were flexibly adopting these actions to varying degrees as a situation and family required to 

develop a relationship for the professional purpose of getting to know people.  This use of 

emotions in health visiting, are similar to those described by Bolton (2005) and Theodosius’ 

(2008), both of whom suggest that emotional labour in professional practice happens more as an 

emotional rather than a financial exchange, with the nurse choosing to regulate their emotions in 

order to develop relationships and offer the most suitable response to the person in their care.  

 

As Bolton (2005) purports, health care professionals utilise emotions and adjust behavioural 

displays with people in a more personal manner by incorporating their personal self with their 

professional self. By doing this they will interact in relationships at work as they would with friends 

and family. In my study the professionals were keen to specify that they do not approach those 

they work with as friends, but they did describe the way they adjusted their communication style 

and emotional displays when developing and sustaining relationships in a similar way to how 

they would with any relationship.  This included those which are personal.   
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It appears therefore that to be natural and human in their approach to the relationship with 

children and families, the health visitor draws from their experience of relationship development 

and the emotion-cognitive processes of emotional labour and emotion work, used both in their 

professional and personal experience (McClure and Murphy 2007).  What is interesting about 

these findings is that the approach taken on first review appears representative of Bolton’s 

emotion management category of “presentational and philanthropic” (Bolton 2005, page 97).  

However, with the participants specifying that they may act in an informal manner but for a 

purpose that does not include becoming a person’s friend, as this would be contrary to their 

professional code (NMC 2015), they are also displaying “prescriptive emotion management” 

(Bolton 2005, page 95).   

 

Throughout the interviews, the participants often used their language and discussions to 

demonstrate the complexity they feel when trying to engage people to the level they wish while 

also ensuring they are upholding professional and organisational standards.  Through the 

discussions the complexity of the health visitor’s work became apparent, by demonstrating that 

they managed this with an interplay of the theoretical concepts of emotional intelligence, 

emotional labour, emotion work and emotion management. Although as discussed in Chapter 3, 

each of the research studies including Hochschild (1983), Smith (1992) and Bolton (2005) have 

varying nuances, with emotional intelligence (Goleman 1995) underpinned by different theoretical 

principles, it has been evident that each are relevant to the health visitor.   

 

Goleman’s theory (1995) of emotional intelligence is displayed as a core skill for a health visitor to 

initiate relationships and for basic communication.  Hochschild’s (1983) division of emotional 
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labour into two components: deep and surface acting, is relevant as this was a description 

shared by health visitors.  Also, no matter the reasons health visitors believe govern their use of 

emotion-cognitive processing, whether it be directly on the instruction of a manager or indirectly 

as guided by research or their professional body, they are educated and employed to do their 

work as a form of paid labour so this fits with Hochschild’s original research (Brook 2009).   

 

Smith’s (1992) work is pertinent as it was instrumental in bringing the concept of emotional labour 

into healthcare research and as continually shown in my study, illustrated that nurses need to 

learn how to manage their emotions in order to connect with people effectively.  Bolton’s (2005) 

research, which I view as an extension of Hochschild’s original research (Brook 2009), has 

enabled me to contextualise what influences the health visitors’ work, be it professional, personal 

or employer driven or all three, which is a feature pertinent to my study as I go on to discuss.     

 

6.4.3 Service Design, Emotions at work: Bourdieusian theory 
 
When reviewing my study’s obvious and emergent findings, I was struck by the similarities to 

other studies as discussed in Sections 6.4.1 and 6.4.2, but also its differences.  On analysis the 

differences appear influenced by the design and setting of the health visiting service.   

 

In Benner’s (1984) research the setting was an acute, adult inpatient ward, where a person had 

come to seek care. Once admitted to a hospital the person, now referred to as patient, is seen as 

an individual who must be assessed, and decisions taken about their care.  This is done by 

obtaining information through observation and clinical measurement, with comparisons made 

with known biological norms and observations.  The difference with clinical assessment of this 
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nature and that of the health visitor, is the former can be confirmed quickly using diagnostic 

machinery. As a result, the short term, acute care relationship between nurse and patient 

develops often without resistance or barriers existing between the people involved.  It could be 

concluded therefore that the setting in which Benner’s (1984) work occurred, influenced the 

findings which led Benner to believe that nurses do not adapt or perform emotion work when 

developing the relationship that brings them to notice the subtle changes in the patient’s 

condition. 

 

In Smith’s (1992) original work, the inpatient setting could have had the same effect. Yet Smith 

was able to discover that before any individualised needs can be identified through assessment, 

the nurse must invest in the relationship by labouring with their emotions.  Unlike the nurses in 

Benner’s (1984) study who were mainly dealing with physical illness, Smith (1992) engaged 

nurses in discussion about the range of work they undertake, and was interested in how nurses 

learn the softer, art-based side of nursing and not only the science (Blum 2010). 

 

The similarity in findings about the need for emotional labour and emotion work in my study and 

Smith’s (1992, 2012), is likely due to the nature of the work and the relationship based inter-

personal communication that was examined.  However, in my study the purpose, setting and 

design of the health visitor’s work meant that the use of emotions for relationship purposes, did 

not always positively influence assessment practice, a finding not necessarily reflected in Smith’s 

(1992, 2012) studies.   
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It emerged in my study that the use of emotion work to focus on relationships and the actions 

taken to sustain these over a 5+ years’ timeframe, can at times change the health visitor’s 

openness to what they are seeing during the assessment process. As such it comes back to the 

cautions and concerns offered by Benner (1984) and Brandon et al (2008) that by managing 

one’s emotions, the assessor prevents themselves from being available in the moment to 

recognise the signal being sent by the assessee.  

 

When considering this further it was acknowledged that health visiting occurs in the variable 

conditions of a person’s unique social and familial setting. Unlike the inpatient hospital 

environment of Benner’s (1984) and Smith’s (1992) studies, a family and their environment does 

not come as standard as no homes are ever the same (Ferguson 2018). I acknowledge that 

every person who enters a healthcare setting is unique and person-centred care is promoted, but 

the assessment process, diagnostic testing, and protocols of care during a person’s in-patient 

experience, are normally standard (Byrne et al 2020).  The hospital environment is also normally 

standard with the only potential difference being the patients clothing, which even then may be a 

standard hospital gown. 

 

All participants shared their confidence that the universal, home-based design of the health 

visiting service lends itself to the development of positive unique, long-standing relationships 

between health visitor and families.  It enables the development of a therapeutic partnership that 

develops when a health visitor matches a family’s communicative style through the practice of 

emotional labour.  According to the data this facilitates relations to the depth required for an 

honest exchange of information. It enables a system-based understanding to the level that 
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identifies what is or can potentially influence a child’s experience in childhood. At the same time 

there is a negative understanding that when conditions for the health visitor and/or the family are 

less stable, the design of the service can generate challenge and pressure in equal measure.   

 

In Benner’s and Smith’s work, the people requiring care sought a service and the practitioners 

worked directly with the person.  In health visiting this is not the case.  The person in focus is the 

pre-school child and the child is cared for by adults.  The health visitors work is therefore 

dependent on adults.  These adults may be influenced by cultural beliefs and experience that 

makes them reluctant to engage with the health visitor. When this is combined with an episode of 

contention that can arise when the health visitor shares concerns about the damage an adult’s 

behaviour may cause to a child, it means they work in situations of heightened emotions.   

 

As emerged through my study, the relationship that can develop in these circumstances, can see 

the health visitor take varying measures to engage in surface and deep acting to flex to the needs 

of the parents to sustain the relationship.  The participants report that these actions are 

undertaken to be able to see the child and the domestic environment in which they live.  However 

contradictorily, I interpret the data as highlighting that this action can sometimes be to the 

detriment of the health visitor’s child focused assessment and necessary preventative or 

intervening work. This is especially evident when health visitors avoid certain discussions 

because of the discomfort they personally feel when friction develops in the relationship. I 

speculate that at these times, the parent-health visitor relationship takes precedent which results 

in the child going out of focus.  
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A similar finding has been illustrated before.  In their text examining the idea of dangerous 

families, Dale et al (1986) highlighted that on occasions it is the actions and behaviours of 

practitioners that can be dangerous.  They can act as a barrier and prevent a child’s needs being 

addressed.  As the excerpt from their book describes: 

“The ‘dangerous health visitor’, also in caricature, is likely to fall unknowingly into an 
enmeshed and highly collusive relationship with client families.  This often stems from a 
heavy personal investment in an inadequately formulated ‘re-parenting’ therapeutic model 
which has become fixated at the level of acceptance and nurturing.  The dangerous 
health visitor – for covert satisfaction of her own needs to give and be accepted – adopts 
an over-ambitious, over-optimistic, and therefore exhausting parenting role towards the 
family and all aspects of its life.  The more dangerous health visitor ‘helps’ and ‘accepts’, 
the more demanding and disturbed the family’s relationships become.  The scene 
becomes one in which the parents either adopt a position of passive, total dependency 
(which conceals a denied resentment) or else constantly escalate their demands, using 
their children as veiled hostages, their safety implicitly dependent on the health visitor’s                                                                          
co-operating.  In such situations an intolerable anxiety is created as exhaustion mounts, 
and the health visitor begins to realise that the more she parents the family, the more 
demanding they become.  As her commitment falters, the parents are likely to switch from 
their position of passive aggression into one of quite ferocious criticism and persecution 
which leaves the dangerous health visitor with intense feelings of rejection – if not a 
serious personal emotional crisis….The worker becomes over-involved and over-
identified with the family, and through constant exposure (such as daily visiting) to the 
minutiae of family matters is quite unable to see the direction of family processes or the 
significance of certain events.” 

(Dale et al 1986, Page 35-36)    
    

Although a long excerpt, I have retained it as, concerningly, several points raised by Dale et al 

(1986) over 30 years ago have emerged in this study which I will now demonstrate using 

statements made by participants.     

 

Dale et al (1986) state that health professionals make a “heavy personal investment”.  This is 

reflective of the statements shared by the health visitors in my study who state families “suck 

them dry”.  As explored from Section 6.3.3 onwards, the health visitors in my study admit to 

taking on the responsibility of ensuring that child(ren) meet their milestones and remain safe.  
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They do this by avoiding challenging discussions to ensure they continue to gain entry to the 

home and the family.  This is based on the concern that the family can control their entry and 

access to children.  As Dale et al (1986) report, families are known to “constantly escalate their 

demands, using their children as veiled hostages, their safety implicitly dependent on the health 

visitor’s continued co-operating…”. 

 

As the health visitors report, the challenges of being ingrained in a family has initial relationship 

benefits.  However, it often cultivates dependence or the occlusion of the child due to the over-

identification with the adult.  As Dale et al report, “The scene becomes one in which the parents 

either adopt a position of passive, total dependency (which conceals a denied resentment) …The 

worker becomes over-involved and over-identified with the family” (Dale et al 1986).   

 

In the data the practitioners demonstrated an awareness about the consequences these types of 

relationships and over-familiarity can bring.   Nevertheless, neither the participants in my study 

nor those reported in Dale et al’s (1986) text, appear to have awareness about why this happens 

or how to prevent it.  On analysis I would suggest that it occurs due to the service design and due 

to the relational nature of the work.   

 

As discussed in Chapter 3, Hochschild (1983) and Theodosius (2008) cautioned that deep acting 

can lead to this type of scenario.  In Hochschild’s (1983) work it was established that this 

happens when the employee has become one with the values and demands of their employer 

which results in them not perceiving the emotion signals that maybe warning them that a situation 

is not as it should be.  The same appears to happen in health visiting, but instead of the employer 
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the health visitor becomes so focused on sustaining relations with a child’s family that they ignore 

or do not recognise emotion signals that are potentially highlighting concern.  This focus appears 

to be based on their professional education and socialisation about the importance of the 

relationship, which leads to managing one’s emotions to the extent they are prevented from 

recognising child need.       

 

When examining the emergent findings under a Bourdieusian lens, I propose that the relational 

transactions between the health visitor and families in a person’s home are dependent on the 

interaction of each person’s ‘habitus’ which they engage during their work.  It is dependent on the 

health visitor’s ‘doxa’ (a set of inferred rules and understandings) in the family field and their ability 

to utilise their capital on entry to the field in a productive way to engage the family for the needs of 

the child, without being dominated by what is required to maintain a fragile relationship.  

Unfortunately, the positive or negative result of this engagement is multi-factorial as will be 

proposed in Section 6.4.3.2.  Firstly, however I will present an overview of Bourdieu’s theories 

that are to be used to support the ongoing discussion. 

 

6.4.3.1 Bourdieu: Practice of Theory 
 
As an overview, Bourdieu refers to his work as “constructivist structuralism” (Bourdieu 1989, 

page 14).  By this he theoretically suggests that societal structures, such as policies; legal 

frameworks; education and culture (non-exhaustive list); surround an individual throughout their 

life and exert influence.  This influence constructs how they think, feel, and subsequently behave 

in the world around them over time (Medvetz & Sallaz 2018).   
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Bourdieu proposes that, through the constructs of family, individuals are provided with their initial 

impressions of society and its structures. This is through the observations they make about how 

people engage with or are engaged by communities and society at large (Bourdieu 1996). In the 

early years, these observations are mainly made of immediate members of a family or caring 

unit. These early observations and their own ongoing experiences give foundation to the 

person’s belief system and their personal disposition.  A belief system is referred to by Bourdieu 

as “habitus” (Bourdieu 1983).  A person’s habitus develops unconsciously and is carried 

throughout their life as an embodied guide of the social world (Guidetti & Rehbein 2014). 

 

In practice, an individual behaviourally personifies and reproduces this habitus based on the 

circumstances in which they interact (Gorski 2012).  Bourdieu refers to each circumstance as a 

“field” (Bourdieu 1975 page 19), suggesting that fields can be cultural, community or family based 

and educational in nature.  According to Bourdieu, each field or situational circumstance comes 

with a set of inferred rules and understandings known as “doxa” (Walther 2014, page 8). Again, a 

field’s doxa, are unconsciously and implicitly understood by individuals based on their habitus, 

experience, and general impression of a situation.  It is also influenced by their understanding of 

the position they hold in society at large.  

 

As Bourdieu theorises, this habitus-field interaction brings a duality in practice (Bourdieu 1975). 

By this he refers to the habitus influencing the field interaction and the field influencing how the 

habitus is expressed.  The habitus-field interaction and doxa, influence the balance of power and 

dominance as implicitly agreed between everyone involved. As an ongoing process this 

interaction can be considered cyclical.  Bourdieu would suggest, a person’s inherent habitus will 
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be employed on entry to a field.  Its employment will depend on the level of knowledge the 

person holds of the field, the doxa and the structural position of the others to be encountered in 

the field.  This knowledge and understanding will be used like a form of “capital” or resource that 

is applied to direct or affect the field interactions and the dominance held by the people within it 

(Bourdieu 1985, page 196, Gorski 2012, Revis 2019). It is portrayed as a cyclical “game” 

(Bourdieu & Wacquant 1992, page 25), the result of which will influence how people feel on 

leaving the field.  Normally the habitus and sense of capital the person has are altered because 

of the interaction or play of dominance that occurred in the field, with aspects of the habitus 

routinely updated and invigorated through each interaction (Medetz & Sallaz 2018). 

 

6.4.3.2 Bourdieu and Deep Acting 
  
In my study, the participants generally spoke about relationships and their work activities with a 

noticeable level of uniformity in the language used and the way they described experiences with 

families. I found this intriguing, mainly because when reflecting on my experience of interviewing 

each of the participants, they presented as quite different individuals. They had different 

communication styles and, while observing their interactions with colleagues in their office space 

or their interaction with me during general and interview-based discussion, they appeared to 

identify with several different communities based on age, ethnicity, gender, and demographic 

position in Scotland. However, the participants consistently articulated how they would adopt the 

same style and approach when working with families. They would use the same language and 

expression to explain how they would engage and manage their emotions, and the emotions of 

others, for the purpose of building relationships and gaining entry to family homes.   
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As I interpret it, the participants were sharing with me a professional belief system which makes 

up their habitus, a system they have been professionally socialised in by education, research, 

and practical experience, which provides a collective understanding about why and how they do 

what they do.  However conversely, when I started to examine some of the practical examples 

within the narrative and the use of emotions in this work, differences began to emerge.   

 

The practitioners all shared their knowledge about the importance of emotional labour practice to 

adapt and respond to the communication needs of children and families, yet in practice it became 

evident that the way this was carried out changed with every family-health visitor dyad.  The 

difference of each was being influenced by who the health visitor and parents were and what the 

health visitor’s capacity for effective emotion work and assessment was, which was often based 

on their experience either past or present.   

 

In Bourdieusian terms, the habitus of both the adults and health visitor appeared to influence the 

approach taken to their relationship, which was based on their understanding of the rules of 

engagement (doxa) in the field (home).  The socially constructed knowledge and experience of 

the habitus affected the amount and use of social or cultural capital by each person in the 

relationship, which influenced the health visitor’s ability to manage their emotions, assess or act in 

the relationship.  The health visitor’s ability to positively employ the capital of emotion work when 

in a field, appears to relate to the level of trust or acceptance the adults of the family have for their 

involvement.          
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This was reported by the practitioners in two main ways.  The first one is when a health visitor 

directly over-identifies with a family.  When they identify with a family culturally and are welcomed 

into the home readily, they can occasionally convince themselves, through deep acting, that the 

family’s cultural value system is the same as theirs.  As a result, they can look more favourably 

on the family and assume their behaviour towards, and management of a child’s behaviour to be 

like their own.  This can cause the health visitor to ignore cues that indicate otherwise or to think 

more positively about the abilities of the adults with whom they are working. Here emotion work 

has a negative impact on a child’s assessment and the health visitor’s identification and response 

to their current or potential needs as emotional signals are potentially ignored.   

 

The second is when the practitioner and family do not readily identify with each other. The health 

visitor views the family as challenging and difficult, and the family view the health visitor as a 

symbolic representation of structural power who wants to control them. When the family and 

practitioner are so different, they do not understand the field or doxa, they can utilise social and 

cultural capital to control the situation with one potentially aiming to exert dominance over the 

other.  This can lead to the practitioner surface acting through the use of smiles and humour as 

shared in Section 6.2.2, in a misunderstood field that causes them emotional challenge and is 

managed either by, 1) focusing on an attempt to fix the relationship to the detriment of the true 

situational assessment or by 2) avoiding discussions in order to protect the unstable relationship 

with the family and their own wellbeing which affects their ability to assess a situation accurately, 

as shared in section 6.3.5.1.  
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Each of these findings are significant, with the way they are often managed relating to access to 

homes and adaption in assessment practice.  To explore these findings further, I will now move 

onto Chapters 7 and 8 to examine home visiting and assessment practice in more depth. 

 

6.5 Conclusion  
                 
In conclusion I have used this chapter to explore the complexity of the health visitor–parent 

relationship. I have identified that relationships with families are essential so the health visitor can 

gain entry to the family home and be given access to the level of information required for the 

ecological assessment of children, as explored in Chapter 2.  They are crucial in enabling the 

health visitor to search out health needs and work therapeutically with families to raise their 

awareness of their child’s needs and build the parents capacity to change their behaviours and 

parent effectively.      

 

To develop and sustain relationships, health visitors practise with their emotions.  They flex to the 

needs of the family in accordance with the behaviours and actions of the parent/carer’s as 

influenced by their habitus, which the health visitor responds to as guided by their own value and 

belief system.  The way the health visitor works with emotions is reflective of emotional 

intelligence, emotional labour, emotion work and emotion management.   

 

Working with emotions does on the one hand give health visitors access to children in their home 

environment.  This strengthens the depth of assessment and enables timely response to 

concerns identified. On the other hand, this work can lead to the health visitor becoming overly 

focused on the needs of their relationship with parents and can impact on their abilities to assess 
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children.  Therefore, I have concluded that emotion work has both a positive and negative impact 

on relationships and subsequently the health visitor’s ability to assess children.   
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Chapter 7 
Assessing Children and Families  
in the Family Home 
 

7.1 Introduction 
 
In Chapter 6 I have presented the interactive emotion work employed by health visitors when 

aiming to engage children and families in building relationships. I have suggested that this 

emotion work can have positive and negative results.  These are dependent on the readiness of 

the family to accept such relationships or the ability of the health visitor to manage and regulate 

the connection they have with the family.   

 

In Chapter 7 I am going to explore this complexity further.  I will do this by turning the spotlight on 

the emotions and the emotion work that emerges for health visitors when assessing children and 

families in the family home. I present data that demonstrate, as with relationships, entering and 

working in the home environment involves emotion work that can influence the assessment 

practice of the health visitor. 

 

This chapter will illustrate, home visiting is an essential part of the health visiting service.  It is 

inter-dependently linked to the development and sustainment of child and family relationships 

and is crucial for effective child assessment practice.  It will provide detail about why home visiting 

plays such a vital role in this work and how it is the one activity that can bring unique challenges.   
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When exploring and analysing the data to construct this chapter, I have mainly used Gee’s 

(2014b) ‘The Fill In’ (#2) and ‘The Doing and Not Just Saying’ (#7) tools (Appendix 9).  These two 

tools have been particularly helpful in understanding the language participants were using when 

implicitly and explicitly referring to home visiting and what they were trying to do with the 

language they were using.  By doing this it has become evident that the entrance to the home 

was as significant to the health visitor as the activities that take place within it.  As will be 

demonstrated in this chapter, reference to the entrance was often used to represent both the 

physical act of entering the home but also as a symbolic representation of entering the 

relationship.  This is apparent when using terms like “getting through the door”, “getting in” and 

“staying in”.  The context in which they are discussed indicates that these terms are about home 

visiting but are also referring to the family as a unit.    

 

7.2 Benefits of Home Visiting  
 
Throughout this study, the participants left me in no doubt about the impact they believe home 

visiting has on a child’s assessment.  They were clear about the positive part it plays in providing 

the health visitors with a unique insight into a child and family’s life.  

 

All participants were very clear that home visiting provides them with the level of information 

required to place the child in a domestic context: 

“…on home visiting...I do think you do get a better feel for...the children...they are more 
natural in their own environment a lot of the time…I think it (home visiting) gives you a 
different perspective…I think you can get a lot from seeing a child in a clinic, don’t get me 
wrong, but I think sometimes being in an unfamiliar environment…whereas in their home 
environment they’ve got their own toys or you can see what they got in the way of 
that…so it’s kind of a good way of getting a feel for what’s there and what’s going on....to 
really gauge what’s happening in this situation...because as much as you can read 
through notes and you can read through histories and you can read through what other 



233 
 

people have seen when they’ve gone in and visited, you kind of, I think as a professional, 
you want to have that knowledge for yourself of where things are at” (P14)   

 

As Participant 14 captures at the end of their quote, each of the participants reported that home 

visiting enables them to observe personal interactions that are rarely seen in other locations or 

that other professionals may capture in the written notes about the family.  It gives them a “feel” 

for a family and provides an understanding about the child and family’s situation and factors that 

contribute to it. 

 
 

7.2.1 The Use of Self 
 
The concept of feeling a situation arose in more than half (56%, n=9) of the participant 

transcripts.  The concept makes visible the idea of embodied communication (Stefani & De 

Marco 2019) by suggesting that to understand a family, communication goes beyond words:   

“…I don't know if there's anything that's consistently (said) each time (you visit), maybe it's 
just a change in the way they communicate with you or how they would say something or 
what they don't say...” (P16) 

 

As explored throughout their interviews the participants, like Participant 16, talked about the 

health visitor getting to know a family through observations and through physical and intuitive 

feelings when in a domestic environment.  They reported that this enables them to recognise 

family interactions, their dynamics and comfort level and the basic way they live in the 

environmental space. 

 

Participants reported using their five senses. They described what they had seen, smelled, or 

physically felt e.g., temperature. They did this within the context of how this made them feel, how 

it affected them and what it brought to their assessment and decision-making:      
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“Well, just by, through conversation, it’s visual, it’s conversation, it’s just picking up on 
different things, it’s obviously you know, watching how mum’s handling baby, it’s looking 
at the medical aspect of what is going on as well, and weights and measurements and all 
that kind of stuff, as well as taking in housing and social determinants and all these kind of 
different things, so it’s about, you’re kind of going in with every sense open you know, like 
you’re using everything…” (P6) 

 

As Participant 6’s quote demonstrates, the health visitor’s assessment in the home is multi-

factorial.  They use their “everything” to gather the information they need.  On review, the word 

“everything” is referring to their senses and to the knowledge they have about what information 

they require to assess a child’s need, for example, as indicated in this quote, knowledge about 

the “social determinants” of health (Marmot 2005) and the influence social systems have on a 

child’s wellbeing.      

 

In another example a participant demonstrated how having contact within a person’s home 

brought to their attention family hygiene and child developmental concerns.  It also gave them an 

understanding of the impact the extended family and an intergenerational value and belief 

system was having on the present situation.  This conclusion was based on what they already 

knew about the family from previous interactions in the grandparent’s home: 

“I think one of the hardest things to deal with is hygiene, if there’s hygiene issues with a 
family.  The home, the children, themselves…everyone was complaining about the 
smell…it was very stressful when you went to visit this family, they were concerned that 
people were putting bars of soap through their door, so it was trying to address that with 
them. It was very, very difficult… (What was stopping the family from cleaning?) …just the 
mother hadn’t learned any of those skills from her mother and, so that had passed on 
down the line” (P4) 

 

Participant 4 was clear that this level of domestic and intergenerational information would not 

have been possible if the health visitor were not accessing the family’s home.  Although personal 
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hygiene concerns may have been evident in another setting, the level of concern would normally 

be hidden in the family’s private space.  

 

According to the participants, in many situations it was only when the health visitor has this type 

of physical experience are they able to fully recognise the extent of many situations. In this quote 

from Participant 7, and the one below from Participant 16, I have underlined text which 

demonstrates that often participants would make differentiating comments about adults and 

children in relation to their decision-making.  As Participant 7 articulates: 

“(Why I involved statutory services) I think it was just that lack of safety, the lack of comfort 
in that home, it was just such a stark environment, and the uncontrolled dog...(questions) 
‘where do I go from here? Is there a concern that’s going to affect the child?’...that’s the 
reason for me visiting.  If the parents want to live in a mess with lots of animals that’s up to 
them, but if their child is living in that home then that’s not an appropriate situation for the 
child...” (P7). 

 

In this example Participant 7 acted on the affect the home environment had on them personally. 

It was their feeling of being unsafe that triggered their concerns.  This led them to empathetically 

consider the needs of the child.  Similar situations were reported by all participants, as another 

example demonstrates:  

“(when the) house is in really…really in bad condition or whatever...there is a chance that 
you might think that's OK, but at the end of the day it's about the child and what the child's 
living in and so you have to kind of view that in your mind….” (P16) 

 

Using Gee’s ‘The Doing and Not Just Saying’ (Tool #7, Gee 2014b) tool, it appears that the 

participants quoted were trying to illustrate that their decision-making was not based on a 

judgment about how adults choose to live, such as “if the parents want to live in a mess...that’s 

up to them” or “house in really...bad condition...you might think that is OK”.  Instead, it was their 

way of demonstrating the use of their own knowledge to centralise the needs of the child, who, 
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they view as having different needs to adults while having less control in determining their 

environment.  Throughout the transcripts it became clear that the participants base their decision-

making on their understanding about what it feels like to be human with the basic needs of safety, 

nurture, and social interaction (Maslow 1943, Bowen 2021) while contextualising this on what it is 

like to be a young child. 

 

In my interview notes, I recorded that the narrative pertaining to home visiting reminded me of the 

anthropological principle of fieldwork.  Specifically, about the idea that to gain an emic (insider) 

view, anthropologists engage extensively with a situation or community (Allen 2004, Fetterman 

2010).  That they use their physical self as an information gathering tool, based on the concept 

that people need to get a feel, and in turn an understanding, of an environment and situation to 

produce an ethnography (Kant 1724-1804 as translated and interpreted by Dowdell 1978).  It is 

apparent from the cases quoted in my study, this is what the participants were describing when 

they referred to the home environment as being the only location they could observe, feel, and 

sense a family.    

 

7.2.2 Context and Time 
 
One significant finding that developed when exploring the effect home visiting can have, was the 

influence the time of the week or the time of year would have on a practitioner’s assessment and 

decision-making.  For example, the participants would occasionally mention it was a Friday when 

describing contentious situations in a family home.  This appeared to be related to the fact that 

health visiting services mainly operate from Monday to Friday only.  So, the health visitor had to 
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consider whether a child would be safe in their situation over a weekend without anyone 

available to check on them: 

“…often on a Saturday night I would be thinking about a child I had seen on a Friday, and 
I would be thinking, ‘Oh I hope I made the right decision by not involving social work 
services’…’I hope they will be OK until I see them on Monday’…” (P14) 

  

Throughout the data set, this level of emotional affect relating to decision-making and what had 

been witnessed in family homes appeared to become more prominent at Christmas.  

Practitioners reported that the environment and the context in which a child was living came into 

focus much more during the lead up to this holiday period: 

“we have had this dilemma a couple of days before Christmas,…where there was 
obvious concerns for a child’s welfare, about whether to act on it at that point in time 
because it was 2 days before Christmas, and your distress at having to report that on that 
particular occasion at that time of the year, you might actually have left it because you 
think, “well, I can’t wreck this child’s Christmas”, or, “I can’t ruin this family’s Christmas by 
acting on it now, perhaps I need to revisit it in January, but how important is it, do I do it 
now or do I not do it now”…Uhuh, and that is when I find it particularly challenging 
because you think well what’s in this child’s best interest long-term really, but it can 
completely wreck your Christmas as well you know?....We went forward, we reported our 
concerns and the children were actually removed two days before Christmas….The 
concerns for the overall neglect of the children. It was the right decision, difficult decision 
but I have no doubt long-term it was the right decision…” (P1)  

 

Three participants shared examples like Participant 1’s where Christmas was a feature in their 

decision-making.  From the examples it emerged that the way they often respond at this time 

was based on how they felt about the holiday, how they thought about it and what they would feel 

like if someone raised concerns about their child/family at this time of year.  As noted in 

participant 1’s quote “…I can’t ruin a family’s Christmas by acting on it now…”.  

 



238 
 

On each occasion these feelings were based on the Christian and cultural constructs of 

Christmas, with the belief that Christmas is a time for families to be together, to have an abundant 

meal and to indulge children.  

 

On the three examples shared, only one participant reported the feelings and response of the 

family: 

“..think was lots of concerns about a family who were not coping, not meeting the needs 
of these kids, lots of not domestic abuse but lots of rowing, disharmony, and I was going 
to put a referral, I was putting a referral into Social Work and it was literally about the week 
before Christmas, this is a couple of years ago, and the father of the house just 
completely kicked off and was like “grrr, you’re this, you’re that, just the week before 
Christmas...how can you?” (P2) 

 

The others mainly considered the emotional dilemma this brought to them personally during their 

decision-making and the significance of the holiday period for them, with an assumption that the 

family and child would feel the same familial connection as they did.  However, this was often 

without direct evidence to support this assumption. 

 

Although the participants reported the time of year as giving them a dilemma, it was evident from 

the data that it also acted as a motivator.  It appeared to do so by sharpening the health visitor’s 

focus on the child and often illuminated the adversities being faced by the child and family.  In the 

examples shared, the families were known as having challenges before Christmas.  However, 

the effect the situation had on the health visitor appeared to intensify due to the time of year.  

When examining why, it is evident that this happens because the health visitor becomes aware 

of the contrast of the family’s experience with others, including themselves.   
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Christmas appeared to magnify the comparative difference.  I concluded by examining the data 

that this was because most Christian families follow similar traditions or have a set of beliefs 

about what Christmas would look like, for example gifts from Santa Claus, the consumption of 

food that is viewed as indulgent and not normally eaten throughout the year.  As a result, when 

what is observed or witnessed in a home was different to what the health visitor expected at the 

time of year, without a religious explanation, the difference seemed more pronounced and often it 

was this difference that caused the health visitor to respond. 

 

I have used a quote from Participant 10 who demonstrates the main object that motivated their 

decision to act was the turkey defrosting on the kitchen table.  Although during their contact with 

the family they were concerned about the state of the home and Moses basket (young infants 

bed/cot made of wicker), the object repeated over and over was the image of the turkey.  I have 

underlined this in the quote below to bring attention to the number of times it was mentioned: 

“I went in one day; gosh it was Christmas Eve actually…we went in and the house 
was…Oh! (Sighs) Yeah I mean it was disgusting and I know it was Christmas Day 
tomorrow but this isn’t good enough and that was really difficult to deal with because it 
was unhygienic for the children to be there and at that point…So that was difficult in that 
we’re leaving just now but I’m phoning the social worker but what was really difficult about 
that one was that she had a turkey sitting in the kitchen and I thought, I couldn’t cook a 
turkey for Christmas, my mother cooks my turkey for Christmas and this woman, in this 
dreadful situation with all these eight children who were just... And the neglect had 
been...Oh!..Horrendous and yet she had a turkey and…Uh, huh, she had a turkey and a 
delivery of the, you know, like a…Barr’s…Curry’s delivery, you know the juice lorry.  That 
was the Christmas in, there was the turkey and there was the juice, the red cola for these 
wee ones and that was horrible because that does live with me, that that was Christmas 
Eve and actually these children were removed…(I had visited) every week for the past 
four weeks and things were never great but it was there and you know, she had had his 
Moses basket and it was all perfectly presented but I mean literally that day I went in and 
the Moses basket, you couldnae actually find the Moses basket for everything that she 
had on it, cats, dogs, dog dirt (faeces) up the stairs, I mean it was just, it was unhygienic 
for the children, now I didn’t go upstairs…but we must have (went into the kitchen)... Oh, it 
was about his sterilising of his bottles… (I said) “let me see, where are you sterilising, 
where is it” and that was when I saw the turkey sitting on the top defrosting. But when the 
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social workers went in later on that day and they did go upstairs… then went to the next 
level and the bed and it was just...it was just disgusting…” (P10) 

 

In this quote what emerged was the participant’s comparative judgment.  Their comparison of 

self as someone who they would deem as coping but realistic in their abilities to cook a turkey for 

Christmas, with the mother who was showing signs of not coping given the state of the home but 

was planning to cook a turkey.  In this situation it could be surmised that the mother, irrespective 

of how she was managing her family home, had purchased a turkey as her way of maintaining a 

Christmas tradition.  It may be her way of capturing the essence of Christmas, which is often 

depicted by the media, food retailers and in movies, as a central feature on a dining table with the 

family waiting as the big turkey is carved and shared. The participant found the idea of this 

situation incredulous and particularly difficult to emotionally reconcile.   

 

In each of the three situations, the participants shared challenges in making decisions due to their 

emotional response to the situation, emotion that lingered until they saw the impact that their 

decision had on the child(ren) being cared for out with their family home.  In each situation, they 

concluded it had been the correct decision for the wellbeing of the child(ren) however this did not 

take away the affective impact of such decisions.   

 

On review of the entire transcripts, this type of worry about children who have been removed 

from their family home, based on the partnership decision-making process between statutory 

social work and non-statutory health services appears normal.  It was reported by all participants, 

irrespective of the time of year.  However, when examining the examples that contextualised 

Christmas as an important symbol of family, the feelings and concerns shared did seem to have 
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more of a personal influence on the health visitor.  Their decision-making seemed more affected 

by the time of year and what it stood for.        

 

This process of affective decision-making relates to the findings shared in Section 7.2.1 and is a 

process heavily influenced by the observations and feelings the health visitor has about the home 

as a family space. As participant 10 states, at times it is a “strange work environment”, given that, 

dependent on the family’s circumstances, they could be engaging with people in their main living 

space including the family/living room and kitchen, or in their more private, intimate space of their 

bedroom.  Not many people would expect to do this during their working day.  

 

7.2.3 Unique Information  
 
On the other hand, it is this rare opportunity of working in the private spaces of someone’s home 

that provides the health visitor with the opportunity to gather unique information, to have 

immersive experiences that enable the collation and contextual analysis of culturally rich data 

required to inform ecological assessments (Bronfenbrenner 2005).  As reported throughout the 

data set, home visiting is pivotal in exposing how a child interacts with their familial (internal) 

system and how they and their family are influenced by the varying component parts of 

community/societal (external) systems:   

“(home visiting allows you to) listen to what the parents have got to say, observation of the 
child, you know, him or herself, how are they playing, how are they interacting, with the 
parent as well as with you and general sort of observations of what’s going on in the 
household besides just you and that visit at that time, you know, who else is in (the family 
home), what else is going on” (P3) 
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Participant 3’s quote demonstrates that home visiting places the child in context.  It exposes the 

environment in which the child lives and provides access to the subtleties of a family’s lives.  As 

captured by Participant 2:  

“...she’d be sat here on the couch and the wee baby would be over there (said while 
pointing to the corner of the room) in a bouncy chair facing the other way you know, 
there’s no interaction…” (P2)  

 

As Participant 2’s descriptive quote demonstrates, when in the home they were able to recognise 

a concern based on the physical position of the parent to the child. This led them to discuss the 

parent and child’s relationship and have disclosed the parent’s emotional detachment.   

 

Observations of this type would not be possible in a clinic setting.  As an enclosed, purposeful 

space, a clinical room would dictate the mother’s handling of the child and their physical 

closeness.  Like the discussion about personal hygiene above, although a lack of interaction may 

be noticed in a health care setting, the likelihood is that this would be disguised while at the health 

premises for a specific purpose, for example, immunisation.  Accordingly, the participants 

explained that features of a child and family’s life are easier to recognise when in the family 

home.     

 

In Chapter 6, I explored the health visitor’s awareness that families only share information they 

are willing to share. Here it was suggested that this was based on the depth of trust within the 

parent-health visitor relationship.  However, when discussing home visiting, the participants 

considered the positive influence this core activity had on the collation of information for 

assessment purposes.   According to all, it removed barriers, by giving access to information that 

the adults would not normally verbally discuss with those out with their family unit.  Home visiting 
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enables the health visitor to obtain information passively by just being in the house when 

situations occurred, as demonstrated by Participant 3: 

“I don’t know, say you’re going in and you want to talk about weaning or something like 
that, but you’ve got the bailiffs knocking on the door and the dog’s got fleas and you 
know….” (P3)  

 

Participant 3 discussed elsewhere in their transcript, that people would normally shy away from 

discussing debt to the level that admitted the involvement of bailiffs.  Therefore, collecting this 

information opportunistically provided the participant with a more in-depth understanding of the 

family’s need and enabled them to offer support and help with for example, income 

maximisation, which is a Scotland wide policy directive (Scottish Government 2017).   

 

Others reported that home visiting was a way of collecting sometimes complex and contradictory 

information, again, just by being in the environment.  It let them identify anomalies between the 

person’s shared story and what may be more accurate:    

“...something like that (minor difference) you would let that go, but if it was something 
more like, you know, say for instance dads not meant to be having contact with the child 
and mum’s saying, ‘He’s not having contact with the child’, but the child’s maybe drawing 
pictures and daddy’s in the picture, or you know, there are masculine things about and 
something’s just not quite right... ” (P13)  

 

As Participant 13 highlights, health visitors can use this subtle information to understand the 

honesty of the information being shared by a parent and the status of their working relationship.  

Although more important at times than others, it lets them assess the risk the child maybe living 

with because of parental decisions.   
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When examining the transcripts, it was interesting the picture that developed about the impact 

knowing or not knowing information can have on the health visitor’s understanding of the child’s 

context. For example, when combining Participant 13’s quote above about the stipulated 

restriction on a father’s contact with their child, with the one from Participant 16 below about the 

familial connections that frequently exist in communities, it is evident how important picking up 

this type of subtle information can be for the protection of children: 

“.... families are pretty complicated up here, we've got a few Schedule 1 families18 round 
about here and it's amazing how the connections are all sort of interwoven and you don't 
automatically think that there is a connection (between families)” (P16)  

  

As the participants report, it is often only through home visiting and the health visitor’s familiarity 

with communities, that the complications within a family and the connections between families 

are gained.  Visiting in homes and becoming known in communities, lets them gather the depth 

of information needed to assess the true risks faced by a child in context.  This is crucial if families 

are potentially not appreciating or are not aware of the risk some members of their immediate or 

extended family can bring to their child.      

 

7.3 Gaining Access 
 
According to the participants, many families are aware of the exposure that comes with home 

visiting.  This they believe is why some families view them with suspicion and are reluctant to 

them visiting. How this is managed and the impact this has on the participants was a theme that 

arose from the data.   

 

 
 
18 Schedule one offences are actions that cause harm to a child. (Criminal Procedure (Scotland) Act 1995) 
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The participants shared that the approach taken by the health visitor to gain access was 

something that caused anxiety, which was often based on the health visitor’s awareness that as 

a non-statutory service, they have no right to access a person’s home: 

“…we have no statutory rights of entry (to a family home) as health visitors, people can 
turn round and say, I don’t want your service, thank you.” (P3) 

 

When intertwined with the data from Chapter 6, it is evident that the anxiety comes from the 

health visitor’s sense of responsibility to see children at home.  In Chapter 6 this was reported in 

the context of developing and sustaining relationships, but this subsequently is known to impact 

on a health visitor being given access to a family home.   

 

7.3.1 Reason to Visit 
 
To gain entry, the participants were aware that families required information about the purpose of 

the visit.  For many this was understandable as it is natural for people to be wary about whom 

they let into their home: 

“...it's as simple as they know who’s coming to their door.” (P11)    

 

However, as the participants explored, often families were less wary about letting people 

physically in and more wary about giving access to someone who is going to explore concerns or 

challenge parental behaviour.  As one of the participants shared, in their experience families 

were more welcoming when they had ascertained that the purpose of the visit was for the routine 

developmental assessment of their child: 

“Just make the phone call, just….’oh, I’m phoning to make an arrangement to come and 
see blah for 13 month assessment’, and they’re usually a bit (hesitation when quoting the 
parents response), ‘oh, right, okay’…I think it’s maybe because you maybe put 



246 
 

assessment in there or whatever, I don’t know….but they’re quite welcoming, once you’re 
in the house they’re usually different from what they are on the phone” (P12) 

 

While all participants agree that parents can accept visits more readily when they are for this 

routine developmental work, there was some variation in the discussion about whether the 

purpose of the visit was the only or main barrier.  It emerged that the barriers to home visiting can 

be two-fold.   

 

Firstly, a minority number of participants (25%, n=4) suggested that families can be reluctant for 

home visiting when the family is in the middle of a challenging situation.  When they are busy or 

trying to handle tricky situations, they either do not want to share or do not want to add to the 

situation by meeting with a professional.     

 

Secondly, there was a majority opinion that the main factors influencing a family’s acceptance of 

contact are historical and long-standing.  According to the participants, this is when a family is 

reluctant to engage with professionals due to a previous negative experience with organisations 

and services, or the awareness they have about the experience of others, for example “…they 

report concern as so and so had their children taken away” (P2).  Below I have considered both 

opinions i.e., families currently managing challenging situations and historical influences. 

 

 

7.3.2 Families Currently Managing Challenging Situations 
 
To demonstrate when current challenging situations act as a barrier, one participant discussed a 

situation of a mother who normally engaged well with the health visitor service.  However due to 
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a domestic incident the mother was reluctant to have services visit.  I have underlined specific 

information that I will consider below:   

“...I said ‘I’m literally just ringing’, you know, and she’s like ‘I’ve got no problems with my 
children’, I said ‘I’m not saying you have got any problems with your children, I’m just 
ringing to say, you know, we’re aware of the incident and, you know, if you do want any 
support’, but anyway she said that she was fine and I said ‘well how about I pop out and 
we just have a catch up and a chat about, you know, how things are going?’ and you 
know, so she was quite…(reluctant as) pathfinders...the Police, the Social Work had been 
in touch again with the school and she said, ‘everyone’s hounding me’, she said and you 
know she said ‘I’ve had the Police protection on saying you know, I’m offering you 
support’ she said ‘but actually I just feel as though everyone’s hounding me’, you know.” 

(P9)  
 

What is interesting about this example, was that at the initial part of the call the mother’s first 

reported action was, as underlined, to state that she has “...no problems with her children”. 

Although all services were calling to offer support, the mother was fully aware of their actual 

intention, which was to seek information and review her abilities to protect her children.  It came 

across during the participant’s rendition of the situation, that the mother was feeling that her 

parenting ability was being judged so was reluctant to accept their offer.  

 

What was noticeable was how the participant reacted to this.  She changed her initial approach 

to the mother by minimising what the visit would be like.  It went from a supportive professional 

visit to follow up on an incident, to, as underlined, a “pop out…to have a catch up and a chat”.   

 

Minimisation like this was displayed within several shared stories throughout the full data set.  On 

analysis it appeared to be done for two reasons:  The first was as a way of de-escalating the 

mother’s suspicion and anxiety.  The second was, as discussed in Chapter 6, the participant’s 

way of adapting their communication to something they believed the carer/parent would accept.  
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By reducing their language to be informal with a casual tone of “pop out” to have a “chat” they 

were attempting to remove the parent’s sensed authoritative nature of the visit, even although the 

parents understanding of the visits purpose was accurate.   

 

7.3.3 Historical Influences 
 
The participants recognised the influence here and now situations such as reports of domestic 

violence, or neighbours reporting to housing services about their noisy, potentially anti-social 

behaviour, had on their interactions with families.  The majority reported that they could 

understand such parental reactions. However more frequently, the participants reported that 

families with whom they had not met before or had only met briefly, often viewed them with 

suspicion.  This they found harder to understand.   

 

70% (n=11) of the participants reported experience with families who would restrict their entry to 

their home irrespective of the reason for the visit or the family’s current situation.  They stated that 

from their experience the families would often associate them with structural establishments and 

with professional bodies like for example educational or social work authorities.  Therefore, based 

on either the parents’ experience or belief system, they would consider the intention of the health 

visitors to be that of criticism and control:     

“….if they’re happy to have you in the house, which they might not be….the barrier could 
be there right before you get in the door, if you get in the door at all…I think if we were too 
rigid in our response to families and we’re demanding access to the child or being seen to 
be overly critical, you would create that barrier right from the word go really…but again it’s 
people’s perceptions too, if they’ve had a previous bad relationship or even if their 
mothers had a bad relationship with a health visitor, any of that, the opinions of their peers 
and family are important, so you might not be welcome right from the word go really” (P1) 
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Even though knowing the accuracy of Participant 1’s report about what is behind the family’s 

reluctance to have them in their home, it is out with the scope of my study, the participants did 

hold a strong view that people who had a negative view of services were reluctant to work with 

them.  This affected the way the health visitor would then work with the family.   

 

As shared by the participants, they find families reacting to them negatively challenging, 

particularly so because it was difficult to understand and difficult to counterbalance.  As shared by 

one participant, when confronted with this type of situation they experienced a range of emotions, 

from frustration to professional fear:   

“…they're either not in to answer their door or they don't turn up for appointments. It's very 
frustrating at times, the whole 'DNA' (Do not attend) thing and the 'no replies' and we've 
got a protocol and stuff that we follow (unseen child) but it's really, it, that worries me in 
record-keeping, these sort of people worry me and when I think back to that, what's the 
child that died…it was in the Court…the poor health visitor that went to the door however 
many times…and I sat and think ‘well we could all be in that position’…there’s loads of 
families that we visit who we just don’t get access to…” (P16)  

 

As this participant and two others described, their fear with this comes from the knowledge that 

families who normally avoid home visiting, and/or health visitor engagement, are those with the 

most significant needs.  As shared in Participant 16’s quote, this worry is confounded as several 

significant case reviews into a child(ren’s) death(s) have featured families who declined or 

avoided home visits, often with reports that these and other families are known to avoid contact 

as a way to conceal neglectful and/or harmful behaviour (Care Inspectorate 2019).  

 

7.4 Professional Courage 
 
To manage families who display reluctance and suspicion, the participants report the need for 

courage to approach and enter a home where there may be hostility or aggression: 
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“I think from the emotional point of view for me is if you are going to a door where you 
know the family are going to be hostile….to get yourself up that garden path again to 
knock on that door again, and your previous experience is they have been hostile, is 
actually very challenging…..which is NEVER a good way really to have a relationship with 
a family, but because the concerns are you know, of child protection nature or they are 
very important concerns, you can’t not go and knock on the door, but when your previous 
experience has been a hostile response it’s very, very difficult to get yourself up that 
garden path and do that knocking on the door” (P1).  

 

Throughout the data set, the participants, like Participant 1, were honest about the sense of 

dread they felt at times when planning to visit some homes.  This dread came from several 

reasons which include the anxiety and fear that can come from having knowledge of a family’s 

history of violence; the confrontational approach of the family towards the practitioner when 

attempting to enter their home; a response to the physical size of those who live in the home and 

the fact that the home is an enclosed space.  Each of these specific situations are illustrated in 

turn by the quotations below: 

 

7.4.1 History of Violence 
 

“…I think sometimes if you know what some people have done historically or how quickly 
they can become aggressive, you know, if you work with mums even that you know 
can…be aggressive then you have that inbuilt sort of wariness…” (P9) 

 

When a history of violence is known, the participants report the need to prepare for the visit both 

emotionally but also practically.  As one participant recounts, when commencing work in a new 

caseload, they undertook a review exercise to know the variation in person(s) they may visit and 

to establish the known and potential risks: 

“I guess when I looked at my caseload (when preparing to visit) …I remember going in 
and having, and reading through, you know (the case files), and I ended up with a pile of 
people who stabbed or been stabbed, and then there was a pile of murderers”. (P5) 
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At no time during the interviews did any of the participants, including Participant 5, intimate they 

would consider not visiting families who were known to be aggressive or violent.  Instead, they 

would undertake a preparatory exercise, so they were entering the home fully aware of the 

known concerns and with arrangements in place to protect them as a lone worker.  For example, 

this might be a second person to visit with them while providing other team members with 

information about when they were going to visit certain people.    

 

7.4.2 Confrontation   
 

“…it was a dad and he came to the door and he said, and immediately before I’d even 
said anything, he said, ‘And who are you?’ and because I’d been to the house before and 
met the mum and the mum was, you know, a really lovely mum and everything I was 
really taken aback and I just kind of stood there with my mouth open [laughs] and I says, 
‘Oh, sorry to disturb you, who I am, I’m a health visitor, I’ve got’ you know (an 
appointment), ‘Well I didn’t know you were coming,’ and I says, ‘Well I arranged it with 
your partner, it’s to see your new baby’, ‘Oh yeah, but I didn’t know anything about it’, and 
I said, ‘Well is your partner in?’ and he said, ‘Yeah, but she didn’t mention it’, and I’m 
standing on the doorstep. And of course she came to the door and she went, ‘Oh, I totally 
forgot you were coming, in you come, that’s no problem’, and then he was fine after that, 
but I suppose it’s just that whole thing, because I’ve not dealt with it very often….I didn’t 
feel fearful, I just felt, I probably felt a little bit intimidated, you know, initially, and then I kind 
of rationalised it to myself that here was a new dad who was being very protective of his 
baby, he was also being very protective of his partner because it turned out they’d had a 
lot of visitors and I think they were just totally fed up of people coming to the door and I 
think I just got it in the neck because here was somebody else standing on the doorstep, 
they’d had a lot of midwives coming and going and, you know, I thought, I can see why 
probably he reacted the way that he did and it actually wasn’t personal to me, it was just 
how maybe he was feeling at the time, you know.” (P13)  

  

Although this is a lengthy quote, I have retained it in its entirety as it provides a clear description of 

how people can act toward professionals trying to enter their home which the participant reports 

they are trying to protect.  This can cause parental behaviours to appear unpredictable, which on 

this occasion, had the father standing as an unexpected barrier to the health visitor’s entry to the 

home which caused her to feel intimidated. The quote also demonstrated the participant’s 
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process of reflection and the empathy and understanding they felt for the father who they 

recognised was trying to protect his family.     

 

It is not my intention to explore gender, as noted in Chapter 5, Section 5.2.4.4, this is to protect 

the anonymity of the one male participant.  However, I was aware at the time of the study, 99% of 

the health visitor population was female (ISD 2014).  In the data there was a shared awareness 

about the response men have to the service.  They often question the relevance of the support 

offered.  The participants also report that many men either leave the room when the health visitor 

enters or challenges the health visitor’s intention.  Although the participants believe this will 

change as men become more involved in their children’s lives, at the time of the study it was 

reported that most men would see the health visitor’s visit as “…women’s work…” (P15) and not 

for them.  Participants report that fathers who remained would occasionally come across as 

controlling and “…wary about what their partner was sharing...” (P13).    

 

7.4.3 Physical Size 
 
Based on these reports of confrontation and control I asked the participants whether they ever 

felt fearful when working in family homes.  It was at this time that the participants brought in the 

difference of working with fathers or males.  While they suggested that in general there was no 

concern interacting with men or any family members in their homes, they did recognise that on 

occasions they could experience family members as intimidating; especially, as Participant 8 and 

others described, when there where males in the home who either intentionally or not, filled the 

physical space largely due to their stature.  They also had a far “gruffer” (P7) way of 

communicating:   
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“I can’t think of a situation (when I felt fear) except perhaps with this one guy, this big, 
burly guy, and he can be, just his physical presence can feel intimidating, and if verbally 
he’s harrumphing around…” (P8)  

 

When feeling daunted by the physical presence of another, the participants admitted that they 

could be more considerate about what they discussed and how they managed situations.  What 

was interesting when exploring this in relation to gender differences, the participants were 

adamant that although some males can make them feel this way, shows of aggression within 

families were not overly gender dependent.  Although it can feel significant when it happens with 

males due to size differences and based on the health visitor’s awareness that statistically 82% 

of violence reported in homes involves a female victim and male perpetrator (Scottish 

Government 2018b)19, it can happen more frequently and be just as challenging when 

experienced from any member of the family.  

 

The most significant part of the experience was that it happened in the person’s home since it 

was an enclosed space and, when a flat, had only one exit.  Such discussion brought to the fore 

the awareness of personal safety.   

 

7.4.4 Personal Safety 
 
The practitioners would often speak about the need to muster courage to visit challenging 

families.  They were conscious not to place themselves and others at risk when doing so: 

“(father’s history of violence) …this is a child who was going home to a home 
environment which was very risky, I was having to look at doing a risk assessment for my 
staff going in and we’ve got a child going into this!” (P10)  

 
 
19 These statistics mainly relate to domestic violence between current or previous partners.  I have used them here to 
illustrate the information the health visitor would be aware of when working in communities and not to suggest this would 
be the level of risk they would be in. 
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“…certainly, for you know, future workers going in you know, the level of aggression” 
(P2)  

 

As is noted in participant 10’s quote, they had concerns with the decisions taken by statutory 

social work services with regards to the family they were discussing.  The concerns were 

founded on the fact that a child was being positioned to live in a house with a violent adult.  On a 

professional level, they reported how they planned to escalate their concerns about the child to 

the Children’s Reporter20, and the local authority management team.  Nevertheless, in the 

meantime, they had to respond to the risk that such decisions presented for health professionals 

who continually require to visit the family home.  

 

This type of risk assessment was reflected by all the participants.  It was evident that they 

engaged a dual process, with responsibility felt for both the child and their fellow colleagues.    

  

All participants reported times when they did feel fear when working in homes.  Still, as noted 

when using Participant 8’s quote in Section 7.4.3 and combining this with Participant 1’s quote 

below, they often minimised this fear by taking a pragmatic approach to its management:  

“I’ve very rarely felt fearful although I have had occasion to be fearful when I did have a 
knife drawn on me on one occasion, I don’t routinely feel fearful…if it’s not a comfortable 
environment perhaps you have to go in with a colleague...” (P1)   

  

What I recorded in my interview notes was surprise in the blasé manner taken by Participant 1 

when discussing the knife situation and with others when talking about the many situations of 

 
 
20 The Reporter works for Scotland’s Child Hearing System and is a person of legal standing who investigates referrals 
involving Children & Young People in need of care and protection. 
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aggression.  They brushed past these as if it were an expected but manageable feature of home 

visiting.   When I raised this for discussion, it was apparent that the participants had often 

developed an empathetic understanding about who the families were and why they did this.  As 

demonstrated previously in Section 7.4.2, the participants were often reflective with frequent 

discussions relating to what they represented to the family.  

 

In Participant 1’s reported situation, the participant shared that the adults of the family had been 

involved with services since childhood.  They had spent several years in and out of statutory care 

settings. The participant therefore shared an empathy and understanding for the family’s actions 

as they always felt people with care experience were guarded against the intentions of others 

and often displayed anxiety when working with anyone they viewed as representative of 

authority.  This the participant believed meant that they tried to protect themselves and their 

families by any means possible.   

  

When examining the data there was the notion that for the practitioners to protect themselves 

personally, they would occasionally avoid challenging families about situations if they thought 

they could.  This relates to the theme raised in Chapter 6 about avoiding topics of discussion as a 

way of sustaining relationships.  However, although a similar decision was taken to avoid a 

confrontational situation when home visiting, the purpose of the avoidance was about keeping 

safe as a lone worker as well as controlling the conditions to gain future access.  This finding is 

clearly interlinked and interdependent on the sustainment of relationships, but in the main at this 

point in the interviews it was about keeping safe.   
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When asked about this further, the participants were clear that they would “…pick their moments” 

(P9) to speak about certain topics.  Normally this was when they had developed a relationship 

with a family and had the feeling they were being accepted into their home.    

  

7.4.5 Emotional Control 
 
Such experiences of aggression and the need to protect themselves led the participants to 

discuss how they had to control their anxiety and emotions when driving to and entering homes.  

As stated by many, it takes courage to “get up the path” (P1 & P3).   

 

This idea of working on one’s personal emotions before entering a home was reported by all 

participants.  They were clear that they needed to prepare for whatever was facing them behind 

the front door, as explained by Participant 7.  The act of preparing “to keep calm” is in line with 

emotional labour practice as explored in Chapter 3 and Chapter 6. 

“I suppose I say to myself to keep calm because you're not going to explain your 
concerns or listen very well if you're getting upset, so I suppose prepare yourself before 
you go into a house if you're expecting an issue, and be willing to listen carefully rather 
than just go in with, 'cos if your head's full of your own thoughts of 'I don't think this is going 
right' then you're not going to be open to, you know, what's actually happening, 
yeah….”(P7)  

  

In correspondence with this quote, 80% (n=13) of participants recognised that on occasion the 

way they felt about home visits was not only about who they were visiting.  It was sometimes 

about how they were feeling personally.  For example, what was going on in their personal lives 

as well as the level of emotion work and workload they were currently dealing with.  This could 

make them reluctant to engage with a confrontational family or to uncover any issues with a 

family that they would have to address:  
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“Oh yes, yes, if you are in a bad place yourself, if you’re not feeling strong enough within 
yourself, you’re not able to get yourself up that garden path. Equally it can be quite 
challenging when you’ve got transfer-in home visits where there’s been a lot of previous 
concerns, but you don’t actually know the family and you’re taking yourself up the garden 
path for the first time and you’re anticipating a lot of concerns to hit you and you know that 
it can be quite challenging, that can be difficult to get yourself up the garden path as well.” 
(P1)  

   

As Participant 1 demonstrates in this quote, the practitioner can be influenced by many different 

factors when home visiting, including their own personal experiences or those known about the 

family.   Such factors can affect how they are able to use themselves as a data collection tool, as 

discussed in Section 7.2.1.  Or their ability to employ emotional labour practices, as explored in 

Chapter 6.   

 

What is interesting about this finding is, not only is emotion work required when working directly 

with families, it is also required when preparing to visit.  Throughout the data it emerged that 

emotional control was needed to walk up to a family’s front door with a level of courage needed 

to enter their home.  As one participant was honest in admitting, they do not always feel able to 

do this.  So much so that on occasions they hoped the family did not answer their door:  

“I mean we all know the past don’t we and knock on the door and you think, ‘oh God I 
hope they’re not in today!’ I mean we do…we do sometimes because if you’ve got a 
whole pile of other stuff going on and you know it’s going to be difficult and you know, I 
don’t know, you get a day and it’s raining and you think, ‘ohh! But that’s just the human bit 
isn’t it really’, I mean you know, you’ve got a job to do and usually once you get in there 
and you just do the job don’t you, but you know, yeah...” (P3)  

    

When reviewing the full data set, Participant 3 was the only one who explicitly admitted wishing 

that the visit did not have to take place.  This they shared was because they could not 

necessarily cope with the additional work that the visit may bring as they had “…a whole pile of 

other stuff going on…”.  However, when I examined the other transcripts, it was evident that 
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Participant 3 was not alone.  There were implicit references to this reluctance for visiting littered 

throughout the data set.  I would note however, that whenever this was stated or hinted at, it was 

quickly followed up with a statement to counterbalance the admission.  As Participant 3’s quote 

demonstrates through their statement that wanting to avoid a home visit was “…just the human 

bit…and usually once you get in there and you just do the job…”.   

 

Throughout the data the participants were keen to highlight that, irrespective of the challenges it 

presents, home visiting is something they were committed to.  According to them all, the benefits 

that it brings to their assessment process was immeasurable.  They were also very aware that 

home visiting was expected by their employing organisation as it was deemed crucial in the 

protection of children as captured by Participant 2 with reference to their accountability: 

“I mean I moan a lot but equally I don’t, I don’t know, you don’t just give up at the first 
hurdle or as soon as something gets hard, you have to batter on with it, that’s what we’re 
here to do isn’t it, it’s not an easy job…because I’m responsible for them (children) at the 
end of the day aren’t I you know, and accountable for my practice and if there’s a need 
then I still have to keep going and seeing them, I suppose that’s what drives me…” (P2)  

 

All the participants were honest about the affect working alone in people's home can have on 

them.  On most occasions this was positive as it made them act as explored in Section 7.2.  Yet 

several participants shared that on occasion the emotions felt in a family home or before entering 

it were out of their control.   

 

50% (n=8), reported that when their emotions were out of their control, they felt the family home 

restrictive to their ability to think.  They felt the need to get out of the home: 

“…well, depending what it was, I mean if it was an immediate situation, I'm thinking back 
to one situation where I have to be honest and say that the house was in such a mess 
and the situation was so dire, dogs in the house, well it felt like dogs, it was just one in 
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fact, dog in the house, and the situation just no bedding and things for this child and I just 
felt I had to get myself out of the house and then think, 'right, I need to be in touch with 
Social Work, this is a situation that can't go on', you know, so going by instinct and just, 
you know, not, not as well formed looking back you think, 'well I should have, you know, 
said to the family' and all of that sort of thing, but in reality I didn't...” (P7)  

 

This finding was one that interested me as it is not something I have personally experienced.  

When I examined it further, I was drawn to the commonality between the participants. In each of 

the eight transcripts they all appeared to feel panic about being in the home.  This came through 

in Participant 7’s quote above where they shared how overwhelmed they felt with the stimuli in 

the home i.e., the dog which felt like dogs, the observations of the environmental mess.  Their 

panic came through in their interview as it did in Participant 5’s.  I noted in my interview notes that 

both participants spoke very quickly when describing each of these situations.  They each had a 

pressured tone when explaining their actions and feelings:      

“…I went in and the mum was…there was a new door, and I went, ‘Oh, you’re getting a 
new door, that, that’s nice’, and she went, ’Well that bastard over there (pointing to chair in 
room), he’s just kicked every door down in the building’, and I went, ‘Oh right’,  and I was 
thinking, ‘oh, I want to go away and think about this, I need to do something’, and I 
thought, ‘can I go away and just’…because sometimes you get, sometimes I do, when 
you say, ‘Do you leave things?’ Sometimes I do, sometimes I need to go away and get 
my head straight, because emotionally it is a really difficult thing to do, to challenge 
sometimes. Sometimes I kind of go, I need to, I need to just think about this, I don’t know 
what to do. I need to think about how I’m going to tell the family what I’m going to do…” 
(P5)   

  

By using statements such as “I want to go away…I need to...I don’t know what to do…” during 

the interview I could feel the participant’s anxiety, especially as they shared their awareness of 

the need to involve the families in their decisions.   

 

As all participants reflected, when leaving they were very aware that this was not professionally 

recommended (unless they were in imminent danger) and that they knew they would need to 
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generate a situation where they could discuss their decisions with the family.  Nevertheless, this 

did not deter them from having to get out of the house!   

 

Each of the eight participants who shared these feelings were honest that at times they would 

avoid raising concerns with families in their homes without firstly taking time out of the home to 

consider how best to address it.  Then again, they did equally share times when they knew this 

was not possible as the impact of the parental actions needed to be addressed with immediacy 

to safeguard a child. However, what they reported was, before raising any concerns, they would 

have calculated an exit strategy.  They would have had a plan about how they would be able to 

leave the family home if things became difficult:    

“I would have said, ‘I’m really concerned’. I would have said, ‘I’m really concerned and I’m 
going to go away and I’m going to speak to the social workers about it’, I don’t know that I 
would have said and ‘I’m away to refer to social work’, I would have said, ‘I’m really 
concerned about this’, because you have to be honest, with my back to the door about to 
be going” (P10)   

  

As Participant 10 stated, they would raise concerns “…with my back to the door about to be 

going”.  This they reported was the only way they felt safe as they knew the family could not 

block them from leaving.    

 

This idea of having an exit strategy was routinely raised by participants.  On analysis it made 

prominent the multi-factorial nature of the assessment and decision-making processes.  These 

included as a minimum -  

• The practitioners need to gather, absorb, and decipher competing home-based stimuli 

• To reflexively decide if it was safe to raise issues 

• To identify how to safely exit the home if aggression is shown 
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• To contain and manage emotions to portray a professional image and ensure they are 

open to what messages and information is being shared by the child and family 

• Working to understand the child in context and the impact the home and family system is 

having on them 

• All while considering the potential impact their actions may have on the relationship.    

 

In all examples shared, there emerged a picture of situational unpredictability, as well as the 

individuality of the family and the health visitor that influenced the home visiting experience.  In 

the situations highlighted in this section, it was evident that each practitioner had an individualised 

way of experiencing and managing their emotions and the multi-factorial pressures upon them.  

Although they will have all received NHS Scotland mandated session about the management of 

violence and aggression, how they thought and responded in situations was individualised.  

 

On analysis, Participant 3 tried to avoid the whole situation with the hope that the family were not 

at home. Participant 2 was driven by the feeling of responsibility which they used to change the 

way they thought about the situation. Participants 7 and 5, attempted to change their situation to 

control the influence their emotions were having on their ability to think.    

 

As I interpret the data, the participants were affected by working in a family’s personal space.  

The level of their affect, related to the way they felt personally about the home as an environment 

and the connotations it had for them in relation to family and family relationships. These were 

also influenced by their internal abilities to cope with their emotions, all of which will now be 

discussed in the context of the known literature. 
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7.5 Discussion  
 
Health visiting is underpinned by the core belief that, as children in their early years are an under-

represented community group susceptible to societal, cultural, and family influences 

(Hammersley 2017), they and their families require universal support to ensure their 

developmental health and wellbeing is optimised.  The participants unwaveringly believe it crucial 

that health visitors work in homes to become known in family and community spaces with the 

aim of effectively exploring the lives of children in context and to offer the correct support 

(Broadhurst and Mason 2014, Shlonsky & Benbenishty 2014, Astbury et al 2017).  They suggest 

it necessary to home visit to gather the level of information required to identify issues and 

intervene to change parental behaviours that may directly or indirectly harm a child (Scottish 

Government 2012a, 2021a).  In turn it means that, depending on the specific needs of the family 

with whom they are working, their work is different at each familial contact (Davis 1988, Baldwin 

2012, Patton et al 2013, Taylor et al 2017).   

 

In this regard, the study participants discuss the health visiting service as unique.  They attribute 

this to the design of the service and the fact that they commonly work in the private, and 

perceived strange space, of a family’s home.  It is a space that can present challenge given that it 

is in the control of the family and with the many competing demands of most families, the home 

can feel busy with people, televisions, mobile phones, and animals, all of which demand attention 

(Ferguson 2018).    
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According to the participants, working in family homes shape the work they do.  In each family 

home this can be different which means the role of the health visitor is difficult to define (Taylor et 

al 2017).  Although health visiting is registered as a nursing profession, it can feel very different to 

what is thought of traditionally as nursing.  Instead, when working in family homes and 

community settings, the role of the health visitor can present as more akin to the role of an 

applied clinical anthropologist.  To demonstrate this, I will now discuss the findings presented in 

this chapter in the context of applied clinical anthropology. 

 

7.5.1 Health Visiting and Applied Clinical Anthropology 
 
MacClancy (2017) describes applied clinical anthropologists as those who use anthropological 

and ethnographical principles in real-world contexts away from academic constraints.  They use 

these methods to resolve contemporary issues through intervention. Some would argue that 

intervening in a community is in direct contradiction to the anthropological tradition of observing 

and engaging but not acting in a manner to change that which is observed (Flemming 2010, 

Valsiner 2012). However conversely MacClancy (2017) holds the position that, although applied 

anthropological disciplines have expanded and evolved from tradition, they are still 

anthropologists by the continued employment of the main principles and characteristics of that 

tradition.  These include engaging people in their own environment to gather and interpret visual, 

auditory, and sensory information to understand human behaviour in a socio-cultural context 

(Helm 1962, Rush 1996, Goodson & Vassar 2011, Rasmussen 2012, Valsiner 2012).   

 

Applied clinical anthropology was first promoted over 40 years ago.  Alexander (1979) endorsed 

the application of anthropological methods out with universities and the sole sphere of research, 
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so health professionals and policy makers could gain a holistic comprehensive understanding of 

real-world health issues.  This was to enable realistic and timely action to be taken to address 

concerns.  The idea was based on the premise that by employing anthropological and 

ethnographic methods, health practitioners would be able to procure information to a depth not 

facilitated by the exclusive use of medically orientated investigatory and analytic methods, 

something still promoted in more recent texts (Simonton 2010, MacClancy 2017).   

 

As highlighted in Chapter 1, Section 1.1.2, the first principle of health visiting is to “search for 

health needs” which they do through the “surveillance and assessment of the population’s health 

and wellbeing” (NMC 2004, page 11, Cowley & Frost 2006).  As has been discussed so far in the 

thesis, they do this by entering family homes with the aim of generating a relationship and 

becoming known in the environment so as to observe and understand the structural and socio-

ecological systems at play.  

 

This search for health needs with individual families, leads to the development of what could be 

classed as a micro-ethnography; with micro-ethnography referring to the gathering of everyday 

information in context (Savage 2000).  The micro-ethnography is constructed by gathering 

information during home visiting and is revisited to compare situations (Burawoy 2009) over a 

minimum 5-year period as demonstrated by the findings of this chapter and Chapter 6.  The 

micro-ethnography is utilised to inform the work of the health visitor.  They use this with individual 

families but also in the design of family group interventions that are constructed following analysis 

of the patterns of need identified in the health visitor caseload, which is normally made up of 

between 100 – 400 children and families. Such approaches are to enable another principle of 
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health visiting which is focused on “the facilitation of health-enhancing activities” (NMC 2004, 

page 11, Cowley & Frost 2006) which relates to MacClancy’s (2017) description of the applied 

clinical anthropologist who uses in-depth information to intervene when necessary. 

 

The data gathered from health visitor contacts, are sequentially reported back to national 

government and local organisations via the child health surveillance system (NHS Scotland 

2018).  These returns generate a national population database about familial characteristics such 

as ethnicity, number of people in a household as well as behaviours which include details of 

infant feeding methods and prevalence of substance use (tobacco, alcohol, illicit drugs) (non-

exhaustive list). The data inform political decision-making, in that it is used to determine the 

availability of community resources by “influencing policies affecting health” (NMC 2004, page 11, 

Cowley & Frost 2006)  

 
 
 

7.5.2 Gathering Data in Context 
 
In line with the findings of this study, Goodson and Vassar (2011), suggest that clinical 

anthropologic work is only successful if the anthropologist gains environmental access to aid 

observation, an activity fundamental for those focused on the construction of ethnography.  Like 

the data throughout Chapters 6 and 7, Goodson and Vassar (2011) highlight that such access is 

dependent on relationship development.  Only when this exists will insider access be given to 

practitioners to scope and ascertain the cultural and ideological belief that a community holds.   

 

Chrisman et al (1982), concur, stating that this duo of practice which focuses on relationship 

development to aid community access, is a key principle to successful clinical anthropology and 
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the production of an in-depth ethnography.  They report it necessary so an anthropologist can 

position themselves in a person’s environment, within which they permit themselves to be led by 

those they engage with to spontaneously access information that would not normally be 

consciously shared.   

 

According to Pigg (2013) this concept in anthropology of sitting and allowing yourself as 

practitioner to ‘just be with someone’ on their terms, opens endless possibilities when trying to 

gather an ethnography to assess in essence what is happening in a given situation.  Taking the 

time to visually and sensorially observe and aurally connect (Forsey 2010), gives access to literal 

behaviours and figurative gesture and discussion (Flemming 2010), which enables holistic 

engagement as required to fully probe the alternate meanings of what is shared in context and 

time (Denzin 1997). 

 

The correlation between what is written about applied clinical anthropology and what has been 

shared by the participants of this study is fascinating.  As demonstrated in Section 7.2, when 

health visitors take their time to be seated in the family home, they gain access to a whole variety 

of information about family relationships, emotional wellbeing, and financial concerns to name but 

a few.  They begin to construct a picture and understanding about what is being experienced by 

a child and their care giving adults.   

 

As the clinical anthropologist, the health visitor uses their physical self in an environment to make 

such visual and sense-based observations, an anthropological approach traced as far back to 

the mid-1700s and the classic work of Kant (Kant 1724-1804 as translated and interpreted by 



267 
 

Dowdell 1978).  Kant suggested that for a person to truly know and understand the external 

world, the senses are used to inform the internal perception of that world, something, according 

to my study, is continually operationalised by the health visitor. 

 

At this juncture I will explain why I am highlighting the emergent finding that the health visitor role 

aligns with that of applied clinical anthropologist, as it might not seem obvious how this relates to 

the thesis focus of assessment and emotion practices or why this would be important to the 

health visitor.  For me its importance is related to the lack of understanding there is about the role 

and why, when a version of the home visiting role has been evident in communities for over 150 

years (Adams 2012), very little has been written to substantiate or promote it (Cowley et al 2013).   

 

As explored in Chapter 1, Section 1.1.2, this lack of political and societal knowledge can make 

the position vulnerable in organisational or political environments where budgetary savings are 

required (Taylor et al 2017).  By recognising the depth of the work undertaken and positioning it 

in a well-established body of anthropological knowledge, the role can be contextualised, 

understood and the health visitor able to learn in order to develop as an empirically evidenced 

profession.   

 

7.5.3 The Game of Access 
 
As has been determined, health visitors require access to family homes to understand how they 

would best engage a family for the benefit of a child’s wellbeing.  In applied clinical anthropology 

the same is true for a variety of different purposes. Like the experience of the health visitor, 

Fetterman (2010) reports that anthropologists are rarely spontaneously invited to engage with 
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communities.  Although the health visiting service is organised through the procedural actions of 

NHS based child health services which differs from anthropology, the data presented in this 

chapter demonstrate the health visitor still requires the family to agree to service engagement.  

Families rarely initiate contact until a relationship exists.   

 

Cowley et al (2004), suggest that although health visitors are aware some people are resistant to 

the involvement of their service, they do, in the main, expect families to co-operate and provide 

access to their homes.  The participants describe that when this does not happen, they can feel 

frustrated and indeed worried - frustration because they are unable to understand why they are 

prevented from engagement and worry as those who often resist engagement are those who are 

most in need (Vincent & Petch 2012).  

 

As reported, health visitor contacts are more often controlled by families who are experiencing 

several social issues, such as poverty and housing, with children living with parents who have 

limited educational attainment or understanding about the developmental needs of a child.  

These can also be households that are affected by addiction, mental illness, and domestic 

violence.  This finding relates to the literature discussed in Chapter 2.  Here Morin et al (2016) 

and Nijnatten (2010) highlight that those who are most influenced by the systemic pressures of 

society, are the ones who most often withdraw or feel they are unable to access the resources 

from the external systems that surround them.   

 

The data suggest that health visitors have an empathy for parents who avoid them and display 

defensive behaviours.  They realise its justification, because in most situations described, the 
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health visitors will react and seek the support of specialist or statutory services.  This is because 

the health visitor is often the first professional to have assessed adult behaviour in relation to the 

risk it brings to babies and children.  Therefore, practising in accordance with child protection 

guidelines (Scottish Government 2021), they seek assistance if the situation is out with their 

scope of practice.  Although a family’s reluctance to engage is understandable, the participants 

do find it frustrating, particularly as a family’s avoidance is normally based on a misunderstanding 

that the health visitor’s intention in seeking support is to exert authority and power, instead of 

being motivated by care and concern.   

 

When examining the shared experiences and opinions of the participants utilising the grand 

theories of Bourdieu (Walther 2014), the findings presented in relation to home visiting confirms 

what had begun to emerge when the family-health visitor relationship was analysed in Chapter 6.  

It appears that the misunderstanding of motivation and intent between the health visitor and 

family, creates a structural game.  By this I mean that, in accordance with the writings of Bourdieu 

(1989), an individual utilises their habitus which contains their past experiences and 

understandings of the social world, to consider their situation and the situation of those with 

whom they may engage or interact with in a field.  As Bourdieu explains: 

“Habitus is both a system of schemes of production of practices and a system of 
perception and appreciation of practices.  And, in both of these dimensions, its operation 
expresses the social position in which it is elaborated.  Consequently, habitus produces 
practices and representations which are available for classification, which are objectively 
differentiated; however, they are immediately perceived as such only by those agents 
who possess the code, the classificatory schemes necessary to understand their social 
meaning.  Habitus thus implies a ‘sense of one’s place’ but also a ‘sense of the place of 
others.”  

Bourdieu (1989, page 19) 
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In the context of this statement, I suggest that those families who are resistant to health visitor 

involvement, have utilised their knowledge and understanding of the social world to perceive the 

health visitor as a symbolic representation of authority.  As taken from the shared narratives of 

this study, it can be concluded that the families who are reluctant to engage with the health visitor 

consider these practitioners to be of a higher social class than they, with substantial “cultural, 

economic, social or symbolic” capital (Addison 2016, page 6).  Their perception will be based on 

the objective differences they believe exist between them and the health visitor.  This perception 

and assessment will be shaped on the health visitor’s material possessions such as the car they 

may drive, the way they dress or their educational background expressed through the language 

they use and the accent with which they speak (Gorski 2012, Bourdieu 2013, Revis 2019).  

Although these may be misunderstandings about the actual individual health visitor, the idea of 

this will be unconsciously applied by families as influenced by the structural concepts inherent in 

their habitus.     

 

Such an understanding is not unusual.  According to Bourdieu (1989) it happens by default when 

someone is employed to work on behalf of a government organisation, like the NHS.  Due to the 

construction of society, such employees by virtue of their title, employment, and role, are 

symbolically perceived as someone of superiority, whose purpose and focus is one of scrutiny, 

regulation (Peckover 2013) and potential judgment (Bourdieu 1989, Atkinson 2014).  These 

understandings can dispose certain people to feel a distinct social distance from the employee 

and power symbol.  It motivates them to behave in a manner they believe appropriate for their 

social wellbeing.   
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Such perceptions and symbolic understandings are evident during most human interactions 

(Walther 2014).  It is normal for a game to be practised, with the term game being understood as 

the interaction of the individual habitus of each person involved in the interaction and the 

deployment of capital as a way of exerting dominance in a field (Addison 2016).  Due to the 

perception of the adults in some families, that the health visitor will have more social and/or 

cultural capital to deploy in the field, they deploy their social capital first to avoid engaging in the 

interactive field at all.  They do this by controlling the health visitor’s access to their home or family 

unit.   

 

As captured by the data, the health visitors find this frustrating because they do not necessarily 

want to dominate the field.  As represented throughout the data, they tend to adapt their 

engagement with the family to challenge these perceptions by contradictorily deploying their 

social and cultural capital to display respect for the dominance of the family.   

 

As has been discussed before, such adjustments enable them to gather the information they 

need for assessment purposes.  They display their adjustments through the language they use, 

as demonstrated in Section 7.3.2, and through the emotion work employed as explored in 

Chapter 6.  According to Bourdieu (1989, page 20) this type of “manipulation of one’s self-image 

and the image of one’s position in social space” is normal when there is an interactive, relational 

tussle.   However frustratingly, this type of relational emotion work is not possible if the family are 

not agreeable to enter the field, or, as captured in the data, they use their capital to display 

aggression as a way of inducing discomfort and fear in the practitioner.         
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7.5.4 Emotion Regulation   
 
The theory of emotion regulation (Gross 2014) emerged for me when considering how this 

structurally influenced game is enacted in practice.  As a “process orientated valuation 

framework” (Ochsner & Gross 2014, page 35), emotion regulation provides a five-point process 

that people adopt to regulate their position based on how they assess and evaluate the impact 

this position will have on their emotions. The five points are as per the model below in Figure 6, 

with each one discussed in the context of this study: 

 

Figure 6: Emotion Regulation Framework 

(Gross 2014, page 7) 

7.5.4.1 Situation Selection 
 
Ochsner and Gross (2014) propose individual’s select which situations they wish to engage with 

on the perceived influence this will have on them.  It can be suggested therefore that the families 

who refuse or avoid home visits with the health visiting service, have appraised that the ensuing 

situation with the health visitor in their home is undesirable, based on their habitus.  The outcome 

is the deployment of capital to avoid a potentially challenging situation.  

 

There are many reasons why this may be the case but is likely due to the anxiety they 

experience about what the person with symbolic capital will say and do, the judgment they will 

Situation Situation  Attentional  Cognitive  Response 
Selection Modification  Deployment  Change  Modulation 
 
 Situation   Attention  Appraisal  Response 
--------------------------------------------------------------------------------------------------------------------------                                                                                                                
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make of their family and how this will impact on the care of their children, all of which is based on 

their own experience or instilled by family or friends.  As shared by the participants, the families 

often wish to avoid providing information being sought by the health visitor.  This is because they 

associate them with more statutory services, like social work, who are historically known for the 

removal of children from the care of their parents, whether warranted or not.   

 

As described by the health visitors throughout this study, it is evident that they do use access to 

homes to gather information about children and families.  Therefore, the anxiety felt by families 

who may be aware of the differences in their situations, is not unfounded.    

 

What is interesting is that this evaluation process of situational selection, is not only undertaken 

by the family.  As Participant 3 shared explicitly and others implicitly, the health visitor can also 

wish to avoid particular situations at times. They report this to be for reasons such as avoiding the 

challenges in the home due to the way they are feeling and/or due to the workload they are 

managing.  They want to avoid visits if each contact with a child and family may bring additional 

pressure (Gill et al 2007).   

 

In Chapter 6, it was highlighted that engaging effectively with families requires emotional labour 

on behalf of the health visitor, with deep and surface acting playing a prominent part.  According 

to Addison (2016), working with certain people and in certain pressured situations can be tiring 

based on the deep acting expectations of that situation.  Lee and Madera (2018) report that 

surface acting can be strenuous and is known to cause stress and burnout.  Chooi (2012) 

suggests that all emotional labour practice can cause emotional fatigue and negative thoughts 
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about the work at hand. It can be surmised therefore, that the pressures identified throughout the 

study, have the potential to reduce the amount of emotional capacity the health visitor has 

available at times to engage to the level necessary for effective assessment practice.  This 

results in them desiring a break from the field.     

 

7.5.4.2 Situation Modification 
 
Unfortunately, situation selection is not always available to the health visitor unless they take time 

away from the workplace.  As their role is so dependent on relational engagement, they report 

the need to continue irrespective of how they feel.  As the shared narrative suggests, the 

participants believe that no matter what, they can continue with contacts without their need for a 

break from some families interfering with their abilities.  This they report does not cause any 

detriment to the child focused assessment when they entered the home.   

 

However, what emerged was that this was not always the case.  Instead, it became evident that 

the health visitors needed to gather courage to enter the field and get over their desire to avoid 

the situation.  To cope, they admitted to, on occasions, adjusting the approach taken to the 

contact, by changing the purpose and/or level of enquiry at the home visit for their own emotional 

wellbeing or to maintain their personal safety.  This was captured through information shared 

about how they would avoid asking certain questions of a challenging family i.e., “picking their 

moment” or how they would adjust the language they used or the way they communicated, for 

example by injecting humour, especially if there was tension or the potential for aggression.   
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Ochsner and Gross (2014, page 31) refer to this as “situation modification”.  If I use Bourdieu’s 

terminology to explain Ochsner and Gross’s theory in my study’s context, I suggest that this is 

when the health visitor or family member utilises their knowledge base (habitus) and drive, 

resources, and abilities (capital), to practice in the interactive space (field), in accordance with the 

inferred rules of the situation (doxa), to alter the level of engagement (game) for assessment and 

intervention purposes.   

 

Ochsner and Gross (2014, page 31) refer to these modifications as the “selection of escape 

behaviours”.  This is interesting, as at the latter stages of several interviews, the participants 

specifically raised the way they considered exiting situations as described in Section 7.4.5.  

Several spoke about the need to leave family homes when they found the field to be so 

oppressive that they had to modify their situation to assess what was happening with a child and 

what action was required.  For many, the emotion work required to be in the environment was so 

overwhelming that they had to leave to allow them to think.  Others reported that they only began 

discussing items of concern, once they had changed their physical position in a home to ensure 

they were closer to the door. 

 

Although I have not gathered data directly from families about these findings, I do surmise that 

families who show aggression to health visitors, are often families who are also trying to modify 

their situation by any means necessary.  It can be proposed that they do so with the knowledge 

that aggression or physical dominance in the home, will likely cause the health visitor discomfort 

and result in them leaving the situation.   
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Similar findings emerged from a home visiting based study conducted by Ferguson (2018) with 

social work staff.   By their study, Ferguson reported that some families use the home 

environment to their advantage in the modification of the professional contact, suggesting that the 

physical home environment plays a part on how the practitioner will react and how differently they 

can feel dealing with something in the home as opposed to another environment.  Ferguson 

(2018, page 67) suggests the home in some respects has its own “agency” and therefore creates 

an influence over the interaction within it and on entry to it.      

 

Ferguson’s (2018) reference to the entry point of a family home, also aligns to the findings in this 

study.  As noted, the participants often spoke with a level of trepidation about “walking up the 

path”.  This often led to them having to make modifications before entry to the field.  As discussed 

in Section 7.4, the health visitor would review records to help them plan their contacts.  By 

gathering information remotely, they were able to generate an idea about who the people they 

were to visit were.  Such preparations can cause an adjustment in the approach to the home 

visit, for example by taking a colleague with them as protection if the risk assessment indicates 

the need.  There was also evidence of the need to engage some internal dialogue for the health 

visitor to motivate and generate courage needed to engage in the home visit. 

 

7.5.4.3 Attentional Deployment 
 
“Attentional deployment” is when an individual either raises or reduces their concentration on a 

particular stimulus (Ochsner & Gross 2014, page 31).  The decision to do this is normally the 

outcome of a value-based process about the interest of the stimuli and the impact it may have on 

both the situation and/or the wellbeing of the people involved.  
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Remarkably, within this study, the health visitors did describe evaluation processes, but their 

attention deployment was not always directed to the stimuli with the most value for a child-

centred assessment.  Instead, referring to Section 7.5.4.2, it could be deployed as a way of 

modifying a situation.  This I base on the admission of participants in Chapter 6 who stated they 

were on occasions distracted by the situations of adults in families to the detriment of assessing a 

child. This type of attention deployment can either be the result of the adults in the family using 

their social capital to distract the health visitor, or the health visitor becoming distracted as a way 

of avoiding seeing or having to respond to challenging situations.  The latter seems evident when 

the health visitor feels overwhelmed with their workload or when they need a distraction to cope 

with the overwhelming environment in which they are positioned.   

 

It is apparent that the health visitor’s attention deployment, can be affected by the most subtle 

information received by any of their five senses in the home environment. The way the 

practitioner reacts is dependent on several factors, such as who they are; how they are currently 

feeling physically and emotionally; the importance they place on the house as a home or the time 

of year it is; how honed their observational skills are in noticing the differences in the environment 

since the last visit or picking up the fleeting facial expression of the adults. 

 

Otrel-Cass (2016) states that the recognition of subtle communicative clues, is an embodied skill 

possessed by humans.  The emotional response to this communication is felt in the body as well 

as cognitively considered (McClure & Murphy 2007, Pèrez Nieto et al 2009, Scheer 2012), which 

is enhanced further by the impact of the context in which it occurs (Davidson et al 2005).  Context 
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like the home environment which holds personal artifacts, has an atmosphere which transmits 

information (Ferguson 2018, Hicks 2020), or by a calendar event, for example Christmas, as 

demonstrated in this study.  The effect that these have on an individual influences the way they 

direct their attention.     

 

This finding is indicative of emotional geography.  Emotional geography is understood to be 

when memories, beliefs and emotions are associated with environmental locations, objects, and 

time (Jones 2005).  For example, as implicitly expressed by the participants of my study, the 

emotion they experienced when seeing a turkey sitting on a kitchen table, or working around the 

time of Christmas, or sitting in a dirty house or the emotions generated by the path and front door 

of a house, led to them requesting assistance from statutory services or engaging emotional 

labour to control their response.  In each of these scenarios the participants recounted 

overwhelming emotion including anxiety, fear, disgust, surprise/shock.  Neither object, location 

nor situation was necessarily significant to the child at that moment, but they were all significant to 

the practitioner.  This in turn focused their attention to the child or themself in a particular situation, 

which they used to justify the deployment of their professional and social capital.    

 

In accordance with the belief of Groppel-Klein (2014, page 8), these scenarios confirm “there is 

no motion without emotion”.  I conclude this from the variation in how and when the participants 

report to acting when something attracts or holds their attention.  Based on the data, it happens 

most when something triggers an affective emotional response.  In each of the situations 

discussed, issues for the child had been known before, but it took for the practitioner to have an 

emotional response to the environment or object to trigger a response.   



279 
 

 

Affect theory suggests that such responses are not in the control of the individual (Martin 2013, 

Jenson & Wallace 2015).  They are created from emotional memories and habitual experience 

which “drives the brain” (Thamm 2006, page 70).  According to Thamm (2006, page 70), this 

happens because “It (the brain) was emotional long before its conscious cognitive powers 

developed”.  

 
 

7.5.4.4 Cognitive Change 
 
Changing the way one thinks about a situation, is referred to by Ochsner and Gross (2014, page 

33) as “cognitive change”.  They suggest this is done by people to regulate their emotion and 

belief about a particular situation in order to cope with or manage it.  Ochsner and Gross discuss 

the many ways this can be done through processes of valuation.  This step of the framework 

aligns to Hochschild’s (1983) notion of emotional labour and in particular deep acting, when an 

individual will bring imagery and memory into play to adjust how they either perceive or 

experience a situation.  This in turn controls their emotional response.    

 

As highlighted in Section 7.5.4.3, with reference to affect theory and emotional geography, there 

are times when the control of emotions and thinking about a situation must be more consciously 

done if an individual feels a particular affect to a situation, environment, or object.  It is however 

still possible.  In this chapter, such control was demonstrated by Participant 1 when speaking 

about having a “knife drawn” on them.  In their narrative they shared how they utilised their 

understanding of working with people who have experienced adversity to control their initial 

response to the situation.  Being trauma-informed in their practice (Crouch et al 2017), they 
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recognised that the father in the family was perceiving them as a challenge.  Due to his 

experience, he tried to control the situation, as well as his anxiety and suspicion, through the 

threat of violence.  In response the practitioner used their habitus and social capital to modify the 

situation through cognitive change which was displayed as a calm disposition. 

 

7.5.4.5 Response Modulation 
 
The situation reported in Section 7.5.4.4, links to the final step in the emotion regulation 

framework, referred to as “response modulation” (Ochsner & Gross 2014, page 33).  By 

changing the way one thinks about a situation, gives the opportunity to change the way one 

responds.  The way this is operationalised in health visiting is through emotion work and 

emotional labour.  At this time, I am not going to explore this in detail as believe that the findings 

and exploration presented in Chapter 6 capture the way emotions and responses are modulated 

in health visiting.   

 

7.6 Conclusion  
 
Chapter 7 has highlighted that home visiting is crucial for the assessment of children.  The depth 

and uniqueness of information the health visitor is exposed to when in the child’s home is 

unrivalled. Health visitors like applied clinical anthropologists, use themselves as a tool for 

assessment, by engaging all their senses to “feel” the environment.  This level of environmental 

and familial contact enabled by home visiting, can and does provide the depth of information 

required for the health visitor to understand the structural and socio-ecological systems 

surrounding a child.  By observing the behaviours of, and interactions between, the child and 

their adult carer(s), the health visitors can assess the child’s needs, understand the support from 
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which the parent would benefit, as well as gather detail about the family’s assets, strengths and 

protective factors which surround a child.       

 

In the context of Bourdieu’s grand theories (Walther 2014), the health visitor and parent engage 

in a game before and during the home visit.  In the home and at each contact, the constructs of 

habitus and capital, influence how the parent and health visitor interact in the field.  It can even 

influence if they interact in the field at all.  Structural influencers act on the health visitor’s entry to 

the home and experience therein.  They bring challenge when negotiating a home visit, the need 

for personal and professional courage to “get yourself up the garden path”, in addition to the 

necessity to work with one’s emotions to engage with families in their home in a manner that will 

be beneficial to the child and family.  

 

Such challenges cause the practitioner anxiety.  Anxiety about the need for risk assessments 

and potential action to maintain one’s safety when working alone with a family who have a history 

of aggression and violence, with concern about what the lack of access to the home can mean 

for a child.   

 

What this chapter has displayed is that such situations are regulated (Ochsner & Gross 2014) by 

the health visitor and parent deploying capital to avoid situations or to comprehend and/or control 

them as motivated by the knowledge and beliefs of their habitus.  In accordance with Gross’s 

(2014) process orientated valuation framework of emotion regulation, they deploy their attention 

and change their cognition to modulate their response within or to a situation using emotional 
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labour. Regulating emotions and situations in this way, influences how well the child’s 

assessment is carried out in the home.   

 

Chapter 8 will now discuss these findings and those from Chapter 6 as they relate to the 

recording of information gathered from home visiting.  This chapter will specifically examine 

assessment as the activity.   
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Chapter 8 
Assessment Practice 
 

8.1 Introduction 
 
In the thesis so far, I have established that child focused assessment practice is a key part of the 

health visitor’s role (Hogg et al 2012, King 2016).  In Chapter 6, I presented data with 

interpretation about the impact working with emotion has on assessment practice when health 

visitors are building relationships with children and families.  In Chapter 7, I analysed this in 

relation to health visiting assessments of children and families when visiting the family home. In 

conclusion both chapters demonstrated that the intertwined work of each of these activities both 

positively and negatively impact on assessment practice. 

 

The aim now of Chapter 8, is to build on the preceding chapters.  Specifically, I consider health 

visitors as individuals and how their belief systems are central to their assessment practice. I will 

do this by examining the emerging concepts of individuality, workload including governance and 

professional and service thresholds.  The word threshold will be used to indicate the formal 

and/or informal criterion used, by either an individual professional, specialist and/or statutory 

service, to judge whether someone is eligible for an intervention or a service (Devaney 2019).   

 

I will begin in Section 8.2, with an illustration that although participants speak about the 

expectations of their role with uniformity, the way they engage with the assessment process in 

practice can individually vary.  This they view as normal, given that as people are different so too 

are health visitors.  Therefore, although the guidelines and policies under which they work are 
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standard, they do have scope to be operationalised differently dependent on the context and the 

relationships.   

 

I will share examples of the identities people have at work which influence the approach they take 

with families and the information they seek. This will lead to discussion about the response the 

health visitor has to families when they recognise that their agreed assessment was not as 

accurate as they believed.  As it emerged, the difference in response at these times is influenced 

by the practitioner’s personal and professional attributes. For example, their professional 

experience, how they professionally identify, and the confidence with which they gather and 

analyse subtle information.  In this section the previously discussed theoretical concepts of 

Bourdieu (Bourdieu & Wacquant 1992), emotional labour and emotion work (Hochschild 1989), 

emotion management (Bolton 2005) and emotion regulation (Gross 2014) are evident. 

 

Section 8.3 will consider and discuss the influence that a practitioner’s workload and thresholds 

have on their ability to assess and make decisions effectively.  It will highlight the occasions when 

health visitors feel overwhelmed by other work commitments and how this leads them to avoid 

certain situations.  This is due to them feeling unable to give their full attention to the potential 

needs of the child and family.  

 

In Section 8.4, I will emphasise what and how practitioners record the information they collate.  

This will bring to the fore, topics of intuitive knowledge, the need for evidence to substantiate 

decision-making, and professional accountability.  The narrative shared in this chapter will 

illustrate that participants understand the organisational and professional frameworks that govern 
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their work, including supervision that is available to them.  They appreciate the need to adhere to 

record keeping principles and hold a strong belief that all documented information is to be 

recorded in a format that can be professionally and legally defended. 

 

8.2 Individuality 
 
Throughout the thesis so far, I have reported that the health visitor participants ascribe to the 

same set of professional principles and aspire to uphold the same evidence-based practice when 

it comes to assessment and decision-making.  However, as demonstrated in the preceding 

chapters, being individuals they have varying personality traits and personal attributes i.e. their 

habitus, available capital and understanding of context and doxa, mean that their interactive style 

of working with families in the field will differ:  

“[Sighs] Aye for me...well I have it in my head that everyone (health visitor) does it 
differently and has a different style, I think only because….you don’t see actually see what 
each other do, so when you come back (to the office) and you discuss something, 
everyone comes up with different suggestions and ideas and some you think, oh yeah, 
like that, like that, don’t like that! [Laughs].” (P14) 

 

As Participant 14’s representative quote captures, difference in practice becomes apparent when 

health visitors seek professional guidance from colleagues back in their office environment.  Such 

interactions were commonly discussed during the interviews as a reflective process and one of 

checking in with peers about decisions made, which often happens before practitioners would 

take something organised supervision sessions.  For the participants, this was crucial as 

intervening in socially influenced situations with families is not a direct science, therefore 

collective discussion with peers is a recommended reflective way to assess whether the action 

taken is in line with others working in the profession (Johns 2010, Johns 2013).  
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According to Participant 14, it is during such activities that the varying approaches people take 

become evident.  Some of which are agreeable and some of which differ greatly from the 

professional decisions they find acceptable.         

 

8.2.1 Identity 
 
When applying Gee’s ‘Identities Building Tool’ (#16, Gee 2014b), it emerged that the way health 

visitors assess children and families and the actions they would take, are often based on the way 

they identify in their role.  Throughout the study many identities surfaced, examples being - nurse, 

midwife, part of the family or community, fixer, facilitator, listener. These identities seemed to 

influence the type of information the practitioner seeks and the way they consider and respond to 

the information they receive.   

 

What the participants shared, are that variations in identity can cause contention between health 

visitors.  This arose when some believed that the way others identify or approach their work is out 

with the professional norms for contemporary practice.  This they worry brings a potential risk that 

children in need of protection and families requiring support go unnoticed.  

 

In the data set, the challenge most noticeable was between those who identified as fixers and 

those who saw themselves as listeners/facilitators. Fixers made up approximately 38% (n=6) of 

the participants.  For them they would assess children most prominently from the perspective of 

identifying what they could offer families in the way of practical support.  They viewed success, as 

arranging a nursery place for a child to take pressure off a stressed parent or arranging the use of 

the Citizens Advice Bureau to gain financial support, as examples. When this was not possible, 
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they would often feel deflated, expressing anguish on the realisation that not everything can be 

fixed: 

“…but also sometimes you feel helpless don’t you because you can’t fix that and so that 
helpless emotion is (pause) you know, and as nurses we don’t like that do we, we don’t 
like to feel that we can’t do something or help…” (P3) 

 

I have used Participant 3’s quote here as they were very open about their strong desire to fix 

things for people.  As it was, I noted that they used the word ‘fix’ directly on five separate 

occasions.  For others who were less prominent fixers, they would report a blend of approaches, 

while being honest that fixing things was their preferred stance, especially when they saw being 

able to deal with the short-term practical concerns as a way of removing stress from a family to 

then enable them to explore the longer-term challenges. 

 

Listeners, communicators and/or facilitators made up most of the participants, 62% (n=10).  For 

them, their role was to engage families in a depth of communication to recognise concern 

through body language or eye contact, while using techniques to facilitate the families’ 

understanding of their needs.  These participants were clear that it was their role to identify the 

assets within a family and not only to highlight need to build the capacity of adults, so they were 

able to understand and respond to their child.  

 

If using the same example as that offered above, success for a facilitator was working with a 

family as explored in Chapter 7.  They were able to identify their assets when they could sit, 

observe, and listen in a family home, to create an in-depth assessment and identify the parent’s 

strengths which they could work with to promote their completion and submission of a nursery 
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application for themselves.  As captured by Participant 5’s quote, a listener or facilitator focuses 

on working in partnership with parents: 

“…well it’s usually based on, you know, the tools that we’ve got, our observations, our 
ability (to listen) you know, what the parents think they need, what we, you know, if we 
think they’re not managing to do whatever they need to be doing to keep these children 
healthy. So, it’s usually a joint assessment with the parents…Listening, I hope, you know, 
over a period of time, and I hope that, you know, offer them respect and, for what they’re 
doing as parents, and, but you know, listen and observation, but listening really, and 
giving them the space to explore how they’re getting on and how they’re feeling” (P5) 

 

Throughout the data, those who identified as facilitator were openly critical of colleagues that 

acted like fixers. As they understood it, those who identified as fixers, had the potential of ignoring 

the family circumstances they were unable to fix.   

 

To demonstrate this, I have presented a quote below that was taken from a transcript of a 

participant who shared an office with and worked in the same community as Participant 3 quoted 

above. However, it was evident on review of their transcripts that they both viewed their role as 

health visitor very differently.  As noted, Participant 3 was very keen to fix things whereas 

Participant 6 was focused on enabling people to do for themselves, with a focus on working with 

families to assess the range of protective factors and strengths they had.  I have underlined a 

statement for future discussion: 

“…so I think it’s about allowing parents to be parents as well because it should be solution 
focused, we shouldn’t have to go in and do big interventions, they should be looking for, 
we should be going in and saying, ‘how do you think WE can fix this, what do you think, 
what’s your idea here?’, rather than, ‘right, you need to do this, we need to refer here, 
we’ve got this’, because that’s not the way we should be working now, we should be 
looking at, we should be putting the kind of you know, the onus back on to 
parents…..Yeah, we can’t fix them….”. (P6) 
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On analysis I recorded that there was a 20-year difference in the experiential level of Participant 3 

and Participant 6, with Participant 6 being the less experienced.  Within the field notes associated 

with Participant 6, I noted that when discussing the current way of working, they gestured 

towards the direction of the office in which they worked when they stated, “that’s not the way we 

should be working now”, as underlined in the quote above. For me it indicated a known conflict of 

opinion between Participant 6 and 3.  Such a view is not unique to Participant 6. 69% (n=11) of 

the participants shared a similar opinion.   

 

On analysis of Participant 6’s transcript, they were clear that their approach to health visiting was 

founded on their recent educational experience and their understanding of the recommendations 

for contemporary practice.  Although conflicting viewpoints were offered, the same was true of 

Participant 3 and some others who spoke about the way they had learned to work with families 

and the way they knew families wanted them to work.  They were of the belief that this had not 

practically changed over the years, irrespective of the various political agendas that had come 

and gone:   

“I mean, we’ve always got to sort of dance to local agendas and national agendas and 
this sort of stuff but I honestly don’t know that the job has changed, I mean, you know... 
[Sighs] Not when you knock on that door and you go in and you sit down on that sofa, I 
don’t know that I’d do anything different now really to what I did when I started 26 years 
ago, I don’t know that I did. The aim of the whole thing, which is to support parents and 
identify any problems that you may be able to offer help with, identifying need, it’s 
probably still the same, sometimes we fine tune it and now we’ve got various tools that we 
can use to do developmental assessments, which are all helpful things, you know, I don’t 
know, I honestly feel that it’s probably just still the same, you know, yeah”. (P3)  

 

As Participant 3 conveys here, in their experience, the direct work with people rarely changes.  It 

is rarely influenced by political policy.  Instead, it is about one person interacting with another in 

line with who they are and in which context they are meeting. 
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As represented from the quotes of both participants, the practical variations shared throughout 

the data set appeared to be based on several factors.  These included the practitioner’s 

educational experience, when this took place and when they registered into the profession with 

the regulatory body, the NMC. But, in the main, the differences were often based on how the 

participant identified, which was influenced by any number of personal and professional 

experiences.     

 

What came from this discussion was the impact these identifiable differences had on the way 

practitioners thought about and assessed the people they worked with. When reviewing the 

language used throughout various transcripts, it was evident that on most occasions those who 

identified as a fixer tended to speak about situations as being broken and involving people whose 

behaviours had broken it.  Those who identified as facilitator, used language that expressed an 

understanding about the challenges people face, people they viewed as in need of support to 

recognise their abilities to change their situation.   

 

Practitioners with the longest health visiting experience tended to identify as fixers with those who 

had undertaken education recently identifying as facilitators.  However, in contrast to this finding, 

it emerged that those who were more experienced were less likely to report a negative reaction 

when families engaged differently than the health visitor would expect.   

 

In challenging situations, those with less experience would often react in opposition to what they 

had portrayed as their normal practice-based stance.  In the examples to be explored in Section 



291 
 

8.2.2, the less experienced practitioner would often use words and phrases that would have an 

undercurrent of blame and criticism aimed towards the families for the way they were feeling.  

This was normally because they were viewing them as barriers to an accurate child’s 

assessment, which led to them expressing disappointment and worry about their professional 

accountability. 

 

  

8.2.2 Cognition and Emotions 
 
Practitioners with less health visitor experience, would suggest that when working with families, 

they would become distracted because certain families exerted control to guide the conversation. 

This perceived dominance would interfere with their ability to gather the information they wanted 

for assessment and intervention purposes:    

“(parental distraction) …I would say that’s quite common, and it also can be used as a bit 
of a rouse (game/distraction), it can also be a bit of a red herring because you’ve got the 
parents that are basically like you couldn’t follow them through snow you know, they’re 
like a pinball and there’s a lot of smoke and mirrors there, there’s a lot of diversion…” (P6) 

 

As explored in Section 8.2.1, Participant 6 identified throughout most of their transcript as a 

facilitator.  They were in the main very positive about the families they worked with and shared an 

understanding about the previous experiences of the adults and how this often impacted on their 

current behaviours.  Yet, when exploring what got in the way of their assessments at times, they 

and others were very clear that a parent’s ability to orchestrate distraction was one of their main 

barriers:  

  “So that was a really difficult one. They played me like a violin actually.” (P5) 
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In contrast, some of the more experienced participants reported liking when parents took control 

of the conversation during home visits.  This they viewed positively, as in their experience by 

letting parents discuss their “agenda” (P11), they were able to gather information about what was 

important to the parent. Occasionally it enabled them to pick up unconsciously shared 

information that would “slip out” (P7) which in turn would give them a clearer understanding about 

what was happening in a family, information they would not necessarily have asked about. 

 

What was evident was that for those who thought about the distracting behaviours negatively, 

referred to the situation as a game of chase or reported the feeling of being controlled like a 

musical instrument.  As quoted, they described parents as taking the health visitor from point to 

point like “pinball” or they “played me like a violin”.  Such statements were littered throughout the 

data, and all were related to the perceived power and control parents exerted with distraction.  

This, as discussed in Chapter 7, can be viewed as a normal process when capital is used to 

modify situations or attention deployment, but some less experienced participants viewed this as 

an act of deceit.    

 

Two practitioners who were new to their areas of work spoke about this specifically.  Participant 

12 was a newly qualified health visitor and Participant 4 had only recently returned from a lengthy 

career break.  In each of their interviews they were very critical of some families, suggesting that 

they could not be trusted.   

 

What became apparent in these participants’ data, was their view that a family’s dishonesty 

influenced their ability to decipher and record information accurately.  Their emotions were 
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wrapped up in concerns that by receiving inaccurate information from the family led to an 

inaccurate assessment.  This they felt placed them at professional risk and had an impact on 

their professional reputation.  They based this on the fact that they are accountable for what they 

recorded and if they got this wrong, they would reduce their professional credibility: 

“I got really annoyed because I believed a mum and I basically got shat on in a meeting 
and I was really annoyed at myself for getting sucked in.  I went to see mum…done the 
assessment, everything seemed, they were in a better place …came out actually feeling 
really positive for them, great, maybe they’ve turned a corner, next day…went to social 
work meeting…well basically what was going on and basically what I’d seen the day 
before was nothing actually to what was going on….” (P12)  

 

In my field notes, I recorded that at this point of participant 12’s interview, the intonation and use 

of strong language exhibited anger and irritation.  This was particularly noticeable with the term “I 

basically got shat on” and “I was really annoyed at myself for getting sucked in”.  At these points 

the participant was forceful in tone.  I have used this quote to represent the level of frustration that 

just under half (44%, n=7) the participants reported.  As the perception or confirmation of parental 

dishonesty, tended to evoke an emotional response.   

 

Participant 4 demonstrated equal frustrations.  They expressed challenge trying to come to terms 

with being told lies: 

“A family’s telling you something face to face and then another professional that’s 
involved will be telling you something else.  You realise they’re telling you a pack of 
lies.  That parts difficult...” (P4)    

 

When unpicking what was shared in these two quotes in the context of the wider transcripts, it is 

apparent that two factors were at play.  The first was the involvement of other professionals and 

the second was the belief that the parents had lied as a purposeful and conscious act of deceit.  
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8.2.2.1 Professional Credibility  
 
In Participant 12’s quote, the difference in what was known about the family came to light in a 

multi-professional meeting.  For Participant 4 it was highlighted by another professional.  On 

review of the full data set, this apparent error in judgment conflicts with other parts of the 

transcripts. As explored in Chapter 6, the participants believed that to work effectively as a health 

visitor, a practitioner requires the skill of “reading people”.  This is so they understand them and 

know when outward appearances were not accurate.  When reviewing the transcripts of 

Participant 12 and 4, the situations shared appeared to highlight to them that they cannot read 

people, all the time.  This therefore caused them discomfort and embarrassment exacerbated by 

the presence of others.   

 

This seemed particularly significant for Participant 12, who repeated on several occasions 

throughout a section of transcript, that this was a statutory social work meeting involving other 

professionals.  I interpret this to indicate that they believed their professional credibility was at risk.  

As previously mentioned, Participant 12 had only qualified as a health visitor 6 months before the 

interview. 

 

When such dishonesty was perceived, the participants suggest that the health visitor is often 

reluctant to trust parents.  This in turn has a negative impact on the relationship and subsequently 

a negative impact on any ongoing assessment.  Their emotions are a barrier and result in them 

doubting everything the person says and are hesitant in knowing how to record and report the 

data obtained.  
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8.2.2.2 Deceitful Acts 
 
In contradiction to this, other participants with more experience, did not perceive variations in the 

information shared by families as deceitful.  For them they understood that at times parents share 

the information they think the health visitor wants to hear instead of what maybe the factual truth.  

They do not view it as an intentional deceitful act of “telling lies to suck the health visitor in”.   

Instead, these participants chose to take a humanistic view of the situation by considering what 

this action was telling them about a family while not taking this as a personal offence. 

 

Having been a health visitor for 24 years, Participant 1, reported that families often shared 

information about what they hoped to do or want to do as a way of leaving behind what had gone 

before: 

“Where families have moved into the village, and we do have quite a lot of mobility within 
this area, it’s perhaps harder to establish that honesty really within the relationship and the 
honesty of reporting concerns, unless there’s been concerns identified by a previous 
colleague that I could perhaps bring up at a fairly early stage and say,’look, your previous 
health visitor was concerned about, or reported that you were concerned about this, this, 
this, how are things for you now, is that still the case?’, you know, so I can use previous 
records if I have to where there’s been previous concerns…..it can make people very 
uncomfortable, especially if they’ve tried to or tried to leave their problems behind and 
don’t want their problems to follow….” (P1) 

 

Participant 1’s quote shared their experience that adults in the family will apply control on the 

information shared as a way of controlling or indeed modifying the situation (Gross 2014).  

Although this is an issue relevant to the assessment, it is not necessarily something that the 

parent is doing to the health visitor.  Instead, they are doing this to try and change how they think 

about their situation and how they want the health visitor to think about it.  This they believe is 

because the family perceive the health visitor as someone with power who can really influence 

them progressing change.   
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As recorded in Chapter 7 relating to a knife incident, Participant 1 practises from a trauma-

informed position. They use this knowledge to control their emotions and responses with families.  

Throughout their narrative, it was clear that they persevere with families, using a variety of 

different approaches to gain the information they require to satisfy their assessment and 

decision-making.  They do not solely depend on what is verbally shared on one visit. 

 

Correspondingly Participant 8 suggests that all people, irrespective of social situation, vary what 

they share in every interaction they have.  They propose that people share the “honesty of today” 

which can be different to what they will share on another day without it necessarily being a 

consciously driven deceitful act:   

“…I maybe get…the honesty of today. But that may not be the same (as before).  So if 
they’re talking about interactions, relationships, whatever, ‘This is how I’m feeling about it 
today, so this is my perspective on the world today, but tomorrow something might 
happen, or, you know, and I’ll feel (different)’…but there are areas that I will never know 
about a family (pause)…so you know, the whole picture is, if I were doing this (interview), 
having this discussion with you next week, I would possibly, there would be variance in 
how I answer, you know, having thought perhaps after, you know, when I go away, so it’s 
the same with families...” (P8)  

 

As one of the most experienced participants, working as a health visitor for approximately 30 

years, it was evident that Participant 8 had become resolute with this type of situation.  Within the 

context of their transcript they, like Participant 1, demonstrated that through a process of 

professional reflection over the years, they recognised that situations of this nature happen 

without malice or intent.  As such they had concluded that although this variation caused the 

health visitor work in deciphering what this meant for the child(ren) and what this meant for the 

intervention decisions required to promote long-term wellbeing, it was important for health visitors 
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to accept the diversity of this communication and to learn a way of recording what was shared 

and what this may have meant in context, while gathering data in other ways.   

 

According to the experienced participants, to manage this difference, the health visitor had to be 

open and responsive and not reactive.  As explained, it was their understanding of difference and 

the variations that can come from mood in certain circumstances, that influenced the way they 

respond to these situations.  These variations in mood are relevant to the health visitor as well as 

the adults in families.  

 

Those with extensive experience, had come to a point of acceptance about what people share 

for assessment purposes.  They have learned to work with this type of situation without overly 

thinking about the assessment process and their accountability. Although they recognised the 

anxiety that this can bring as expressed by the other participants, they had over the years 

decided to accept why this may happen.  They had learned to work with it instead of against it.  

By taking a humanistic stance they were able to consider what this meant, while continuing to 

work with the child and family.    

 

Considering the examples of how both sets of participants thought about working with families 

during the assessment process, brought into focus the influence personal thoughts and feelings 

have on the assessment practice of the health visitor.  The effect it had and the way thoughts 

about it are controlled had a significant impact on their success in working with a family and 

therefore their success in collating an assessment.  This was influenced by their experience. 
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8.2.3 Workload 
 
The participants shared with honesty that the impact interactions with families had on them, was 

not always about who the adults in the family were.  It could also be influenced by the limited time 

or ability they, the health visitor, had to listen to or consider the information shared by the child’s 

parents/carers.  Due to their level of workload, they were not always able to give the family the 

attention they required or the situation the reflective time it needed to understand who the family 

were and what might be influencing what they were sharing: 

“…you’re feeling overwhelmed with the families that you’re working with, you can’t have 
that type of conversation and that’s when it becomes very, right, I’m going to go in and I’m 
going to do a first baby visit and I’m going to do dah dah dah, and then it’s all going to be 
good and then I’m going to leave, because I don’t actually have the time and I don’t have 
the space in my head if things are not going well and that’s when you start to think, oh my 
god, you know, how’s this going to go? I would like to think I don’t do that, but I’m sure 
when my head is too full that I don’t even actually have the capacity to think that way, I 
think I probably… I think it probably does almost become a tick box exercise, and I have 
seen times if I know… say for instance I’ve had a really busy couple of weeks where I’ve 
had say I’m doing a lot of support visits for mums who maybe, you know, are emotionally 
struggling a wee bit, or I’ve had a lot of child protections, so say I’ve got a good 
combination of that, and say I’ve got other things going on in my own life…”. (P13) 

 

Although in many situations it can be proposed that the way the health visitor thinks about and 

manages workload pressure says a lot about them, it became apparent during the interviews that 

irrespective of how they identified or how experienced they were, all participants faced this.  

 

As illustrated in Participant 13’s quote, the health visitor can enter some family homes not able or 

not wanting to “search out health needs” (NMC 2004).  Due to the stress they were experiencing 

with their caseload, as well as potential personal concerns, they could have difficulty in 

concentrating on what was being shared by the family in front of them.  This quote represented 

the general feelings of all participants, while demonstrating how they used emotion regulation 
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(Gross 2014) to modify the here and now situation.  This was because their attention was 

focused on the other concerns they were managing and experiencing. 

 

In such situations, when the health visitors are distracted with limited “head space” (P13 & P6), 

they permit the family to control the conversation.  Especially as indicated in the quote below, 

they are viewed as a low-risk family who is following a core visiting programme of health 

promotion that is universally provided to families (Scottish Government 2015b): 

“Because you’re, [sighs] you may be rushed, you may not be able to give them your full 
attention. If like that you’ve got particular challenging cases in the background, you may 
not, again, be giving them your full attention or you know, thinking maybe particularly 
about going to see a core family on the Pathway and you’re thinking, I’m sitting here 
talking about weaning and I’ve got a report to write…” (P11) 

 

Such distractions can also happen when the health visitor is considering what they have 

observed in the home.  Environmental and workload distractions can interfere with their ability to 

decipher what the information gathered in a home means for a child and the decision-making 

required to know what to do with it and how to record it.  These distractions prevent practitioners 

from taking the time they require to reflect and analyse the information to the level necessary:   

“Yeah, so I think it's good to review your practice and think about what you've seen when 
at home and time to, but sometimes that's difficult when you're, you know, running full 
whack and you've got a lot to do and things blowing off, it sometimes is difficult to take 
that time to reflect when you've got record-keeping and everything else to do and the 
phones going…but in that ideal world it's good to take a step off and think back...” (P16) 

 

For most practitioners, the main barrier to their thinking process was the amount of work they had 

to manage.  For others it was the type of work:  

“…it was quite an emotional day in general that day because then I had two primary visits 
and one is a lady who has significant mental health problems and she was opening up 
about all of that, so absorb-absorb-absorb and then the next one was telling me about her 
traumatic delivery, absorb-absorb and you just thought actually, I’m just needing a cup of 
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tea, chocolate biscuit and ten minutes of downtime, me-time, not thinking about anything 
before I have to go and write this up in a logical, professional manner...” (P14)  

 

As many like Participant 16 and 14 discussed, the high levels of work involving emotions, 

emotion management and the receipt of increasing amounts of complex information from a 

variety of sources, often meant they lacked the time to really understand what they were being 

presented.  The participants spoke about times when they did not notice when family situations 

were changing.  They spoke of occasions when they could not afford the time to understand the 

issues such as the behaviour changes of the parents or presentation of the home.  They also 

reported times when they were aware of them but would ignore or not prioritise the time to act on 

them, especially when they thought the child was not in immediate harm.  These were all based 

on the level of work they were managing or how familiar they had become of a certain setting. In 

these situations, they would not question what they were observing or hearing.    

 

During each of the workload management examples, the idea of thresholds was raised, as 

defined in Section 8.1.  In 81% (n=13) of interviews, there was an admission that when busy, 

their thresholds would increase, with threshold in these situations referring to the practitioner 

considering whether a situation had reached a point of needing action or referral to another 

service. 

 

8.2.3.1 Thresholds 
 
As the participants reflected, they were aware that they and others would come to a place of 

acceptance in certain circumstances.  This they believed happens when practitioners become 

overwhelmed with work, as well as when they become accustomed to seeing a family or a 
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community in a certain way.  When they come to accept that “this is the way people live here” 

(P3).   

 

Each participant shared their hope that their acceptance did not make them “complacent” (P4) or 

desensitised to what they observed. They believed that when used positively it prevented health 

visitors from casting judgement about how people lived, for example when material objects were 

scarce, or the standards of cleanliness in a family home differed from their own.  However, they 

also knew that although they desired it to always be used positively, they were aware that this 

was not the case.   

 

Participant 10 explored thresholds explicitly in two different ways in their interview.  The first 

example provided, was when their work with a child and family was influenced by the thresholds 

of others: 

 
“…I was really an outsider to that case, I thought and also, I work in the ‘Town’ area and I 
was likening it to cases of mine in ‘Town’ where I know that that child would have been on 
the (Child Protection) register and why was this child not on the register.” (P10)   

 

As they perceived, the decisions surrounding a child in this situation were being driven by the 

views and thresholds of the social work practitioner and other partners based on the normal 

standard for a geographical location. In Participant 10’s view, decisions about the child’s entry to 

the child protection register21 (Scottish Government 2021b) as a child at risk, was being done 

comparatively instead of on the direct merits of the child’s situation.  In their opinion and 

 
 
21 In Scotland “all local authorities are responsible for maintaining a central child protection register for all children who 
are the subject of an inter-agency Child Protection Plan”. (Scottish Government 2021b, page 20)  
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experience, a different decision would have been taken in another location, therefore the safety 

interventions that may have come from registration of the child, was potentially being influenced 

by systemic pressures and personal practitioner belief, and not on what was required.  

 

While reviewing thresholds participant 10 also considered this personally:  

“….everybody talks about your thresholds don’t they, around about what’s acceptable to 
you, is it acceptable to another person, another worker, another health visitor who might 
go into that home and I think you have to really think about your own emotions in that way 
and although as much as possible I’m thinking… ‘oh nobody could harm that child’ but if 
I’m seeing the positive things about a family or about a mother or a father, working with 
the children, am I ignoring the things that aren’t good because I only want to see the 
good, so I think you have to be really careful about that...” (P10)  

     

As explored, Participant 10 believed that each person’s threshold is influenced by who they are, 

what they have previously been exposed to and what they are dealing with at a given time.  As 

they explained through personal reflection, they had to be mindful that their natural stance is to 

think positively about everyone and every situation.  This they were aware can get in the way of 

them identifying or understanding the depth of a child’s concern.  As such they had to 

consistently reflect on their thresholds and beliefs.    

 

From the data it was evident that when practitioners feel busy, they are not always able to reflect 

and control, as Participant 10 suggests.  As they admitted, this can lead them to ignore situations 

that a child maybe living in over a period and can occasionally cause them to be desensitised 

over the long term. 

 

When discussing thresholds and familiarity, the practitioners shared that being accompanied on 

visits with someone new to the family’s situation can help them identify when this has happened.  
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According to participants, this is particularly welcomed when working with families living with 

social complexity.  Having someone accompany them provides a new perspective.  It enables 

them to consider whether they are assessing the family effectively without being blind to social, 

cultural, or behavioural concerns:  

“Oh I think you can, I think you can be conditioned to circumstances and situations and 
think it's normal… it's quite nice to have a student health visitor with me because she's 
seeing things that I possibly am not always noticing now. There was a house we were in 
recently and there was a three-year-old playing, playing a game that was, a computer 
game that was aged eighteen, and stabbing and suchlike, and I was talking to the mum 
at the time and hadn't noticed, and the mum had mental health issues...” (P16) 

 

As demonstrated in this quote, the student health visitor was able to observe the home and the 

child, while the practitioner engaged the parent in conversation.  They were able to notice family 

behaviours and/or items in the home environment that the health visitor was unable to see as 

they were focused on the mother.  According to Participant 16, involving others in the 

assessment process meant they were able to refocus on items they had been distracted from or 

had potentially stopped seeing due to their familiarity with the family and the home environment.  

Participant 4 called this having “a fresh set of eyes” 

“…you’ve maybe been involved with some families, and you maybe think that there’s 
perhaps been almost an acceptance of certain things, and you come in with a fresh set of 
eyes and think your different priorities you know?” (P4).  

 

While considering the idea of thresholds and the need for a “fresh set of eyes”, the participants 

discussed how different each practitioner is.  As they explored, although health visitors receive 

education prior to professional registration, no one is fully prepared for every situation that a 

health visitor can come across.  No level of education can prepare them and prevent them from 

becoming desensitised or frustrated when working in certain circumstances.  It cannot give them 
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clear, specific guidelines of assessment, documentation, and decision-making for every 

eventuality.  

 

According to the participants this is due to the communicative, relationship-based aspects of the 

work.  By this they were referring to the fact that no health visitor-family contact is the same and 

none can be predicted:   

“I think sometimes, I suppose I think everybody’s got a different personality, everybody 
brings different things to the job….” (P4) 

 

As a result, the participants concluded that as every person is unique, so is every health visitor-

family interaction and subsequent assessment.  This they suggest can influence and act as a 

barrier to some assessments being undertaken and can cause anxiety about how it is recorded 

and acted upon.  In the next section I will share information, that irrespective of this known 

difference, there is a known professional standardisation that regulates their record keeping 

practice.  

 

8.3 Governance 
 
Before examining the topic of governance, I will summarise two findings from earlier chapters.  

This is to give a context on which to base the discussion.  

 

In Chapter 6, the participants share their aim of developing and sustaining relationships with 

families and communities, so much so that they often feel they are part of them. They believe this 

to be essential to construct an assessment and make decisions about a child.  They report that 

being present and known in a community gets them access to information from neighbours, 
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nurseries, and extended family members.  In Chapter 7, this theme continued, with the 

participants acknowledging that home visiting is key to the gathering of subtle information about 

who a family is and what behaviours are common for them. In the home, they, like applied clinical 

anthropologists, feel a family’s situation using their senses.  

 

Yet, surrounding what is largely viewed in a positive light, the participants shared a cautious 

discourse about what can and cannot be done with the information they gather.  As Participant 2 

sums up: 

“...we hear things all the time,  ‘oh so-and-so’s battering her’,  but you’ve got no evidence 
and you’re thinking yeah, I know,  you’re probably right, it’s a historical thing  but she 
denies it every time, and  well I think probably because I’ve not got any 
evidence  because it’s just that gut feeling and  I can’t put a referral into Social Work 
going, ‘I’ve got a gut feeling that he’s battering her’,  when I’ve literally got no 
evidence,  and I know that a) they probably won’t act on it and also in situations like that I 
think it’s really difficult anyway because you rock up and say, ‘health visitor’s got a gut 
feeling that you’re being battered’, and they’re going to go, ‘no, I’m not’, you’ve lost your 
relationship with them...” (P2) 

 

When deconstructed, this quotation highlights several points that threaded throughout the full 

data set.  Firstly, it raised the point that health visitors gather information from many sources.  By 

working hard to become part of the family and community, they “hear things”.  These can range 

from information shared by community and family members to the passive objects, behaviours, 

and incidents they observe and feel when in a child and family’s home.   

 

This gives rise to a second point. The participants believe that, given the format of the information 

that is heard, observed and/or felt, it cannot always be substantiated.  Participant 2 states - “I’ve 

not got any evidence”.  Therefore, in line with the participant’s understanding of governance 

processes and the admission criteria of other professional groups, this information cannot be 
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documented directly in a child’s record or be used to inform referrals, “...because it’s just a gut 

feeling, and I can’t put a referral into Social Work”.  

 

This part of the quote leads to the third point - in each of the participant’s experience, a referral is 

only accepted by other professionals and specialist agencies if the information included is 

objectively factual and meets the services eligibility criteria for admission.  If evidence is not 

available “they probably won’t act on it”. This is because they believe evidence reduces the 

likelihood of referral rejection, which in turn reduces the damage that can occur to the parent – 

health visitor relationship.  As stated, if the referral is rejected, “you’ve lost your relationship with 

them”.  Each of these points have been raised by others and will underpin the discussion going 

forward in this section. 

 

8.3.1 Recording Information  
 
All the participants state that, in their day-to-day work, they gather a glut of information.  The 

amount and format of this brings challenge, the first of which is deciphering what the information 

is telling them in each situation.  The second and most significant challenge, is based on the 

depth of discussion recorded, and whether it can be documented in a child’s health record.   

 

8.3.1.1 Deciphering Information 
 
According to the participants, deciphering certain pieces of information is difficult because it is not 

always obvious what the information relates to.  As previously recorded, health visitors often feel 

a family’s situation but initially this can be felt without the practitioner having a clear understanding 

about what is causing the affect:  
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“Yeah, I suppose your professional instincts quite often what you're (feeling), (it is) the 
only thing that you've got as evidence, you know, you're not even very sure but there's 
just something you're not quite sure about...” (P16) 

 

As Participant 16 highlights with this quote, at the time of the experience, the practitioner is not 

always sure why they are feeling what they are feeling.  They know it has resulted from 

something but are often unable to recognise what that something is at the time it is happening:   

“…sometimes that gut feeling, it doesn’t come from nowhere does it, it comes from a look 
on somebody’s face, or it comes from something somebody says, or it comes from 
something, do you know what I mean, you don’t just pluck it out of thin air do you, it does 
come from something…” (P2) 

 

During retrospective discussion in the interviews, the participants were able to articulate how gut 

feelings are generated.  They know that they are professional in nature and based on work 

experience.  They understand they are caused when something subtle is picked up in a home 

that triggers discomfort when positioned with their knowledge of child development, family 

relations and risks.  Nevertheless, they report that at the time of the observation they are not 

always aware of what they have observed or why they have had a response to a particular issue 

or situation when they did.  As they share, they often only become aware of something because 

of the feelings felt which cannot always be anchored to a specific part of the interactive situation.   

 

8.3.1.2 Documenting 
 
Embodied communication and intuitive knowing in the workplace have been documented in 

health and social care literature (Brenner 1984, Van den Brink et al 2019) and psychology texts 

for the last 40 years (Woolley & Kostopoulou 2013) but it is something that emerged from this 

contemporary study as causing a dichotomy.  The participants believe intuitively generated 

information to be significant to a child’s assessment, but they also believe that they cannot 
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document this type of information in a child’s health record, which is founded on their 

understanding of basic professional and organisational record keeping guidelines (NMC 2015) 

and the professional discussions in literature as explored in Chapter 3.   

 

As Participant 10 illustrates, practitioners often wrestle with the decision about what, how and if 

they should record subtle, fleeting nuances of communication: 

“…she (child’s mother) lifted her eyes to me…but then how do you document that, and I 
find... Well I don’t know that you do document it, I don’t know that I had...I don’t think I had 
anything written on that…(I think) the reason she’s giving me the eyes is because they’re 
(child’s mother and father) both sitting on the couch together facing me, so daddy canny 
see that she’s making eyes at me because he’s sitting beside her…And she never ever 
told me verbally at that point but she’s kind of like raising her eyes at everything that he’s 
said and clearly you’re thinking, okay, you need to see me on your own, so that was what 
you clocked, so I clocked that you need to see me and I suppose I would have maybe 
documented that...” (P10)  

 

The main conundrum in these types of situations is that relational information is important, but it is 

not readily quantifiable.  Therefore the “rules of documenting” (P4) does not allow it to be 

recorded in health records.   

 

This idea about the rules of documenting was ubiquitous.  Throughout each of the transcripts 

there was evidence that the participants had an instilled sense of fear about being held 

professionally and legally accountable for their actions.  Their fear was about documenting 

anything other than objective, factual data which subtle communication and/or observations of 

unanchored body language and feelings are not.  The participants shared their understanding 

that legally and professionally these types of data are unreliable and sometimes viewed as 

irrelevant because they are based on the practitioner’s perception and interpretation of a 

situation, none of which can necessarily be substantiated. 
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During exploration of the example provided above, Participant 10’s dubiety about what to record 

resulted from the fact that it was not initially obvious why the mother was raising her eyes.  As this 

was only the second time Participant 10 had met the child and family, they had not the 

opportunity to get to know the mother to understand what the action might mean.  During the 

interaction, they had interpreted the mother’s eye movements as a potential disagreement with 

her partner and an indication that she wished to speak with the health visitor alone.  But until the 

participant had a direct conversation with the mother, they were unable to know this for sure.  As 

a result, they grappled with what to record.  In the wider transcript, they discussed not being sure 

whether to wait until they had a confirmed reason for the eye movement or whether they should 

record the eye raising action, with a supposition about what this meant and the action they were 

planning as a result e.g., arrange a time to visit when the partner was not there.   

 

Conclusively, all the participants agreed that caution in situations like this were necessary to 

follow record keeping governance processes.  They report, it was acceptable to use subjective 

information as a beacon to focus an assessment and to underpin the questioning of a family.  

However conversely it was not acceptable to document it directly into a child’s record without 

having a clear, analytical purpose for doing so:   

“I guess it’s about recognising what those tiny things are…and then keep going back in 
and trying to build a picture, but it is that feeling of being quite unsettled I think until you’ve 
reached that point where you can be clear about what it is that you’re analysing and what 
conclusions you’re coming to” (P2) 
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As suggested here by Participant 2’s representative quote, the participants believe that it was 

important to gather relational, subtle information over time.  This was then brought together in an 

analytic assessment that makes sense of the situation. 

 

This gathering of information over time was a notion in line with the Scottish Government’s (2012) 

GIRFEC framework.  In the framework five questions are posed to persuade practitioners to stop 

and think following each assessment contact.  The first question the practitioner is asked - “Do I 

have all the information I need to help this child or young person”?   

 

The GIRFEC framework was referred to with frequency by each participant throughout the 

interviews.  The majority, 87.5% (n=14), found it extremely helpful in giving a common language 

and standardised framework to position and consider the assessment information gathered.  

They reported that the five strategically posed questions reminds them about what to ask of the 

information: 

“…GIRFEC…I think it’s always going back to the key questions that are there and using 
them as kind of your guidance for what you do in each of those situations.” (P15) 

 

Nonetheless, they also reported that being committed to question whether they had enough 

information to assess a child, did not make it easier in knowing how they would document the 

“tiny things” they recognised over the assessment period.  According to the participants, although 

gathered, small, non-quantifiable pieces of information or feelings would not necessarily be 

recorded.  Instead, they would be remembered by the practitioner until a more complete picture 

or more concrete evidence was uncovered.   

“…I would not record my feelings unless there was something concrete I had to back that 
up...I expect if there’s maybe say a father in the house who you know is,  who can be 
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aggressive and who can be violent,  unless I actually, there was some incident that 
actually happened,  for instance there was a case once where the Health Visitor,  we 
were going in twos, and the Health Visitor took her coat off and the dad threw her coat 
over the other side of the room so I would document that but if it was just the case that I 
was feeling uneasy because I know what the partner’s capable of or done previously then 
I don’t think I would particularly document that I felt uneasy because it’s just a feeling isn’t 
it,  it’s not a... there’s nothing concrete and if you were to end up in Court and someone 
said,  ‘well why did you feel that?’,  ‘well, I just felt, I just...’ no, I wouldn’t write that...I’d 
make sure that there was some reason so that I could go back in because if you’ve got a 
gut instinct like that then it’s worth following up”. (P9)   

 

As explained by this quote, the strong feelings participants have about the need for facts and 

evidence is based on their need to justify and defend these in a court of law.  As Participant 9 

refers to in their quote – “it’s just a feeling isn’t it…there’s nothing concrete and if you were to end 

up in Court…no I wouldn’t write that…”. This view of dismissing what was felt as irrelevant to the 

assessment was shared throughout the interviews.  It emerged that participants do not record 

something they do not think they can explain or defend effectively, which means they exclude 

subjective information which includes emotions and feelings or even information that makes 

them feel uncomfortable enough to act by visiting the home in twos but with awareness that this 

may be influenced by bias.  As Participant 9’s example captures, their concern was that this 

information may no longer be relevant to the here and now of a child and family’s life, so although 

they can act on it for personal safety, they were aware that they should not necessarily let it 

influence their assessment unless there was tangible evidence to do so.   

 

On the other hand, 50% (n=8) of the participant group shared concern about withholding any 

information from a child’s record.  Their concerns were based on knowledge that during case 

review and/or legal scrutiny, practitioners must not only defend what they have recorded, they 

must defend what they have known but omitted (Scottish Government 2014). 
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“The worry is that something’s going to happen to one of the children on the caseload and 
that it’s going to be my fault. Because I haven’t done my job properly and I’ve missed 
something, or I haven’t recorded something that I did actually do and somebody’s not 
going to believe me, so you know…I would be to blame, health visitors are to blame, 
Social Workers are to blame. The media, it’s the media, because you know, I think…if 
something terrible happens to a child and we know that, you know, it’s not the health 
visitor’s fault, it’s not the Social Worker’s fault because we can’t be with them 24/7, that 
you know, management is going to come in and they’re going to have to scrutinise your 
notes and things like that, and that’s right to do…” (P13) 

 

As represented in Participant 13’s quote, half of the participant sample expressed a professional 

understanding that not recording information can be as difficult to defend as recording 

information.  In health care settings, it was known that if not recorded then it does not in effect 

exist for that case.  This can mean that decisions taken can seem odd as that decision could 

have been made based on the information known but not recorded.  On these occasions, it can 

appear that a decision is unsubstantiated.  

 

When considering this for a child’s assessment, this was because the information known but not 

recorded, was only going to have an impact or influence the assessment for as long as the 

practitioner who knows it, remembers it, and was able to abstractly analyse it in the context of 

more tangible facts.  This therefore is why the participants experience a dichotomy.   

 

As recorded so far, the participants admitted to following the GIRFEC framework which they 

explain meant that they frequently had contact with families to gather information.  However, they 

did not always document this information as it may not make sense to them in a way that they 

think it can be recorded, even although it was foundational to the questions they were asking and 

the decisions they were making.  
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Conversely, they also explained that by not recording this information, it would not be relevant to 

the construction of the assessment if someone else were to take it over.  The information held by 

a practitioner was only relevant for as long as the practitioner was involved with the family.  If not 

recorded, then the information did not exist for others, even if the health visitor considered it 

pertinent to their engagement with the family at the time of initial receipt.   

 

One participant was clear about the value they placed on the subtle information they gathered 

but like others did not necessarily record it:   

“…obviously you’re picking up everything, your own instincts, your gut reaction, you’re not 
necessarily using that, but you’re aware of it. It’s like being aware of all the nuances of that 
interaction…you know, so (by not recording it) something gets lost, I believe, something 
valuable”. (P8) 

 

As Participant 8 explores, by not recording pieces of information the value to the assessment can 

be lost.  It means that if something happened to the practitioner when collating information for 

assessment purposes and another were to take over, they would need to “start again” (P8).   

 

In conjunction, Participant 16 explored extensively the impact this loss can bring to a situation. 

They did so while sharing their experience of a very difficult legal case following the death of a 

child on their caseload.  This experience had left them particularly anxious about what they 

should and should not record, especially when practitioners depend so much on the information 

when being legally challenged.  I have underlined a statement to be discussed below: 

“I don't know if I do (record this) consistently, I might do if I've got something that I can kind 
of put down, but I don't know always know how you put it down…so that, I'm quite good 
at remembering all of that but I don't know if I went off sick there might not be a record of 
any of that. I suppose you're worried about what you put down on record in case you go 
to Court and somebody says 'why did you put that down', and you've no evidence to say 
why...Well I suppose I'm always worried that I'm going to Court and…I've not got the, 
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what I should have down and somebody's gonna point something out that you never 
mentioned, so if you haven't written it, it didn't happen did it. ...that whole terrible feeling of, 
you know, being interviewed by the police, by social work, having to go to court, I’ve got a 
bad experience of Court when I had to go and television cameras were outside the Court 
and then I was verbally attacked...so that completely threw me and traumatised me for a 
while, not now but it is still enough that I am telling you about it!” (P16)   

 

Throughout this quote the contradiction in thinking comes through.  As they share, they were not 

always comfortable documenting information that can be questioned in court.  However, they 

were conscious that if not recorded, then the information was only known by them for as long as 

they remember it and were working with the family.  However, when absent e.g., sick leave, they 

know that this information would be lost.   

 

They then raise the point that as time passes, the influence the memory has on decision-making 

can be lost.  This can then subject the practitioner to questions when in court about why a 

decision was taken when no obvious explanation or support information exists within the record. 

As per the underlined statement, the practitioner shared their awareness and anxiety that if they 

do not record what they know, they could be leaving themselves vulnerable to criticism in court 

about not having enough information to defend a position. This can be viewed as a contradiction 

to their earlier statement in the quotation that demonstrates their awareness and anxiety about 

being criticised for recording information.       

 

During this part of Participant 16’s interview and in Participant 13’s above, their emotions were 

evident.  In my field notes, I had recorded how difficult the experience sounded for both based on 

the feelings I was experiencing during the discussion.  My feelings were influenced by their tone 

of voice and their facial expression.  I particularly felt Participant 16’s sadness when they 
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recounted their treatment by the media and public out with the court.  To try and capture this 

emotion I decided to present a slightly longer quote.  I did so because of my perception that these 

experiences influenced each participant’s dichotomy of decision-making.  There was an 

impression that they would never get it correct.  They could be criticised for recording too much 

information but criticised in equal measure for not recording enough to substantiate assessment 

decisions.   

 

On review of the full data set, the sharing of media involvement and being in court appeared to 

influence the behaviour of health visitors.  In every transcript, the participants discussed either 

their personal or a colleagues’ experience of going to court.  They did so while reporting that they 

managed their record keeping with this in mind.     

 

During the interviews, I asked the participants what they would do if a child who was causing 

them undefined concern moved away; what would they do with the non-factual information they 

were aware of but had not recorded?   

 

In response all the participants stated that if known where the child was going, they would 

telephone and speak with the practitioner who was to receive the child and family.  They would 

want to alert the receiving health visitor of their concern: 

“Well you would contact the health visitor, you would try and find out where they’ve gone 
to. I’ve got a family…and basically (they) did a moonlight flit back to ‘Town’, landed up in 
his grandparents’ house and those were the ones that you thought gut feeling, this isn’t 
good, there’s something going on here…” (P10)  
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All the participants were clear, that they would not want their concerns to go unknown.  It became 

evident from the data that they felt it was their professional responsibility to highlight their 

concerns to their colleagues.  They contacted them for the purpose of getting them to continue 

the journey of exploration that they had commenced.  However, what was interesting was that 

although they were happy to share this information verbally, they would not consider 

documenting it in the permanent record:  

“I would make sure I would be handing over what my observations were but also how I 
felt as well. Yeah, because I wouldn’t want, I wouldn’t want that family to slip under the 
radar, I would you know, I’d like to think that there was someone else, you know, and as 
well, I expect it’s about the safety of the person who’s going in after me as well, you know, 
you don’t, if you don’t know what it is that’s making you uneasy and then someone else is 
going to go in blind then actually they need to know that.” (P9)  

 

Participant 9’s quote continued the finding that was highlighted in Section 7.4.4 which raised the 

idea of child and practitioner safety when exposed to certain homes.  It does however raise for 

me the question that if there were enough concerns to make the health visitor want to contact 

others to discuss, why was this not viewed as relevant to the record?  What would happen if they 

did not know who the receiving health visitor was to be?  The potential here was the fear would 

be actualised and the child would “slip under the radar”, potentially leading to the child being 

significantly harmed or injured or even just not enabled to optimise their potential. 

 

8.3.2 Referrals: Affect and Control 
 
In Chapters 6 and 7, it was recognised that health visitors were affected by some situations more 

than others when they interacted with families.  In Chapter 7, it was discussed that this affect 

often triggers the health visitor to act, depending on the depth of the affect and the quickly formed 

evaluation about the impact this may have on the situation.   
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When analysing the action taken in the context of record keeping, there is evidence that although 

the emotional affect the health visitor feels can and does trigger action, it can also be subject to 

control based on the governance considerations discussed in Section 8.3.1.  It brought to the 

forefront for me, the notion that the health visitors carry out a process of affect and control, as I 

have represented in a diagram below. For me the data to this point in Chapters 7 and 8, has 

exposed that when health visitors are affected by situations, they become more alert to the 

overall picture of the family as their attention is deployed (Gross 2014), but the affect does not 

necessarily supersede the need for facts before they act, especially when it involves referring to 

other professionals. 

 

Figure 7: Questions asked by practitioners as per this study finding 

 

 

Figure 7 is my own graphic representation of the three stages of evaluation that practitioners 

progress before referring to another professional or agency as emerged from the data.   As 

illustrated practitioners review the information the know, consider whether there is a risk in the 

referral being accepted by others and then judge if the relationship with the family will be altered if 

the referral is rejected.  If deemed insufficient to secure referral acceptance, then a decision will 

What is the 
quality of the 
evidence?

What is the 
liklihood of 

referral 
acceptance?

What impact 
will this have 

on the 
relationship?
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be taken to “watch and wait” (P15) to protect the relationship. This means that the emotional 

affect the situation can have on the health visitor can motivate them to gather more information, 

but they must cognitively change how they think about it to ensure they modulate their response 

in a way that will maintain the relationship and have a clear basis for the involvement of other 

agencies or professional groups (Gross 2014).   

   

According to the participants, such an approach is professionally safer.  It is governed by the 

belief that decisions and actions need to be underpinned by more than “just a feeling” (P11).  As 

81% (n=13) of the participants suggest, waiting means they will avoid making referrals without 

concrete evidence.  It will deter them from over-reacting to recognised risk factors without a clear 

basis.  This in turn prevents them from responding on an unconscious bias.  

“So I’ve got a fairly good watertight referral…I don’t always manage it, but you know, 
we’re not putting referrals in because we want to destroy people, we’re putting referrals in 
because we want to get things right for them and the kids…I think it’s a fear isn’t it, that if 
you put a referral in and nothing happens, then you’re in a really bad situation because 
you know, you’ve fallen out with them…” (P5) 

 

Participant 5’s quote is representative of the data.  It is clear about the need for robust, 

“watertight” information before a referral is made to statutory services.  In the practice examples, 

the participants expressed the belief that they only have one chance to make referrals for some 

families.  This was most prominent in families where the health visitors perceive the adults as 

dominating and where the health visitor-parent relationship felt fragile.   

 

To explore this idea of having a “watertight” referral, the participants and I discussed how the 

information was gathered (captured in Chapter 6 & 7) and how it was then recorded, with 

consideration given about the right time to act.  On analysis, the participants who discussed the 
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need to watch and wait were often the same ones who discussed the fact that adopting such an 

approach did not fit with the idea of early intervention (Sonuga-Barke et al 2017). This statement 

was prompted by their considerations that in most universal, well child situations, evidence to 

substantiate decisions can take weeks, months and even years to be exposed. Unfortunately, as 

illustrated by many significant case reviews, the outcome of waiting can be irreparable 

developmental damage or catastrophic injury as reported in the data: 

“(health visitor thinks)…this needs better assessed, this child’s situation needs to be better 
assessed and then low and behold the child had, you know, suffered multiple fractures…” 

(P10)  
 

The participants report being fully aware that waiting before acting comes with risk.  However, the 

awareness held about the impact acting too quickly can have on relationships and their 

professional standing, was more dominant.  There was concern that rash decisions, as they were 

sometimes viewed, could come from biased based prediction instead of child-centred 

assessment.  As a result, practitioners often resigned themselves to the fact that sometimes a 

situation would happen before action could be taken: 

“Yeah, because I mean we have had this conversation with, I’ve had this conversation 
with other Health Visitors...it’s that thing of ‘oh we knew eventually something would 
happen’ or ‘well we saw that coming’, but then because it wasn’t something you saw 
directly or something that I could put my finger on...” 

(P9) 
 

Approximately 70% (n=11), admitted that they find this part of their job distressing.  It is the issue 

that “keeps them awake at night” (P12), especially when they have known that something is not 

quite right with a family but have not been able to pin it down with evidence. A concern indeed 

when you consider the findings presented in Section 8.2 that highlight the individualised factors 

that can be getting in the way of an in-depth, accurate assessment of a situation. 
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8.4 Discussion  
 
In each section of this chapter, it has emerged that both personal and professional factors 

intertwine and influence a health visitor’s assessment practice.  Again, as in other chapters, the 

theoretical interplay of Bourdieu (Bourdieu & Wacquant 1992), emotional labour and emotion 

work (Hochschild 1989, Bolton 2005) and emotion regulation (Gross 2014) practice was evident.     

 

As a basic summary, in Section 8.2 I shared the influence an individual practitioner’s habitus can 

have on how they professionally practice. The data correspond with the discussion in Chapters 6 

and 7.  It highlighted once again the need for trust in relationship development and assessment 

practice, while demonstrating that the interactive game engaged between the parent and health 

visitors, can lead to emotion regulation practice by both to modify the situation.  The game can 

influence the information being shared and the deployment of attention towards it.  It can also 

influence the way this can all be observed and thought about, all of which depends on the 

professional experience and education of the practitioner.   

 

Benner’s nursing theory, “novice to expert” (Benner 1984, pages 20-31) has been evident 

throughout this study.  In Section 8.2.2, the difference in ability between the newly qualified health 

visitor who was working as a novice or advanced beginner and those who were expert was stark.  

The experts demonstrated the interplay of their skill and knowledge base as has been discussed 

throughout the other chapters.  Their shared experiences demonstrated their emotional 

intelligence when engaging people; their abilities to act deeply to control their emotion, cognition, 

and behaviours; their knowledge of adversity that underpinned the way they approach people 
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working with services, all of which gave them the confidence to work with people at their own 

pace.  As emerged, their expertise gave them faith in the use of intuition and intuitive knowledge.   

  

8.4.1 Intuitive Knowledge 
 
My study has evidenced that health visitors gather extensive information.  As explored in 

Chapters 6 and 7, taking the relational journey with families in the context of their homes, 

generates a necessary depth of knowledge and understanding about families and communities.  

However, much of the information is viewed as subjective, resulting from hearsay, observations 

and what has been referred to as “gut feelings”. In the study the practitioners went from 

suggesting how beneficial the generation of such information was for assessment purposes, to 

considering how challenging this made their role, specifically, when discussing how to manage 

and record it. 

 

In the context of the literature, what has clearly emerged is that health visitors work intuitively.  

The descriptions they share are of gathering vast arrays of information from relational, embodied, 

and emotional communication, which is in line with Green’s (2012) descriptions of 

communication that is felt through physiological changes in the body. The type of subtly felt 

communication that can cause worry, concern and “just not feeling right” without a clear 

understanding of why, is known in healthcare as intuitive knowledge (Benner & Tanner 1987).  

Although debated and denied for many years (Chilcote 2017), it is now known that intuition is 

commonly felt by healthcare practitioners and its presence is a vital part of assessment and 

decision-making practice (Woolly & Kostopoulou 2013). Yet, as identified in this study, there 

remains a legacy of anxiety that intuition is untrustworthy and only clear evidence and fact can be 
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used to substantiate a decision, as explored in Chapter 3, Section 3.2.5 (Chilcote 2017). 

Nevertheless, although this caution is wise based on the way the information is generated, 

contradictory research in the field suggests that it should not be ignored (Benner et al 2008, Van 

den Brink et al 2019).   

 

As a quick instinctual and embodied thinking process (Benner & Tanners 1987, Chilcote 2017), 

intuitive knowledge is based on past experiences and learning inherent in the person’s habitus. 

Its recognition of patterns in behaviours, actions and feelings can be lifesaving with a fairly high 

accuracy rate in comprehending a situation (Woolly & Kostopoulou 2013), especially one 

requiring a moral decision (Arnd-Caddigan 2016).  In accordance with Bourdieu, this 

unconscious way of thinking, quickly perceives the doxa and “feel for the game” (Bourdieu & 

Wacquant 1992, p128), but it is also known to bring bias and prejudicial blindness which can 

cause new information imperative to the here and now situation to be ignored (Van den Brink et 

al 2019, Erisman et al 2020).  This sequentially means that errors can occur in context, and for 

the long term, when the specifics of a situation are not fully examined (Wooley & Kostopoulou 

2013, Cook 2017).  This way of thinking is ideal in an emergency when quick action could protect 

a child or adult’s health and wellbeing but is something that requires rigorous examination and 

development for longer term management of a complex situation (Erisman et al 2020). 

 

It is suggested that dual processes are the most successful in providing an accurate assessment 

to underpin decision-making in healthcare situations (Acquaria et al 2013, Melin-Johansson et al 

2017).  The first system, as described above, is helpful in quickly triggering the practitioner’s 

awareness to difference to focus their attention to a potential situation.  Whereas system two is 
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used to deliberate contemporaneously gathered situational information slowly, rationally, and 

methodically in the context of research and professional standards, to confirm or refute the 

intuitive feelings or understandings (Erisman et al 2020).      

 

The data in this study describe the same processes that are captured in the literature.  The health 

visitors experience intuitive, affective feelings which trigger and drive action when the situation 

requires and curiosity when a clearer picture needs to develop.  As Patulny and Olsen (2019) 

suggest, emotions are what can focus a person’s attention.  This means that they should not be 

considered as in opposition with rational thinking, instead they are the entity that gives it direction.  

 

The only aspect that challenges the similarities identified between this study and the others 

reported in the literature is that most of the studies available that examine the concept of intuitive 

knowledge, have been based in an acute diagnostic healthcare setting.  Although intuitive 

knowledge has been discussed in social work arenas in relation to understanding a referred 

issue for the care and protection of a child, I have been unable to locate any literature that 

examines this from a health visitor, well-child perspective.   

 

Commonly assessment processes, irrespective of the setting, are progressed inductively.  By this 

I mean that information is gathered to create a picture of understanding.  However, what seems 

apparent when intuition is felt, the assessment process becomes one of deduction (Nibbelink & 

Brewer 2018), one that sees the practitioner look for information to either confirm or refute the 

feeling.   
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The difference between the studies based in the acute healthcare setting and health visiting, is 

that the deductive assessment in the acute setting can provide clarity in a timely manner using 

diagnostic bedside or laboratory testing/examinations, as well as through immediate 

comparisons with other professionals involved in the situation (Benner et al 2008).  In contrast, 

the health visitor, as lone worker, must rely on their abilities to seek out information implicitly from 

the home environment and from people who, as this study has demonstrated, can be potentially 

reluctant, unreliable historians about their own situation.  This means that clarity of intuition in well 

child situations can take longer.   

 

To seek clarity, the health visitor requires a period of increased home visiting, the development of 

more open relationships with families, and if available, conversations with trusted colleagues to 

seek support for decision-making in the context of professional norms (Erisman et al 2020).  To 

do this effectively the practitioner needs to be confident, skilled, and focused (Erisman et al 

2020).  When any of these characteristics are not available or prevented from happening, it is 

evident, that the assessment to underpin decisions about preventative, early intervention work is 

unfortunately not obtained before signs and symptoms of neglect or adversity are displayed by 

an injured or affected child.  I will now discuss the main barriers to this as illustrated by the data 

utilised for this chapter.    

 

8.4.2 Barriers to the Deductive Assessment Process 
 

8.4.2.1 Recording and Documentation 
 
As discussed in Section 8.4.1 and Chapters 6 and 7, intuitive knowledge is invaluable to the 

health visitor.  It motivates action while bringing a depth of understanding about who a family is 
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and how best to work with them. The data however is subject to the context in which they exist, 

and the variable factors influenced by the people who produce them, which can vary in the 

moment (Bourdieu & Wacquant 1992, Melin-Johansson et al 2017). Therefore, as evident in this 

study, the health visitor uses them to inform and drive the process of assessment and decision-

making but does not necessarily record them when constructing a child’s health record as there 

are no observable, tangible facts.   

 

To understand whether this finding is widespread, I undertook a literature search of known 

databases using variations of the combined search terms - ‘Intuitive knowledge’, ‘Intuition’, 

‘documentation’, ‘record keeping’, ‘nursing’, ‘healthcare’, ‘social care’ for the period 2010 - 2022.  

The return was limited with no cited article directly relevant.  This leads me to the conclusion that 

this is an area which warrants study, as I assume the phenomenon that causes the dichotomy 

about what to record and when, is not unique to health visiting. I recognise though that it may be 

the case that there are no studies relating to this topic as embodied, intuitive knowledge is 

generated at a moment in time because of an individualised interaction between two or more 

individuals in context (Green 2012), therefore it should not be recorded, as it is in fact irrelevant to 

others. However, it has become apparent from my study, that the health visitors do not believe it 

to be completely irrelevant.  They do find it of value and, as reported, seek to share their 

thoughts, feelings, and perceptual beliefs verbally with a peer to be involved in the care of the 

child.  They were just reluctant to record it in a child’s permanent record.  

 

Keenan et al (2008) report this finding is not uncommon.  They discovered that individualised 

details about a person are often missing from their health records, with personalised care 
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information normally only being shared during verbal exchanges between nurses.  The problem 

with this, they conclude, is that the work carried out by nurses is then not captured in the formal 

record. The complexity of the person’s situation and the necessary nursing work used to promote 

a positive outcome of both assessment and care planning is not evident.  Although it is not 

possible to record every transaction (Strauss et al 1982), I think Keenan et al (2008) captures 

something relevant here, in that if the work is not fully represented then others do not know all the 

influencing factors in a case. 

 

On analysing the data from this current study, the concern that emerges for me is that if not all 

detail is recorded and a family moves from one NHS Scotland Health Board or English Trust 

location to another, with a delay in re-registering their child for healthcare services, the health 

visitor accepting the transfer of the child to their caseload, will only have access to the written 

records which may be missing pertinent detail. There will be limitations on what is available to 

them if the previous health visitors have not written everything known or managed to provide a 

verbal handover.  They would therefore be starting from a ground zero position and all that has 

gone before would potentially pass unnoticed.   

 

The purpose of the healthcare record is to ensure consistency of care as well as it being a legal 

record (Keenan et al 2008).  It is a record of events that is used to hold people to account for their 

actions. Strauss et al (1982) state that data in health has an imposed hierarchical order and often 

work which is viewed as “sentimental” (Strauss et al 1982, page 254) is considered of lesser 

importance than that which is factual, tangible, and reflective of action, with sentimental referring 

to emotion based relational work.  This can lead to sentimental work being regarded as 
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associated with the assessment and care work and not the focus, causing it to be less visible.  

The challenge for health visiting is that the main essence of their work can be classified as 

sentimental in accordance with Strauss et al’s (1982) research.  For example, their work focused 

on developing trusting, interactive relationships to gather a person’s biographical and identity 

information in the context in which they live.  In the medically based setting of Strauss et al’s 

(1982) work, such information was considered a by-product of interactions, whereas in health 

visiting, even the smallest piece of subtle information, can be crucial to understanding a child’s 

circumstance.        

 

If information is not included in a child’s record that is transferred, then care progression can be 

broken.  In children’s services this can cause “starting again syndrome” which “prevents 

practitioners and managers having a clear and systematic understanding of a case informed by 

past history” (Brandon et al 2008, page 5).  In turn this can cause harm to a child due to the 

delays in intervention, which is particularly worrying for a child who could be being moved 

frequently by parents trying to avoid the involvement of statutory agencies (Brandon et al 2008). 

 

In this study, it is evident that the participants held a rigid view about what is and is not expected 

of record keeping.  This was influenced by a professionally socialised understanding of legal and 

media challenge as well as professional and organisational guidelines and standards 

(Information Commissioners Office [ICO] 2018, NMC 2015).  What is concerning here is that 

health visitors’ habitus will have been established in nursing and midwifery, which health visitors 

were educated and gained experience in before entering health visiting.  As a result, their record 

keeping knowledge could potentially be tainted by the information hierarchy from these 
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professional areas.  Areas which all prioritise different data for different purposes, and which 

could be viewed as adhering to medical models of healthcare.    

 

According to Melin-Johansson et al (2017) nurses are generally apprehensive about the 

recording and sharing of subjective, intuitively produced data (Ferguson 2005, Appleton & 

Cowley 2008, Munro 2011, Robinson 2012, Peckover 2013, Broadhurst & Mason 2014, 

DeBortoli & Dolan 2014, Cowley et al 2015).  This is in case they are accused of improper 

conduct by peers or managers.  A finding relevant to this study, where anxiety has been shared 

about parent-health visitor partnership work being jeopardised if the health visitor has not 

substantial evidence to articulate their concerns which results in referral rejection for inter-agency 

intervention.  This brings concern, as, if the final point in Section 8.4.1 is true, then the pressure 

on the professional to delay referral due to bureaucratic beliefs, will get in the way of a child 

receiving the care they need at a time they require (Traynor et al 2010). The wait and watch 

decisions bring risk (Care Inspectorate 2019) and is in direct conflict with the idea of intervening 

early (Heckman & Masteror 2007, Allen 2011, Scottish Government 2021b).   

 

8.4.2.2 Protection of Professional Self 
 
The adherence to and worry about one’s professional credibility in an inter-professional context, 

emerged from this study as more important to the newly qualified practitioner than the more 

experienced.  As the data demonstrated, the health visitor with more experience, responded with 

confidence to situations and were willing to make decisions based on their opinions and 

perceptions produced by their intuitive understanding of a situation. They were confident that they 

had the skill to work calmly and methodically with families to gather the information they required 
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to understand what historical factors were impacting on a child’s contemporary situation, whilst 

having the ability to critically identify and discriminate information that was either relevant or not to 

the assessment (Benner et al 2008, Green 2012).  As discussed previously in Section 8.4.1, this 

finding is in line with Benner’s (1984) seminal research that tracks the practice-based differences 

between nurses who are experientially novice and those who are expert.   

 

Benner (1984) suggests that the novice nurse can be more reluctant to respond to their 

perceived “early warning” (page 167) feelings about a clinical situation if it will influence the 

professional credibility they hold with medical staff.  The expert nurse will not be as concerned as 

they have faith in their knowledge base, which when coupled with their self-assured ability to 

defend their decisions, the experienced professional will tend to take the essential risk, based on 

their educated calculation about the situation (Benner & Tanners 1987, Cook 2017, Van den 

Brink 2019). 

 

Bourdieu’s “theory of practice” (Rhynas 2005, page 179, Walther 2014) is once again evident in 

these interactions.  The influence the personal and professional habitus has on the capital 

applied by the health visitor to regulate their emotions, cognitive thinking and respond within a 

situation is unmistakable.  However, what also emerged from the study was that irrespective of 

experience, the child’s assessment was impacted by the stress experienced from workload 

pressures.  This finding corresponds to that from Traynor et al (2010) who highlight that those  

 

“…situational factors related to workload and bureaucratic institutional practices, could 
also subvert indeterminate decision-making when they do not have the time or energy to 
follow their intuitive leads”. 

                                                               Traynor et al (2010, page 1588) 
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Such situational factors prevent the professional from listening to their intuitive embodied 

communication.  It can, as presented throughout each of the chapters, cause the health visitor to 

retreat from seeking out more information or desensitising their ability to observe the subtleties 

being communicated by the child, family, and environmental systems (Campbell et al 2014), all to 

protect them as a person interacting with other people in a systematically influenced way. 

 

When I entered this study, I was interested in understanding whether health visitors view the 

emotion work they carry out as having an influence on their abilities to assess, identify, and 

respond to children in need of care and protection.  The many influences that have emerged 

have been interesting and have often related to the circumstances that have impacted on the 

need for the emotion work in the first place. To explore this further I will progress to Chapter 9 

where I will bring together the findings from Chapters 6, 7 and 8 to a conclusion, while discussing 

the implications of and recommendations from the findings for health visiting and child-centred 

assessment practice. 

 

8.5 Conclusion  
 
To conclude Chapter 8, the recording of a child-centred assessment, is subject to both internal 

and external mechanisms.  Internal mechanisms refer to the individualistic aspects of the health 

visitor, how they approach their work with families and how they function in the context of a 

professional community, both of which are influenced by their internal, inherent belief systems as 

constructed by their personal upbringing and professionally based educational attainment and 

experience in practice.   
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This means that although each health visitor will be socialised to the professional elements of 

their role, they may focus on and respond to the different information they encounter when 

constructing a child-centred assessment.  This approach will be based on - who they are, how 

they identify, their professional maturity, and how they cognitively consider their accountability in 

relation to the use and recording of subjective, intuitive information.  In addition, this individualised 

response is dependent on how they manage stress brought on by workload demands and the 

impact this has on their ability to remain open to the information gathering and analysis process 

underpinning decisions.       

 

External mechanisms that emerged in this chapter, are the decisive dichotomy about what 

information to record.  Decisions that are driven from the understandings of professional and 

legal accountability, which govern health visitors to think that objective information is superior to 

subjective underpinned by a hierarchical mechanism shaped by more medically founded 

professional groups that categorise interactive, relationship-based data as inferior. 
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Chapter 9 
Conclusions and  
Implications for Practice 
 

9.1 Introduction  
 
The thesis reported a research study that explored whether health visitors view the emotion work 

they carry out as having an influence on their abilities to assess, identify, and respond to children 

in need of care and protection.  The study set out with the objectives to – 

 

• Explore a health visitor’s experience of working with children and families  

• Clarify situations perceived as challenging and explore the reason for this 

• Identify whether practitioner-family cultural differences are influencers 

• Analyse a health visitor’s perception about what influences their assessment, decision-

making and response to a child’s need 

 

The purpose of Chapter 9 is to conclude the thesis and draw together the findings that have been 

presented in Part Two – Chapters 6, 7, and 8. It will illustrate how the study objectives have been 

met and new knowledge generated, highlighting the implications for research, practice, 

education, and policy. 

 

9.2 Objectives 
 
The doctoral project progressed as a reflective ethnographic critical discourse study which 

adopted interview as the prominent data collection method combined with office-based 
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observations.  Combining these methods under the principles of the methodological and analytic 

approach has enabled me to gather both thick and rich data (Fusch et al 2018) as will be 

summarised below. 

 

 

9.2.1 Health Visitor Experience of Working with Children and Families and What 
They Found Challenging  
 
The broad variety of experiences shared by the participants confirmed for me that health visitors 

were the correct professional group to target for my study.  As health visiting is a universal 

service, the health visitors explored the work they did with a vast array of people.  They reported 

the most challenging experience they encounter often involved children and families affected by 

current or intergenerational issues such as poverty, substance use, domestic/intimate partner 

violence, as well as significant mental illness including those diagnosed with a personality 

disorder.   

 

The data suggest that families affected by such social circumstances feel challenging to the 

health visitor as they are often opposed to working with them.  Families display this opposition by 

either rejecting or avoiding the core elements of the work i.e. the relationship, the health visitor’s 

entry to their home and the sharing of accurate information for assessment purposes.  In such 

situations the health visitors reported difficulty in finding common ground with the family on which 

to found a relationship. This resulted in them feeling their intent of engagement was being 

questioned by families as one of criticism and judgement instead of care and compassion.   
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On analysis, the data illustrated that health visitors required emotional agility to work with families 

(Douglas 2007, Taylor et al 2017).  It emerged that with all families several theoretical concepts 

such as emotional intelligence (Goleman 1995), emotion work and emotional labour (Hochschild 

1983) as well as emotion management (Bolton 2005) interplay to enable the health visitor to 

flexibly respond to the needs of the family and the interactive relational process required to 

develop and sustain relationships. 

 

It became apparent from the data that how effective the health visitors were at being emotionally 

agile was dependent on them as a person, what they perceived as challenging and how they 

responded to such challenges during periods when their workload was busy.  On occasions 

when pressure was felt, health visitors would regulate their emotions in line with Gross’s (2014) 

emotion regulation framework in order to alter their situation as a way of protecting and 

preserving their wellbeing and/or the unstable relationship with a family.   It was evident that these 

were times when the health visitors experienced the effort of working with their emotions 

exhausting.   

 

As demonstrated diagrammatically in Figure 1 in Chapter 1, emotional agility is the multi-

directional application of emotion work in response to the needs of the family and relationship 

between them and the health visitor.  As the data demonstrated, emotional intelligence, 

emotional labour, emotion management and emotion regulation are used with cascading 

numbers of families.  
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Figure 1 (from Chapter 1, page 26): Emotional Agility 

 

 

9.2.2 Parent – Health Visitor Cultural differences 
 
These findings brought into focus the parent and health visitor’s cultural experiences and their 

individuality, both of which were deemed throughout the study as influencers on the work of the 

health visitor.  By critically analysing the language used and the way it was used throughout the 

study (Gee 2014b), it was evident that each of the health visitors held a common understanding 

about why they take certain approaches with the families with whom they work.  They spoke with 

uniformity about the standards which governed it, sharing a thoughtful awareness about the 

approaches promoted and used in health visiting to achieve positive communicative interactions.  

However, although common professional understandings were present throughout the data, the 

actual approach adopted in each situation was individualised in accordance with who the health 

visitor was, how they professionally identified, who they were interacting with and what the 

situational requirements were. These findings of difference brought to the fore Bourdieu’s grand 

theories (Walther 2014) and his construct of habitus which operates each time a person interacts 

with others in environmental and societal situations.  According to Bourdieu (1983) a person’s 
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habitus consists of personal experiences, cultural and societal belief systems, as well as 

educational attainment. 

 

Before my PhD, I was not familiar with the work of Bourdieu, but the emergent findings led me to 

it as a way of understanding what was influencing the relational dyad between the health visitors 

and family members.  Bourdieu’s theory of practice (Bourdieu 2013) provided a way to 

understand why people may act as they do, and in particular what was influencing a health 

visitors ability to emotionally flex and adapt to the situations they were experiencing at the time 

they were experiencing them.   

 

By triangulating theoretical concepts (Hoque et al 2013, Fusch et al 2018) from Bourdieu (2013), 

Goleman (1995), Hochschild (1983), Bolton (2005) and Gross (2014), I have been able to 

demonstrate the theoretical interplay health visitors engage to navigate cultural and structural 

controls when working with children and families.  Triangulation has enabled me to deepen my 

analysis (Banik 1993) and interpret the data to understand the why, how, and what of situations - 

why they occur; why the health visitor responds in the manner in which they report; how they 

respond; and what impact these responses have on the health visitor’s ability to assess, identify, 

and respond to children in need of care and protection.  

 

 

9.2.3 Influences on Assessment, Decision-making, and Response to a Child in 
Need 
  
Significantly, my study has demonstrated that working with one’s emotions does have an 

influence on a health visitors assessment, decision-making and response to children in need.  
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The thesis highlighted that successful emotion-cognitive practice, which involves the interplay 

between theoretical concepts as described in Section 9.2.1, was essential to positive interactive 

processes for assessment purposes.  However, its success depended on the health visitor’s 

“head space” for working with their emotions, and/or their capacity to sit using themselves as an 

assessment tool by being open to what was being observed, said, and “felt” in each family home.  

These activities were influenced by the pressure felt personally and that generated by caseload 

demands.  The effort required for both was dependent on the interaction between the health 

visitor and families’ habitus, the doxa in the field and the deployment of capital in the game.   

 

On most occasions the reported parent-health visitor interactions were positive but sometimes 

they were not.  When they were not the relationship stability was questioned and feelings of 

challenge and uncertainty would negatively impact on the child and family’s assessment and 

potential interventions.  The data demonstrate that on these occasions’ health visitors overused 

deep acting (Hochschild 1983) as part of their emotional labour process which consequently 

suppressed emotion signals and altered their cognitive response.  These actions caused the 

child to become hidden from view and prevented the health visitor from being curious for 

assessment purposes.  It brought into play emotional regulation processes of situation selection 

and modification for both the health visitor and family members. 

    

In addition, the thesis has highlighted that the health visitor’s habitus and professional 

socialisation to record keeping practice had an impact on a child’s ongoing assessment.  This 

was because they did not always record all information they verbally, observationally, or sensorily 

received when in family homes or in their community.  This form of selective record keeping was 
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based on the health visitors understanding of the legal and professional governance surrounding 

what can and cannot be recorded (NMC 2009). It resulted in tangible evidence being recorded 

but other more intuitive or subjective information being omitted, a finding that depended on the 

confidence and competency level of the health visitor (Benner 1984).   

 

What was evident was that health visitors performed selective record keeping to protect against 

bias decision making, promote professional credibility and to avoid relationship damage.  On first 

view, none of these reasons can be questioned, however on analysis, it emerged that by taking 

this approach, early intervention is prevented leading to a child being exposed to adversity and 

harmful risk for a longer period than necessary.   

 
 

9.3 Contributions to Knowledge 
 
By meeting the study objectives, the thesis has provided key contributions to knowledge.  

Specifically, by theoretically triangulating Bourdieu’s theory of practice (Bourdieu & Wacquant 

1992) with emotion-cognitive concepts like emotional intelligence, emotion work, emotional 

labour, emotion management and emotion regulation, I have provided a new understanding 

about the complexity of health visiting and why working with one’s emotions can vary in 

situations, how these variations are observed in practice and what impact this can have on child 

centred assessments.   

 

This finding has contributed evidence to the gap of knowledge identified by Theodosius (2008) 

when critiquing Hochschild’s (1983) research as not clearly defined times when emotional labour 

may not be possible.  This thesis has demonstrated that at times of emotional challenge, where 
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fear (Kligyte et al 2013), risk and a sense of being overwhelmed in a strange, unfamiliar 

environment like another’s home, some health visitors are prevented from labouring with their 

emotions as described by Hochschild (1983). Instead, they extended their emotion-cognitive 

process to that of regulation as proposed by Gross’s (2014) emotion regulation framework.  

According to the data, depending on a person’s habitus and available capital, emotion regulation 

was necessary as a way of the health visitor selecting and/or modifying their situation in order to 

regain the necessary cognitive control required to manage the emotions felt and modulate a 

behavioural, communicative response.  

 

Theodosius (2008) has also been noted as critiquing Hochschild’s (1983) work as not 

considering that interactions can be influenced by every person involved undertaking their own 

individualised internal process.  By utilising Bourdieu’s theories to understand the how and why 

people interact in the way they do, I have contributed knowledge to this area of work by 

proposing that it is the fact that each person in the health visitor – parent dyad is undertaking 

emotion-cognitive processes that makes the relationship building and assessment work so 

complex.    

 

In Hochschild’s (1983) original work she stated it was the feeling rules established by an 

individual employee’s employer who guided when they would labour with their emotions and 

what this should look like. For many this became predictable.  For health visitors it is the opposite.  

Instead, each interaction is governed by how they and the family interact as influenced by their 

habitus and capital.  As the thesis demonstrates, this is where the complexity and need for 
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emotional agility emerges as every environmental home context is different and every family 

unpredictable.  

 

This thesis has proposed that the health visitor’s role is akin to that of applied clinical 

anthropologist.  The reason being that health visitors work with families in their home setting from 

the birth of their first until that child or subsequent children enter school.  They use themselves as 

a communicative, assessment tool for the purpose of gathering information to understand a child 

and family’s situation in their societal context to assess for need as well as strengths, and 

protective factors available for the care and promotion of a child’s developmental health and 

wellbeing (Scottish Government 2012a, 2021a). This process is necessary to gain cultural 

understanding to the depth required to construct a micro-ethnography (Savage 2000) that is 

revisited at several points over a minimum five-year period (Burawoy 2009).   

 

I believe this finding can add to the discussion about people’s understanding of the health visitor’s 

role.  As highlighted by the feasibility study as described in Section 1.1.4 (Taylor et al 2017), and 

from others (Brooks & Rafferty 2010) the work of the health visitor is often confusing and invisible 

with even other nursing professionals not fully understanding the role.  This thesis suggests that, 

although health visiting is currently viewed as a nursing profession, it may be misunderstood as 

in reality it is more like an applied clinical anthropologist than a nurse.  This finding would support 

Malone et al’s (2016, page 183) call for a “radical rethink” of health visiting education to ensure an 

adequate amount of time and focus is afforded to upskill nurses and midwives for the unique 

communicative, health creating role of the health visitor.         
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9.4 Limitations 
 
A qualitative approach to research the topic of emotions and assessment practice was 

appropriate.  However as with any qualitative study the sample size and approach taken results 

in an inability to generalise the findings to other areas (Lipscomb 2012).  This can be viewed as a 

limitation of the study.  However, to counter this and enable others to benefit from my study, I 

have provided detailed information throughout the thesis as a way of sharing my decision making 

and reflections to make transparent the research and design.  It is hoped such an approach 

increases the potential of the study findings being transferred to other settings and it being 

replicated (Koch 2006, Holloway & Wheeler 2010). 

 

My analysis about the actions of parents throughout the study has been based on data shared 

by the health visitor participants which I interpret in the context of Bourdieu’s grand theories 

(Walther 2014).  I am aware that the health visitor’s data will have been influenced by their own 

habitus-based perspective lens (Allen 2004), which brings a one-sided limitation to the study.  

 

Now, and at the time of the study, health visiting, and nursing were female dominated 

workforces, with less than 1% of health visitors identifying as male (ISD 2016) and 11.5% male 

nurses registered with the NMC (2020).  Fortunately, one male health visitor did volunteer to 

participate in the study, but with such a small number I was prevented from considering gender 

when reviewing the data to protect his anonymity.  This has brought limitations to the study.  

 

Ethnic diversity was also absent from the final sample, with all participants reporting as white 

Scottish or white English.  The NMC (2020) records 84.3% of nurses registered in the UK are 



342 
 

white, which means the participant group are representative, however having an ethnically 

homogeneous sample limits data diversity (Allmark 2004).   

  

As explored in Chapter 4, ethical concerns about the ability to obtain the consent of families when 

wishing to observe health visitors at work in a family’s home were experienced during the design 

of this study.  This prevented me from observing direct health visitor interactions with families, a 

situation that has instilled limitations on the depth of observation I was able to undertake.  This 

limitation has inhibited me from observing first hand whether the health visitor acted with families 

in the way they discussed during their interviews.       

 

Each of the study limitations can be addressed with future research as detailed.  

 
 

9.5 Implications for Research 
 
Although the findings from this study are not generalisable, the thesis gives the foundation for 

replica studies with other professional groups such as teachers and social workers.  Replicating 

the study would provide an understanding about the similarities or differences that exist for those 

who work with children and families.  It would provide insight and enable enquiry into whether 

other professionals work with emotions when engaging children and families while exploring the 

impact these have on their role.  The interest in exploring this topic with social workers has been 

recently demonstrated with similar studies from Ferguson (2016) and Cook (2020).   

 

Replicating this study with health visitors in other UK countries would also be of interest.  Health 

visiting throughout the UK operates from the same professional principles (NMC 2004, Luker et 



343 
 

al 2012, Luker et al 2017), but variation in political investment in each of the four countries has 

influenced the numbers of health visitors, especially in England as reported by Cowley et al 

(2018) and more generally by the Institute of Health Visiting (website accessed on 26th August 

20022).  It is important therefore to explore whether the differences in structural set up of health 

visiting services, in different geographical locations, has an impact on the work of the individual 

practitioner, their workload, and their ability to work with their emotions effectively.   

 

Repeating the study with a purposeful sample of male participants or those from an ethnic 

minority group is important.  This would generate knowledge about whether ethnicity or gender 

influences the emotion work of the health visitor.  I could not source information about emotions 

and ethnicity directly, but the way males and females work with their emotions in health care has 

been researched with varying results (Simpson 2014, Wanninayake & O’Donnell 2021).  It would 

be interesting to understand if there is difference in health visiting to inform whether the type of 

supportive frameworks surrounding them requires to be different for various groups of 

practitioners. 

 

Establishing a research study with parents focused on what their experience has been when 

working with health visitors would give an opportunity to confirm or deny the surmised findings of 

this study.  As reported by Bidmead et al (2016c), very few studies exist that capture the parents’ 

role in working with health visitors as they mainly focus on the skills and attributes required by the 

health visitor. Parental focused research would be invaluable for health visitors interested in 

comprehending concerns families have in working with the health visiting services.  This 

knowledge base would enable health visitors to design information to address these concerns.  
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Midwifery services could share this targeted information with families before the health visitor 

makes contact. 

 

Work should be progressed to gain ethical permissions to observe health visitors working with 

children and families in the home environment.  Ferguson (2016) has successfully published a 

home-based study that observed social workers working with families in their own home.  

Establishing a comparative study which focuses on health visitor – parent interactions would 

continue to build research in an area that has very limited data at present.   

 

Throughout the thesis I have reported times when the participants admitted to avoiding topics 

and questions both to sustain the relationships and preserve their personal wellbeing.  In most 

situations they made this decision quickly, stating it was based on their judgement about the 

impact some adult behaviours would have on the immediate wellbeing of the child, for example, 

the most common in this study was adults smoking in the home.  A research study to explore 

and understand this decision-making process would be of interest and value to educational 

programmes for health visitors.  I would suggest recommended sub questions to be: 

• what topics were being ignored or avoided?  

• what could be the long-term wellbeing outcome for the child?  

• did every practitioner make the same decisions about what topics to ignore or was it 

dependent on the priorities of the health visitor?   

• was there always a justification for the decisions made?   

• did the health visitor return to the topics at a later stage when the relationship was 

deemed more stable? 
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9.6 Implications for Practice and Education 
 

9.6.1 Clinical Supervision 
 
The study found emotion-cognitive processes are essential to the work of the health visitor but 

that personal and professional practice factors influence whether the practitioners can apply the 

processes successfully when working with some families.  Reflective practice and clinical 

supervision have grown in popularity as supportive mechanisms in ensuring health professionals 

have the time and space to review the work they undertake with clients (Sloan 2005, Cutcliffe et 

al 2018, O’Neill et al 2022).  Although I (Taylor et al 2017) reported that many health visitors in 

the feasibility study felt the supervision and reflective time they received was not adequate for 

their needs, other studies have demonstrated that as positive supervisory cultures have 

developed in health visiting, so to have the reported benefits supervision can have on stress 

reduction and safe practice (Wallbank & Woods 2013, Rooke 2015, Little et al 2018, Vandette & 

Gosselin 2019, West et al 2020, O’Neill et al 2022).  Therefore, in line with political and 

professional recommendations, health visitors should be afforded protected time for reflective 

practice as part of a structured supervisory framework to ensure they are supported to the level 

required to positively work with children and families (NMC 2017, Scottish Government 2017c).   

 

To contribute to the knowledge surrounding clinical supervision, this thesis would recommend 

building in opportunities for health visitor-parent observation to the structured supervision 

framework.  As the data highlighted, the complex individualisation of health visitors’ work requires 

support.  As although professional standards are omnipresent and influence the general 

professional actions of all practitioners, the way these are practically enacted by each individual 
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person varies in accordance with their habitus.  There is therefore evidence to support the 

introduction of practitioner observation time to augment structured supervisory frameworks in 

practice, as a way of providing them with a set of “fresh eyes” in the form of another professional.  

Doing this would enable them to identify, through another, what actions promote or potentially 

stifle familial interaction and child assessment.  It would provide the health visitor with the 

opportunity to understand if they are unconsciously applying bias to any family or situation that 

maybe encroaching on their practice, something they often worry about. 

 

Observations of practice in health visiting are at this time rarely part of clinical supervision due the 

time impact this may have on the observer.  However according to Robbins et al (2019, page 

888), offering observational practice is worthwhile as part of an “intensive supervision strategy”. It 

supports professionals to develop confidence and competence with their more challenging work, 

while also promoting more positive outcomes for those using the service, which in this case 

would be children and families.   

 

Robbins et al’s (2019) study was undertaken with psychotherapists working in family therapy.  

Although not health visiting, the challenges therapists and observers reported in Robbins et al’s 

study were similar to those reported in this thesis.  In particular it was recognised that the 

therapists did act on occasions in a manner that was unconsciously detrimental to the work they 

were hoping to achieve.  Adding observational time with an experienced colleague or manager 

was able to provide a 360-degree review of practice and improve the competency of the therapist 

and outcomes for children.  It is proposed therefore that establishing a positive culture of 360-

degree observation and feedback in health visiting will assist in the safeguarding of children and 
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enable practitioners to optimise their professional practice.  Although I recognise the impact this 

will have on the health visitor and supervisor time and workload, I would surmise that if a cost 

benefit analysis was undertaken, the benefit to having a well-supported, highly functioning team, 

who require less time out to recuperate from stress, would outweigh the speculative financial 

spend of establishing observation periods as part of a structured supervisory framework. 

 

Higher Educational Institutions (HEI) offering programmes of study that lead to professional 

registration as health visitor, could aid the developing culture of supervision and reflective practice 

by including learning sessions focused on engaging positively in clinical supervision.  As 

Ingraldsen et al (2013) suggest, observational supervision will only work if the supervisor and 

supervisee work together to understand, respond and learn from what is being observed.  As 

Sloan (2005) emphasises, successful supervision is dependent on the supervisor and 

supervisee trusting each other and having a clear understanding of each other’s role in the 

process.  HEIs play a crucial part in encouraging health visitors to know who they are through 

honest reflective practice and by providing them with theoretical knowledge and practical 

exercises that could develop the health visitors and supervisors’ comprehension about the 

importance and value of supervision.  

 

9.6.2 Preparing to be a Health Visitor 
 
Malone et al (2016) propose that nurses and midwives require to undertake modules to bridge 

their learning from their undergraduate nursing or midwifery programme in preparation for their 

health visiting programme of study.  Based on the findings explored in depth in Chapter 7, I would 

suggest these bridging modules include literature and theory from anthropologic and 
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ethnographic sources to inform the preparatory work health visitors require to enter and observe 

children in their family and community context.    

 

9.6.3 Record Keeping Practice 
 
This thesis illustrated that when the conditions are correct, health visitors are proficient at 

gathering subtle, intuitive, subjective but crucial information that are observed, shared, and “felt” 

in a family home and the context in which a child lives.  However, it also demonstrates that health 

visitors often selectively record information to adhere to their perception of the legal and 

professional guidelines governing record keeping (NMC 2009).   

 

On review of the data presented in Chapter 8 of the thesis, I would suggest that health visitors 

would benefit from educational learning sessions focused on effective recording and aimed at 

developing practitioner capability in how to capture what they see without bias and opinion.  As 

Brandon et al (2005) encourages, such learning would promote the health visitor’s confidence in 

using their expertise in assessment to identify and respond to child need effectively.    

 

I would also recommend the need for practice-based practitioners and professional leaders to 

work in partnership with colleagues from academia, the professional regulatory body (NMC), and 

those who specialise in information governance, to consider how health visiting records can be 

constructed to record ALL information gathered.  Such a recording template would ideally have a 

space that can be used as an aide memoir when the practitioner is assessing a child.  One that 

could capture the professional’s unanchored thoughts and feelings, including the subtle 

observations and passing comments that fuel a health visitors curiosity but are often not recorded 



349 
 

as they are more assumption than constructed fact.  The aide memoir would be used at a time 

when the five key GIRFEC questions are being asked, in particular – what is getting in the way of 

this child or young person’s wellbeing, and do I have all the information I need to help this child or 

young person (Scottish Government 2012a).  Although the potential sharing, storage, and 

destruction of such a document would need careful thought for legal and professional reasons 

(NMC 2009), the use of experts from information governance, professional academics and other 

specialists, could support its production so information can be safely and non-prejudicially 

recorded. 

 
 

9.7 Implications for Policy 
 
As noted in Section 9.4, political investment in each of the four countries of the UK has varied.  In 

2011 the UK Government positioned health visiting as pivotal to the wellbeing of children which 

saw substantial investment in the service (Malone et al 2016).  Over subsequent years other 

governments followed suit with this devolved work as cited in Chapter 1.  However, as the years 

have progressed, the structure of NHS systems in for example England have changed and the 

investment in the health visiting service has seen a decline (Cowley et al 2018). This decline has 

brought challenge to the universal visiting pattern in England due to the reduced numbers of 

health visitors employed in primary care services, a worrying position based on the findings of 

this study.   

 

The Scottish Government at present continue to show commitment to health visiting services as 

recorded in Chapter 2, Section 2.7. However, some professional groups have shared anecdotal 

concern that the decision taken to stop named person legislation in Scotland, could have an 
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impact on health visiting as a service.  For example, at this current time in Scotland, each NHS 

Scotland Health Board has received financial investment to ensure health visiting services are 

able to offer each child a minimum of 11 home contacts irrespective of their family situation or 

involvement with other services (Scottish Government 2015).  This investment was required as 

the proposed legislation stated that each Health Board had a duty to offer each child access to a 

named person to work with them and be responsive to their health needs, a role the health visitor 

was going to perform. With this named person duty removed there is concern that history will 

repeat and financial managers who may not see the importance of the health visitor service, 

erode health visitor numbers for budgetary savings (Taylor et al 2017).  It is however hoped this 

is not the case as more and more evidence emerges about the importance of having health 

visitors in communities.  Some of which came from a very unusual source as detailed in Section 

9.7.1.  

    

9.7.1 A Global Pandemic: COVID -19 
 
During the timeframe of this thesis, a worldwide pandemic was declared because of the 

potentially fatal consequences the circulating infection referred to as COVID-19 could bring.  To 

combat transmission, community restrictions were applied to a greater and lesser extent for 

approximately two years, with the most extreme public health restrictions permitting only 

essential human movement in communities.   

 

Health visiting services were available to children and families over the course of this period but 

with adjustment.  Children who were deemed suitable to follow a core pathway after initial 

statutory contact at 10 - 14 days after birth and then at 6-8 weeks, would receive phone or video 
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calls instead of in person home contact, as would children who were older and already 

categorised as following a core pathway.  Children assessed as requiring additional support 

would continually receive home visiting contact, but on many occasions, this could not happen as 

family members were suspected to be or tested positive for COVID-19.   

 

By restricting contacts with children and families in their home setting meant that information 

shared with health visitors was often only verbal during telephone or video calls with a family’s 

adults.  The health visitor was unable to observe the child or “feel” the family home, something 

seen as important throughout this study.  The consequence of this was that if the information 

shared by the family was satisfactory to the health visitor, then the child’s intervention status 

would remain static, irrespective of any family or child changes that may have occurred out with 

the health visitor’s awareness. This in effect meant that children following a core pathway 

became invisible.   

 

As raised throughout this thesis, health visitors believe that not having access to children at home 

can put the child at risk.  They believe not seeing children and not offering support and education 

to families is detrimental to child wellbeing.  Regrettably, this has been confirmed by the 

pandemic (Katz & Cohen 2021, Linnavalli & Kalland 2021, Katz et al 2022, Rengasamy et al 

2022, Renov et al 2022).   

 

During the main restrictive period of the pandemic, it was reported there was a reduction in the 

referral rates to child protective services for children in need of statutory support (Katz & Cohen 

2021).  Sadly, this reduction was not because there was a reduction in abuse or neglect, instead 
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it was a result of it being hidden from view behind the closed doors of family homes.  Rengasamy 

et al (2022), using the geographical area of Bridgend as an example, reported that, in reality rates 

of abuse were in fact higher during this restrictive period.  They and others (Linnavalli & Kalland 

2021) suggest the increase was influenced by the added stress and pressure placed on families 

and the lack of early intervention offered by services and communities.   

 

As disappointing as these findings are, the pandemic has provided evidence to substantiate why 

the participants in my study have anxiety about not seeing children at home.  It has confirmed the 

benefit health visitor – parent relationships and home visiting can bring to child safeguarding.  It 

establishes that services like health visiting, who are often the first responders to child need in 

communities, should not be seen as a political luxury.  Instead, they should be recognised as 

essential to the promotion of child, family, and community wellbeing.   

 

9.8 Final Thoughts 
 
My thesis has captured the complex nature of health visiting and has highlighted their need to be 

supported in their role.  With support the health visitor is the eyes and ears of society for the pre-

school child.  However, without support, they are an emotionally challenged professional group 

who are unable to identify and respond to children in need of care and protection.  As such local, 

and national policy makers would be recommended to acknowledge the importance of the health 

visitor to children, families and communities and avoid thinking of them as a dispensable 

commodity.  
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With this statement and the findings of my PhD in mind, I return to the main question that has 

underpinned this thesis as way of conclusion – Do health visitors believe the emotion work they 

carry out has an influence on their abilities to assess, identify, and respond to children in need of 

care and protection?  The answer is yes in both a positive and negative manner.   

 

Positively, emotion work is essential to the development of therapeutic relationships, access to a 

child’s home and effective connection with the child and family so the health visitor can 

understand the context in which a child lives.  When used well it enables the health visitor to work 

as an ‘applied clinical anthropologist’ and assists them to become an assessment tool, using their 

embodied communication to collate the necessary depth of ecological assessment.  This depth 

means a child is seen and decisions are made in partnership with their families in the context of 

their life.   

 

Negatively, emotion work, when used as a tool of self and relationship preservation leads to the 

inappropriate scaffolding of fragile adult relationships that potentially means a child(ren) can 

become invisible amid complex adult relationships which prioritise the rights of the adult over the 

child’s right: 

• To “life, survival and development” (Article 6)  

• To have their views respected (Article 12)  

• To receive “protection from violence, abuse and neglect” (Article 19) 

• To access “health and health services” (Article 24) 

(UNCRC 1989).    
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This thesis concludes that health visitors have a crucial role in maintaining the health, 

developmental wellbeing, and rights of a child.  When they are able to create the correct 

contextual circumstance through the use of emotion work, they have outstanding success, but 

this is only achieved with structured support and supervision.       
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Appendix 1 
Reflection and Feasibility Publication 
 

Reflection  
 
As Machi and McEvoy (2012) suggest, research and literature reviews often result from experience 

and circumstance.  These experiences fuel curiosity and focus interest.  

 

As nurse, health visitor, practice development nurse and latterly nurse educator, I have experience 

of working with families and professionals to promote, support and protect child wellbeing (Scottish 

Government 2015a).  My direct experience in this area has been as health visitor with my most 

recent role been indirectly focused on this through the education of health visitors, nurses and 

midwifes.   

  

Throughout my career I have been passionate about public health and the positive influence 

preventative services can have on individuals.  As such I believe that well-resourced health visiting 

services are a key investment to promote and protect child and adult wellbeing.  However, 

throughout my career well-resourced health visiting services have not always existed.  As a result, 

it is my experience that undertaking work to meet the main principles of the role can be demanding 

in practice.  I refer here in particular to activities involved in the assessment of child need in a 

stretched work environment which is recognised as complex, offering emotional challenge 

(Appleton & Cowley 2008, Cowley et al 2015, Taylor et al 2017).    
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As I have experienced, and other practitioners have anecdotally reported; working with children 

and families brings feelings of additional responsibility that other work in health care does not 

appear to have.   This is 'carried about’ (quotation from PhD feasibility study) in the form of worry 

and anxiety, whether warranted or not, that something has been ‘missed’ during and following 

interactive assessments.  As health visitors often believe, theirs is the type of job where having a 

bad day and missing something can lead to media worthy catastrophic events for a child.     While 

there is awareness and acceptance of this emotion in health visitor circles, the impact that such 

worry can have on the emotional wellbeing of practitioners became significantly obvious to me 

during a workshop I was facilitating in 2012.   

  

The purpose of the workshop was to critically examine the recommendations offered from a 

significant case review (SCR) into the death of a pre-school child (Renfrewshire Council 2012). The 

workshop development was in line with national guidance (Scottish Government 2015b). This 

guidance promoted the routine development of SCR learning sessions as a systematic way of 

enhancing performance and promoting procedural excellence (Fish, Munro & Bairstow 2008).    

  

Although workshops for this purpose were routine, in my experience they always tended to have 

a level of emotional challenge attached to them given the subject area.  This was something I 

anticipated and had become accustomed to.  However, during this particular workshop, it became 

apparent very early that the level of emotional response to this specific SCR was more intense 

than I had previously witnessed.    
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On reflective discussion, all practitioners in the group reported that they were making a significant 

personal connection with the actions and experiences of the practitioners directly involved in the 

situation.  As they reflected, they could identify with the actions of those involved, having potentially 

considered or taken similar actions in the past or their present.  These actions included;  

• listening to and accepting the plausible information supplied by the mother about the 

wellbeing needs of the child as it supported the assessment, without necessarily undertaking 

an observational assessment of the child directly  

• accepting the information supplied by other professionals as a way of assessing the 

domestic and social circumstance of the family, again occasionally without accessing the 

family home directly due to circumstance  

• an organisational expectation that health visitors would accept responsibility for high 

numbers of children onto caseload as directed and influenced by both low structural staffing 

numbers and the unplanned absence of colleagues attributed to work related stress   

(Renfrewshire Council 2012).    

Interestingly the final point on this list was one of the most contentious reasons of personal 

identification during the workshop.  As the practitioners discussed, they had raised their concerns 

with managers repeatedly about the compromising impact having responsibility for a varyingly high 

number of complex cases was having on their professional practice.  They felt that at this time 

these concerns were widely ignored.  This report is in line with national findings of others (Wallbank 

& Hatton 2011, Mackintosh 2011) and appeared to result from the existence of organisational 

friction and significant professional unrest.   
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During the workshop, practitioners admitted corresponding feelings as well as an over-whelming 

sense of vulnerability.  This they reported were a result of the conscious decisions they felt they 

had to make to meet the practical demands of a caseload with high numbers of children as dictated 

by service change.  These included reducing the amount of time allocated to each individual family 

to enable them as health visitor to cope with both the universal tasks associated with the role, as 

well as the stress and emotion brought on by a high volume of work.  As they were aware this 

action had the potential to impede the robustness of their assessment as it had in the case of the 

SCR.  

  

One comment that caused me significant professional discomfort during this session was from an 

experienced health visitor.  She admitted that on occasion if there were no obvious statutory child 

protection needs in a family, she would avoid visiting or avoid asking about certain items.   This 

she stated was because if you visit, you ask questions, which will result in you identifying need(s), 

that for most of the time the service does not have the capacity to respond to.  Others concurred 

while also stating that at times during visits to families they were often distracted by the things 'they 

had to do to manage a caseload' which led them to only partially listen to what families were 

saying.    

  

On reflection following the workshop I appraised what had been shared in the context of my 

understanding about the long-term effects of stress in the workplace.  These included such things 

as reduced diligence and responsiveness which can alter cognitive ability and performance 

(Deligkaris et al 2014, Brooker & Nicol 2011).  This guided me to ask the question:   
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Do stressed and poorly supported practitioners who undertake a role, they perceive as 

overwhelming, employ practices that help them cope with the work before them which 

inadvertently influence their ability to recognise the needs of children?    

 

On review of literature, following this experience, it was apparent that little direct evidence existed 

where this had been investigated, with no direct evidence which examined the impact emotional 

work can have on the health visitor's practical abilities of assessment.  

  

On taking this situation to an academic colleague, we reflected that before proposing examination 

of this as a study, several assumptions from my proposed question required attention.  The first of 

these was the need to establish whether the study was feasible and research in this area was 

viable (Saks & Allsop 2007).  With the second requiring separation of the question above into two 

component parts.  The first of which would be tackled by a feasibility study about whether health 

visitors do employ practices to cope with emotion.  As my colleague stated it was one thing to have 

an anecdotal belief about a situation, but it was another to have data following formal 

investigation.    
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Feasibility Study Publication 

Citation: Taylor, J., Smith, P., Taylor, J. (2017) A hermeneutic phenomenological study 
exploring the experience health practitioners have when working with families to 
safeguard children and the invisibility of the emotions work involved. Journal of Clinical 
Nursing, doi: 10.1111/jocn.1.3486 

Abstract 

Aim and objective 

To explore the emotions work undertaken by practitioners with responsibility for the 

safeguarding of child wellbeing and establish whether there is a relationship between 

emotion work, role visibility, professional wellbeing and effectiveness of supportive 

frameworks. 

 

Background 

Protecting children is the responsibility of everyone in society with health, social care and 

public health services leading this worldwide.  To safeguard children effectively it is known 

that practitioners build relationships with families in sometimes challenging situations 

which involve the management of emotions.  However irrespective of this current 

knowledge; health practitioners who work in this area suggest that their child safeguarding 

role is not recognised, respected or valued in professional and societal settings.  The 

purpose of this paper is to report on a qualitative study which set out to explore the 

relationship between the known relational based emotions work of practitioners’ and the 

reported lack of visibility. 
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Methods 

Hermeneutic phenomenology underpinned the study. Semi-structured interviews were 

employed for data collection.  Ten participants actively working with pre-school children 

and families in health care organisations.were recruited.   

 

Results 

The emotional, relationship and communicative based work crucial to effectively 

safeguard children may influence the visibility of the role.  Poor role visibility influences 

the morale of practitioners and the support they receive.  

 

Conclusion  

In conclusion this study proposes that when there is poor role recognition; there is 

ineffective clinical support.  This reduces professional wellbeing which in turn will impact 

practitioner abilities to safeguard children.  

 

Relevance to clinical practice 

This study highlights that in order to sustain safe and effective health and social care 

practice, organisational leads require an understanding of the impact emotional, relational 

based work can have on practitioners and provide supportive frameworks that will 

effectively promote professional wellbeing.   
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Key Words  
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Summary Box 

What does this paper contribute to the wider community? 

• The internal management of emotions in the work place is poorly recognised and 

under- valued  

• Poor understanding of emotion based work by managers and wider colleague groups 

in any health and social care setting will prevent the development and implementation 

of effective support and supervision frameworks which in turn will influence service 

quality     

 

Main Document 

INTRODUCTION 

Promoting and improving the health, development and wellbeing of children, young 

people and their families is of global importance for the survival of countries and 

communities (United Nations 2010). This vision has been adopted politically throughout 

the United Kingdom (UK) with the specialist nursing profession of health visiting viewed 

as one of the main services pivotal to its progression.  Health visiting services are utilised 

differently throughout the UK (Hogg et al 2012), however at its core, the health visiting 

profession has a remit to deliver fundamental universal structures to promote public 
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health; with the notion that by implementing effective support from birth, children, young 

people and their families will be protected and positively enabled to contribute back into 

communities (NMC 2004, Royal College of Nursing [RCN] 2011, Scottish Government 

2012,  DOH&PH England 2013, Welsh Government 2013, DOHSS&PS Northern Ireland 

2014).   

The centrality of the health visiting service in promoting this political aim has resulted from 

a longstanding history of health visitors universally and compassionately supporting 

individuals and communities to safeguard pre-school children (Davies 1988, Luker et al 

2012, Smith & Horne 2012).  However the role, although recently gaining prominence in 

public health and child protection arenas (Laming 2009), is not always visible in other 

quarters (Appleton 2011, Robinson 2012, Peckover 2013).  

This paper reports on a study exploring the emotion work of the health visitor (HV) in child 

care and protection.  The study offers insight into the influence emotion work may have 

on the visibility of the role and explores the impact a lack of role recognition may have on 

professional supportive infrastructures.  To do this the paper will provide information 

about the background to the study as well as an overview of the analysed results.  It will 

then offer a discussion in the context of current emotion-based literature, arguing that 

undervalued and unrecognised emotion work can influence practitioner wellbeing.    

 

BACKGROUND 

Interest in this topic originated from experience of working in health and social care 

practice and education.  As observed, on the one hand senior student nurses question 
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what learning benefits they gain when allocated a practice placement with a HV because 

‘they just weigh babies and chat’. On the other hand, HVs offer concerns about working 

with intensive, unpredictable workloads with inter-professional teams that appear to lack 

knowledge about their role.  Such anecdotal findings chime with UK wide HV perceptions 

of: poor role recognition, limited professional support, emotional capacity issues, 

increasing dissatisfaction and feelings of anxiety, ‘burn out’ and ‘stress’ (Wallbank and 

Hatton 2011, page 11, Mackintosh 2011).  

The aim of this study was threefold: firstly, it aimed to establish whether there was a 

relationship between the communicative role and emotion work of the HV and the lack of 

role visibility reported, secondly it intended to identify what impact this has on the groups 

reported professional wellbeing and thirdly to understand if this had an influence on the 

support they receive. 

One driver of the study was the concern that if practitioners feel stressed undertaking a 

role they perceive as unrecognised, undervalued and poorly supported, surely this 

increases a potential for risk within children and family health services (Wallbank & Hatton 

2011).  Although there is little direct evidence in research literature to support this 

conjecture, it was felt that given the collective indications of long-term stress as detailed 

below and the knowledge that such symptoms can influence the overall wellbeing of a 

person’s cognitive ability and performance, it is a real concern warranting study.   
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Collective symptoms of stress: 

the response of a person who feels they are in a threatening or difficult situation…associated with 

physical and psychological factors including anxiety, headaches, recurrent fatigue, depression, 

reduced self-esteem, poor concentration. . .emotional exhaustion, a decreased sensitivity to 

rewards and a withdrawal from decision making. . .. manifesting as a lack of involvement with, or 

sympathy or respect for, colleagues and clients. . .  

(Brooker & Nicol 2011,over pages 522–524) 

 

Health Visiting 

A review of focused literature confirms that the HV role is founded on communication and 

professional relationship building (Appleton & Cowley 2008, Robinson 2012, Peckover 

2013).  Such characteristics are deemed crucial for the recognised sensitive but 

challenging aspects of the role in relation to the assessment and interventions required 

to potentially address behavior change and parenting with the aim of ensuring child 

wellbeing.  However although the importance of these individual activities is recognised, 

there is limited evidence about the collective influence this work has on the professional 

and emotional wellbeing of the practitioner.  According to Davies (1988) and Smith (1992, 

2012) psychosocial; caring; relationship dependent and emotion management elements 

of work are often poorly recognised and significantly undervalued in the workplace.  

These findings were utilised to underpin the study.   

The research question was: How do HVs experience and manage their emotions when 

working with families to safeguard children?  As a theoretical framework for the study, the 

main concepts from Hochschild’s research into the ‘emotional labour’ (EL) of employees 
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was utilised (Hochschild 1983, page 7).  Hochschild’s research suggests that people in 

paid work environments use internal emotion management systems to disguise internal 

feelings for external purposes and financial gain.  She suggests that these processes are 

rarely openly recognised but are needed by employees if they are to manage emotions 

effectively to meet employer expectations in emotionally challenging situations.  She 

coined the phrase EL to explain the challenges that such internal efforts have on an 

individual.  The current study was designed to test Hochschild’s theories in the context of 

health visiting. 

The study was also cognisant of the theoretical work of nurse academics that have been 

influential in the transference of Hochschild’s findings into nursing knowledge.  Each of 

the studies utilised illustrate that nurses work with complex emotion.  This emotion is 

either felt personally or is expressed by others when relationships are built or therapeutic 

interventions are being implemented (Gray & Smith 2009, Theodosius 2008, Smith 1992, 

2012).  It was not the aim of this study to replicate these studies undertaken with nurses 

however the health visiting study was designed with their findings as a guide. 

 

STUDY DESIGN 

Hermeneutic phenomenology, as influenced by Heidegger, was adopted as the most 

suitable methodological approach for this study.  Its adoption was aimed at uncovering 

data about both the obvious and ambiguous experiences of health visitors (Braun & 

Clarke 2006).  
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The methodological choice for the study was influenced by the recognised collective 

expert knowledge the research team had.  This was acknowledged as a double-edged 

sword which could present advantages or disadvantages to the study (Kanuha 2000).  

Adopting Heidegger’s philosophical approach to phenomenology, the research team was 

enabled to utilise their knowledge base as an asset instead of ignoring it as other 

traditional phenomenological approaches dictate (Connelly 2015).  The recognised 

flexibility of the methodology (Robinson 2002) permitted a reflective governance process 

to be used during data collection which ensured the explicit exploration of data and not 

the assumed as pre knowledge can precipitate (Pringle et al 2011).  In addition, taking 

advantage of pre-understanding of the current context of health visiting, emotion work 

and child protection ensured the most contemporary political, organisational and 

theoretical milieu was considered during analysis (Alvesson & Skoldberg 2009, Connelly 

2015). 

 

Sample  

The target study population were experienced HVs currently managing a caseload of pre-

school children within two Health Boards in Scotland.  Ten volunteer participants were 

recruited from those who responded to advertising flyers.  Any volunteers known 

personally by the researcher or registered HVs not active in caseload were excluded.    

The sample comprised all white Scottish women, aged between 35 – 60 years who had 

from seven to thirty years’ HV experience.  No male HVs volunteered.  The demographic 

of the sample was representative of the UK health visiting workforce that comprises 99% 

female HVs (DOH 2010, Information Statistic Division [ISD] 2014).  The national age 
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cluster of the general nursing and midwifery workforce employed by the NHS is 25 – 60 

years (ISD 2014) and the majority (83%) of the workforce are recorded as white (NMC 

2011).  

 

Ethical approval 

Recruitment and engagement processes were authorised by Research and Development 

Units as part of an established research governance process (Scottish Executive Health 

Department 2006).  Ethical approval was obtained from an academic committee.  All 

participants gave informed consent and were permitted to withdraw at any time without 

concern of consequence.  

 

Method 

In-depth semi-structured interviews were used to generate data.  The interviews were 

approximately one hour long and were aimed at enabling participants to explore the 

complexities and sensitivities of their work (Scherer et al 2001).  All interviews were 

recorded and transcribed verbatim. Two introductory questions were used: What aspect 

of your role do you find the most emotionally challenging?  How do you manage the 

emotions felt during these challenging times? Other questions were guided by the 

information shared by the participant. 

 

Analysis 

In line with an interpretative approach to phenomenology, transcriptions from each 

interview were read, re-read and independently considered (Pringle et al 2011).  This led 
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to thematic patterns being deduced as guided by the theoretical framework utilised for the 

study (Braun & Clarke 2006).  Using a circular approach (Alvesson & Skoldberg 2009); 

the verbatim statements were initially aligned to approximately 30 emergent themes 

which included: ‘emotions felt’, ‘professional confidence’, ‘organisational expectations’, 

‘case complexity’, ‘awareness and support’.  The process of interpretation and analysis 

continually reduced the number of headings that in the context of the literature and the 

comparative relationship of the data led to two main themes being identified: emotion 

challenges and emotion management.   

Quality Governance 

For the purpose of the study the principles of rigour and trustworthiness in qualitative research as 

proposed by Guba and Lincoln (1989) were adopted as good practice (Higginbottom et al 2013).  

Although Guba and Lincoln's approach has been criticized in some quarters (Sandelowski 1999) 

it was employed based on the extensive support it has in others  (Robson 2002, Farley & 

McLafferty 2003, Burns & Grove 2009, Streubert-Speziale & Carpenter 2011).  Adopting the 

principles of Guba and Lincoln has ensured that rigour was considered in terms of credibility, 

transferability, dependability and confirmability.   

 

To ensure the credibility of the data every endeavor was made to report it accurately.  As guided 

by Guba and Lincoln this was achieved in six main ways which included: having contact with the 

study context for the length of the study, being open and transparent with all participants about the 

researchers past experience, carrying out “peer debriefing” (p. 237) and “member checks” (p. 238) 

which involved peers and participants in the review of the data collected.  It also involved the 

researcher engaging reflective processes which were undertaken and recorded to ensure the  
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accuracy of the report and analysis. 

 

 

 

 

According to Guba and Lincoln (1989) the transferability of a qualitative study is out of the control 

of the researcher.  However a detailed account of the data and the study design has been recorded 

to assist others in the replication of the study which supports the notion of transferability.  To support 

this and to ensure the dependability and confirmability of the study, data provided in this paper is 

an accurate account of the perceived situation for HVs when it was collected.  These findings 

therefore should remain stable and relevant to the profession. 

 

FINDINGS 

Themes 

Theme Emotion Challenges Emotion Management 

 

Finding 

Sub themes 

 

• With families 

• With partner agencies and 

managers 

 

 

• Professional relationship 

• Support 

 

Discussion 

sub themes 

 

• Hidden Labour 

• Impact of undervalued emotion 

work 

 

 

• Infrastructures of support 
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Throughout the interviews the researcher’s field notes reflected that participants were 

able to articulate the complexity of their work and were open about their feelings and 

actions it generated.  The ease with which participants shared their feelings varied.  Some 

were more naturally prone to explain how they were thinking within situations rather than 

feeling.  Questioning facilitated an exploration of feelings and uncovered the themes and 

subthemes as highlighted in table 1 

Emotion Challenges 

Participants reported that they regularly engage with situations that involve emotion and 

present emotional challenges.  When examined collectively the most challenging 

emotions were felt when working with families, partner professionals and with managers. 

With families 

The majority of participants reported how challenging they find working therapeutically 

with families to influence behaviour change in a child-centred way.  This was particularly 

true when working within households where family members have competing demands, 

such as those affected by mental illness, addiction, homelessness and poverty. 

In each interview, examples of challenge were readily offered and participants stated that 

hearing their work reduced to tangible tasks, such as measuring a child’s growth or 

assessing their development, was ‘professionally belittling’ with no consideration given to 

the emotional investment that engaging a family in complex, holistic, psychosocial 

assessments or interventions requires. 
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Each participant illustrated that the complexity of their role has grown over the years.  

They suggested that this is due to the unique universality of their service which is provided 

to each child born in the UK until the age of 5 years, irrespective of socioeconomic 

background or history.  As such they work with both children and the majority of the 

population of child bearing age.  In this position they, and midwives, are often the first 

people to identify concern with an adult’s behavior as it relates to the current or future 

care of a pre-school child.  On the whole participants reported that they can find this 

emotionally challenging, however at the same time they feel they have learned to cope 

with it as an expected part of their job: 

“….I’ve been doing this since I was 17 (years old), working as a nurse for a long 

time and I’ve had to deal with people’s emotions and feelings all my life as part of 

my job and it’s something that you have to learn to deal with, you just get on with 

it…it becomes kind of second nature….”(p2) 

What they found more challenging is the feeling of professional isolation that can occur.  

As a universal service they are often expected to manage complex issues alone.  This 

tends to occur when concerns within a family are difficult to define in terms that relate to 

admission criteria set by specialist services.  One practitioner explained what it was like 

to work with one very challenging client with volatile moods and behaviour reflective of 

personality disorder: 

“….they’ve (parents) never seen a psychiatrist, very seldom seen a GP (General 

Practitioner), but their manipulative behaviour and the way they present is very, very difficult 
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and these have been the ones I have had difficulty getting social work involved because 

they can present as coping….”(p1)  

 

With partner agencies and managers 

Throughout the interviews professional isolation and a lack of recognition from partner 

agencies and line managers presented challenges for which HVs were less prepared for 

than those presented by families.  All practitioners reported times when they felt 

professionally undermined and prevented from arranging effective interventions for 

children.  This occurred when the child’s requirements were beyond the HVs scope of 

expertise and referral information was not accepted by specialists:  

“….sometimes the frustration around having experience and insight and the ability to 

assess the situation in a family and perhaps not being listened to by Social Work.  That our 

experience and input is sometimes dismissed if it (our assessment findings) does not fit the 

criteria (for admission)…”(p5) 

 

Similarly participants report that they find it difficult to work with managers when there appears to 

be a lack of recognition about the complexity or the emotional pressures impacting on their role.  

Comparable to the encounters with partner agencies, HVs find dealing with managers challenging 

as they believe they can present obstacles to care delivery: 

 

“…. trying to maintain the standards that you set for yourself professionally and personally 

in the face of staff shortages, lack of leadership and working with people (managers) who 

don’t understand your role…”(p3) 



440 
 

 

Participants were open about the stress and fear they feel when their work expectations become 

overwhelming: 

 

“...you can’t get on top of things, you fall behind and that becomes more stressful.  You 

don’t get your paperwork done which is quite stressful because you need to…”(p4) 

In each work based scenario offered, all participants were aware of their emotions and 

described a range of feelings. The main words used were, ‘anger, frustration, sadness, 

fear and happiness’.  Negative feelings tended to be related to situations involving 

managerial discussions about workload as well as those concerning parental behaviours.  

However, there was a sense of positivity when change for the wellbeing of children was 

evident e.g. when difficult child protection case decisions appear to result in an 

observable improvement to a child’s health and wellbeing. 

 

Emotion Management 

Throughout the interviews participants were open about the feelings they experienced 

when at work, however they disclosed that they did not always express these emotions 

readily in the workplace.  When questioned why they managed their emotion to prevent 

expression; participants reported that they do this to promote professional relationships 

with families for the purpose of intervening therapeutically and to sustain a professional 

image: 
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 “You would never go into a family and be angry but you would come out being 

really annoyed….you can't do anything about it…., that's unprofessional….”(p4)  

“…you do feel it internally but….I don't think that would really get you anywhere 

being angry with someone… I think we try all ways round, sometimes you can try 

a bit of humour,…not make a joke of it, but try and…make it a wee bit more 

upbeat…to maybe try and change things….you know like some people I could go 

into and think there's absolutely no way, if I say the one thing out of line I will be 

put out of the house….”(p2) 

 

Professional relationships 

To sustain relationships, HVs believed that they have to take a “measured approach” in 

how they expressed their internal emotions with families. They report that this supports 

them to manage their emotions to prevent over involvement and to uphold the purpose of 

their role: 

“….you have to keep your emotions in check to remain professional and to 

remain…objective….having a balance between caring for a family and caring 

about the welfare of a child, but also then not getting too emotionally involved as 

well.”(p10) 

This quote aligns with the findings from all participants who reported they manage their 

emotions with the aim of working effectively with families by displaying empathy and 

compassion whilst at the same time working hard to ensure that the understanding they 
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have for a family’s situation, or the negative emotions they feel towards the adults within 

the household, does not interfere with the child-centred requirements of their work.  

To manage emotions for these purposes each participant stated that they are able to do 

this through the development of personal strategies.  These are established through 

experience, learning and education and by having supportive colleagues.  HVs reported 

that how they manage their emotions is dependent on the situation.  

 

Support 

The majority admitted that in relation to work challenges they were more inclined to 

express feelings of frustration and anger openly and directly to managers and inter-

professional colleagues (within the scope of organisational dignity at work policies); 

whereas families were, on the whole, exposed to professionally expressed emotions.  

Participants described that true feelings of anger, frustration and sadness are contained 

during family contacts and only expressed remotely.  Remote expression would include: 

crying in their car and engaging in independent and facilitated reflection with supportive 

colleagues in their office.  All participants reported that they depend on these activities to 

remain professionally safe and to prevent stress.  

Every participant in the study received formal clinical supervision facilitated by their 

employer; but not one participant shared this information spontaneously.  This was only 

revealed when asked about it directly by the researcher. Instead, each participant 

emphasised that they used the external support received from colleagues to manage their 

emotions.   
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They expressed that interactions with “trusted” colleagues were invaluable in supporting 

them to “normalise” their emotions and affirm decisions taken.   They highlighted that they 

seek this from colleagues due to their timely availability, perceived credibility and the 

understanding they have about the pressures and complexity of the job:  

“So I come back in and sometimes feeling rather exasperated and kind of need to 

talk about it quite quickly to somebody to…share the frustration”(p6) 

“….it's a very different conversation that you have with someone who does 

understand the role of the job when you're discussing the pressures, stresses and 

emotional demands of the job. It's a very different conversation that you have 

compared to having a discussion with someone (manager) who doesn't 

understand, who has no experience and understanding of the job and the role.”(p3) 

Clinical Supervision practice on the other hand was seen by the majority of the 

participants as organisation led and not for their emotional support. All of the participants 

agreed that clinical supervision has a place in health visiting in providing the time for 

reflective discussions relating to caseload management and case decisions.  However 

for all participants, with organisationally allocated supervisors who were either a child 

protection advisor or team leaders; the perceived credibility of the supervisor influenced 

the benefits they got from it: 

“At the moment we get clinical supervision which to be honest ….where I am at the 

moment is not helpful at all….it's not purposeful to me, it's going through the 

motions.  It's very difficult with clinical supervision, it comes from the top down and 
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we're being supervised by managers or individuals who have no direct experience 

of health visiting.”(p5) 

“…you feel very, very alone as a health visitor….. we get…Child Protection 

supervision which is to go through each case regardless of the level of risk and the 

level of involvement with them, which on the whole is not particularly helpful…. it 

feels very much the organisation is protecting itself by very much a task orientated 

approach of you know; are you following the guidelines…”(p10) 

 

One practitioner shared a story involving an injured child to justify her intense feelings 

about the lack of emotional support offered by her employer.  On notifying her team 

leader of the incident she was questioned –‘when did you last see the child? Is your 

paperwork up to date?’  At no time was she asked how the child was or how she was.  

This led to reduced morale as she felt her value within the organisation was belittled to 

tangible tasks.  All participants reported that such situations influenced the levels of 

“stress” experienced.   

 

Stress mainly occurred when they found it difficult to cope with the unrecognised 

demands of their job.  For each practitioner this corresponded to times when trusted 

colleagues were also feeling overwhelmed, were not at work or had retired.  In all 

reports this led to needing “time out”.  One HV had been through this recently.  Her 

descriptive account demonstrates the influence this had:   
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“I wasn't going to get upset (crying), but I do because I was really stressed, I wasn't 

sleeping very well at all, and my kids as well there's been an impact on them 

definitely…. you're still thinking about work…you're not really totally focused on 

them, it takes you a long time to switch off, and then you're dreading going back to 

work….. Over-whelmed yeah…you think aw I've got this to do, I've that to do, but 

in health visiting the job is never finished, you've always got something else to do, 

but it is actually just the sheer amount of work, with no back-up.  You were saying, 

to managers, phoning them and saying this is unsafe, and we're over our limit for 

child protection and then getting told to take on cases just from another area, and 

I thought I need to leave, or I will be off ill, or something is going to happen” (p9) 

 

DISCUSSION 

The findings portray health visiting as a complex, emotionally challenging job.  As the 

data suggests the role is variable and unpredictable due to the universality of the role; 

with emotion management involved in a large proportion of the work.  This emotion work 

ranges from supporting a new parent with anxiety about the care needs of their child to 

one of managing distress.  It is evident that with increasing frequency health and social 

care practitioners are required to work in complex, emotionally charged and potentially 

volatile environments to safeguard children (Brandon et al 2010, Vincent & Petch 2012).   

Such practice requires abilities and attributes to effectively manage erratic and irregular 

behaviour of others (Laming 2003, Scottish Government 2010).   

Our data suggests that to do this effectively, the main skill required in child focused 

practice is the ability to assess, recognise and respond in contentious situations.  This 
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involves emotion work to manage, deescalate and maintain work with families which 

promote positive outcomes for children while avoiding emotional responses that would 

jeopardise professional relationships and personal safety.  

Participants’ accounts demonstrated how they used EL (Hochschild 1983) in their health 

visitor practice. However, in contrast to Hochschild’s findings, it appears that HVs regulate 

and manage their emotions beyond the expectations of their employer.  Instead, emotion 

management is linked to professional identity and professional relationship building.   

These findings correspond to studies by Smith (1992, 2012) and Theodosius (2008).  It 

is apparent that when considering the care needs of others, internal processes to manage 

one’s own emotion are more complex than a one process action.  In health visiting, like 

nursing, EL practice involves in-depth processes to both internally contain personal 

emotions, while at the same time externally assisting others to explore their emotions 

(Ruch 2008, Karimi et al 2014).  This becomes increasingly complex when also 

maintaining professional standards of empathic, compassionate, respectful and human 

valuing healthcare (NMC 2015).   

 

It is evident that for HVs to do this effectively, they utilise a variety of skills and attributes 

that can be aligned to a number of theoretical constructs.  According to Douglas (2007) 

this is not an uncommon finding as professionals who work with children and families 

are often influenced and guided by a number of theoretical principles due to the 

competing demands within each family.   
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Hidden labour 

The study data illustrated that practitioners require a level of professional agility to 

navigate, address and manage complex emotion work (Douglas 2007, Harlow & Smith 

2012).  There was evidence that each interviewee was confident in their ability to 

manage their role intricacies.  However it was clearly believed that the complex nature 

of their role was not recognised by others. This causes disparity in role understanding 

between those aligned with the profession and those experiencing the profession.   

 

In the UK academic, political and expert developments provide evidence about the 

actions undertaken by the HV (Cowley & Frost 2006, Laming 2009, Appleton 2011, 

RCN 2011, Scottish Government 2012, DOH&PH England 2013, NNRU 2013).  

However there remains a mismatch of understanding about the level of complexity the 

HV deals with.  This lack of visibility could be attributed to three factors.  Academically it 

can be attributed to the lack of research on the specific child protecting role of the HV 

(Harlow & Smith 2012, NNRU 2013).  Sociologically it is proposed as an outcome of the 

historical design of health visiting, with the role previously promoted as a ‘mothers 

friend’ (Davies 1988, page 49) to covertly disguise their societal monitoring role 

(Peckover et al 2013). Or finally, the suggestion that there is a lack of value given to 

communicative, emotion work which leads to a lack of work recognition (Davies 1988, 

Gray & Smith 2008, Smith 2012).  The limitations of this study cannot confirm or deny 

all three points, but it does highlight that internal emotion management in health visiting 

does contribute to this situation.      
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Impact of undervalued emotions work 

The impact that this lack of visibility has on HVs was initially ambiguous throughout the 

data with contradictory evidence apparent. In essence it parallels Hochschild's (1983) 

findings.  Hochschild’s suggests that regular engagement with emotion work in familiar 

circumstances increases work competence. This was something HV participants’ 

confirmed by initially expressing feelings of competence and resilience to the emotional 

challenges of their role (Rutter 2007).  However as is evident in this study and 

Hochschilds, the ability to cope in challenging situations falters when feelings of 

unrecognised or undervalued work, poor support, professional isolation and a loss of 

workload control emerge.   

In Hochschild’s study participants complained about stress when employer expectations 

increased. This was referred to as ‘speed up’ (Hochschild 1983, page 21) and aligned to 

an analogy of a factory conveyor belt that as it increases in speed; it escalates 

expectations from workers and reduces their ability to cope.  Examples of when this 

occurs are during times of organisational restructure or staff shortages.  These examples 

align with the findings of this study, with HVs relating their feelings of stress to times when 

they have reduced control and support. Polk (1997) suggests that to remain resilient, 

individuals have to feel supported, in control and able to access resources (Polk 1997), 

something that is absent in the findings of this study.    

Such findings fuel concern that a lack of role recognition and support may impact on a 

practitioner’s ability to work effectively to protect children.  Although further research is 

required to qualify this, it is evident that this is something participants are aware of.  They 
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appear mindful that a lack of concentration, engagement or sensitivity on their part could 

have irreversible implications for children, families and communities (Laming 2003, 

Brandon et al 2010, Vincent & Petch 2012). 

In the first collective audit of significant case reviews in Scotland, Vincent and Petch 

(2012) imply that employers are not connected with the emotional needs of practitioners.  

They record a lack of information about the emotional wellbeing of professionals involved 

with children who either died or experienced harm.  Such findings correspond to the study 

data.  According to practitioners, the structured supervision they receive does not 

consider their emotions or recognise a relationship between these and their professional 

wellbeing needs. 

Infrastructures of support  

This evidence is significant, especially as both study areas were evidently investing in 

supervisory frameworks.  Unfortunately current supervision arrangements were 

perceived as inadequate.  This was attributed to the belief that supervisors have a 

superficial understanding of the role and focus solely on protocol adherence.  This 

approach appears not to provide a safe ‘backstage’ area where HVs are comfortable to 

remove their professional mask and attend to the emotions they feel in practice 

(Hoschchild 1983, page 118).    

 

Undeniably, organisationally driven supervision is essential in child protection services 

(Laming 2009, Beddoe 2010, Harlow and Smith 2012).  However the governance needs 

of the organisation should not be at the expense of supervision styles required to 
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sustain emotional resilience (Ruch 2008, Wallbank and Hatton 2011).   For this 

practitioners require access to supervision sessions with a neutral, non-managerial 

figure whose attention is their emotional wellbeing (Ruch 2008).    

 

Several study participants referred to the supervision that social workers (SW) receive 

as exemplary.  However, although supervision frameworks are more established in SW 

services, SWs report similar experiences to HVs (Winstanley & White 2003, Beddoe 

2010).  SWs also believe that their supervision is solely for governance purposes 

(Adamowich et al 2014). According to Beddoe (2010) this situation is a symptom of the 

litigious condition of society; with insecure employers being so concerned about practice 

scrutiny that they overlook positive ways to sustain practice. 

 

Study Limitations 

This study obtained data to answer its initial question however two main limitations are 

evident with the study.  Firstly, the study focused on one main theoretical framework. It 

would be of interest if other communicative theories were explored in relation to HV 

practice.  Secondly there is a lack of sample diversity.  Although the study sample was 

representative of the general population of HVs in the UK, a comparative study with 

ethnic and male gender HV groups within each of the four countries of the UK would 

add to the findings. 

          

Recommendations 

As a result of this study it would be recommended that: 
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• Employing organisations’ examine the supervision and support infrastructures that are in 

place in relation to practitioners who frequently have to manage of emotions   

• An exploration of theoretical frameworks that influence practice in child focused services 

e.g. emotional intelligence (Goleman 1999); the use of ‘self’ within the therapeutic 

relationship (Adamowich et al 2014); containment theory (Bion 1962, Ruch 2008, 

Douglas 2007) and professional expertise (Benner 1984, Benner & Wrubel 1989) is 

undertaken  

• A practitioner led campaign to increase people’s awareness about the complexity of the 

child safeguarding role 

• An exploration into the emotional experiences of diverse groups undertaking this work  

• An exploration into the impact the management of emotion can have on practice within 

child safeguard and protection services with a specific focus on assessment abilities.  

 

CONCLUSION 

The study has explored the emotion work and emotion management processes of the 

HV.  It has evidenced that this type of work is emotionally complex; with its main role and 

function one of communication.  This communication is aimed at assessing and 

addressing challenging, emotive behaviours, with the focus of working with families to 

provide a safe and protective social, emotional and domestic environment for children.  In 

conclusion this study has provided evidence that although health visiting is recognised 

nationally within policy as the profession able to identify and address need as well as co-

ordinate services to safeguard and protect children, there continues to be a lack of 

visibility of this role by professionals and managers. This hidden role is detrimental to the 
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professional wellbeing of the practitioner and in turn could impact on the wellbeing of 

children services.  Without a clear understanding of a professional’s role and full 

acknowledgement of the emotional aspects of the work; supportive organisational 

infrastructures will be inept and could result in practitioners with limited resilience and 

high levels of stress and burn out. It is proposed that the findings of this study can be 

transferred to several areas of health and social care where emotion management 

expectations are high.  
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Appendix 4 
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Appendix 5  
Recruitment Letters and Flyer 
 

Recruiting Letter 
 
Date as Postmark 

 
 
 
Address 
…………………………. 
………………………… 
…………………………….. 
Edinburgh  
…………………… 
 
 
Dear Colleague 
 
 
RE: RESEARCH STUDY  
 
 
I am currently recruiting health visitors onto a research study and would be grateful if you could 

bring the enclosed flyer to the attention of staff within health visiting teams.  The study is aimed at 

health visitors currently registered with the NMC and responsible for a caseload of children 0 – 5 

years. 

This study has been given approval by NHS…………. Research and Development Unit, IRAS 

Reference number:  186203 

For further information please contact me via email – j.taylor-29@sms.ed.ac.uk 

Thank you in advance for the time taken with this request. 

 
Yours faithfully 
 
 
Jillian Taylor 
PhD student 
 
Enc 

Jillian Taylor 
PhD Student 

 NURSING STUDIES 
The University of Edinburgh 

The Medical School 
Teviot Place 

Edinburgh EH8 9AG 
E-mail : j.taylor-29@ed.ac.uk 
Contact Telephone at UWS:   

01698 283100 ext 8420 

 

mailto:j.taylor-29@sms.ed.ac.uk
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Interview Confirmation Letter 
 
Date as Postmark 

 
 
 
 
Address 
…………………………. 
………………………… 
…………………………….. 
Edinburgh  
…………………… 
 
 
 
 
 
Dear ………. 
 
RE: RESEARCH STUDY  
 
Thank you for volunteering to be part of the research study aimed at exploring what may be 
influencing the assessment of children and families with a focus on emotion work.  As agreed on 
the telephone we have arranged to meet on  
 
Date 
Time 
Venue 
Before meeting I would request that you read the information leaflet enclosed.  This will give you 
more detailed information about the study and will help you decide whether you are willing to take 
part.  When we meet I will answer any questions you have.  
 
For further information please contact me via email on j.taylor-29@sms.ed.ac.uk. 
 
I look forward to meeting you. 
 
Yours sincerely 
 
 
 
 
Jillian Taylor 
PhD student 
 
Enc 

Jillian Taylor 
PhD Student 

 
NURSING STUDIES 

The University of Edinburgh 
The Medical School 

Teviot Place 
Edinburgh EH8 9AG 

E-mail : j.taylor-29@sms.ed.ac.uk 
Contact Telephone at UWS:   

01698 238100 ext 8420 

 

mailto:j.taylor-29@sms.ed.ac.uk
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Flyer example 
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Appendix 6 
Participant Information 
 
 
Safeguarding Children:  WHAT MAY BE INFLUENCING THE ASSESSMENT OF CHILDREN AND 
FAMILIES? 

 
Participant Information Sheet 

You are invited to take part in a study which aims to explore health visitors’ (HV) perceptions about what may 
influence the assessment of children and families living in a variety of social circumstances. 
  
What are the reasons for the study? 
It is recognised that HVs deal with a number of complex issues and emotions in their day-to-day activities.  
However limited literature exists to record how HV’s manage this complexity to enable effective child and 
family assessment.  This lack of evidence often leads to assumptions being made by others about what 
supports HVs need from professional frameworks such as clinical supervision.  This study is aimed at giving 
HVs the opportunity to fully explore what positive and negative factors influence their work. 
 
Why have I been invited to participate? 
You have been invited to take part in this study because you are a registered health visitor based in Scotland 
with responsibility for a caseload of pre-school children.  It is recognised that only HVs know what it is like to 
work with the challenges and complexities of this role so your experience is crucial to inform the study.     
 
Who will be selected? 
All HVs who work actively within caseload in NHS Scotland are eligible to take part.  The study requires 
participants working in caseloads with various demographics and with a variety of education/learning 
experience e.g. counselling skills, mindfulness, Solihull etc.  All respondents will be considered for the study.    
 
Do I have to take part? 

No. Taking part in a research project is completely voluntary.  It is up to you to decide whether you wish to 

take part or not.  You are given this information sheet and consent form in order to decide whether you wish 
to take part.  After receiving the information sheet you are given between 1 and 2 weeks to decide.  If you do 
decide that you would like to take part, only then will the consent form be signed. Consent will be obtained 
by me, Jillian Taylor.  
 
Signing the consent form does not mean that you then must take part.  You can still withdraw from the study 
at any time without giving a reason and without any disadvantage to my work. In this instance I will not use 
any of the information you have given me.  
 
There will be no financial incentives in taking part in this study.   
 
What does the Research Involve? 
The research will involve meeting with me, Jillian Taylor, for an interview that will last approximately 1 - 1.5 
hours and some observation in your office that will last a minimum of 30 minutes but longer if you have 
availability.  The interview will have limited structure but will commence with a few questions just to start the 
discussion and to encourage you to speak about your experience.  The interview will be recorded, and you 
can choose whether this is video or audio.  The preference for the research is video however your choice 
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will be respected.  The observation part of my contact will just involve me sitting in your office taking notes 
about what I see when you and others are working.  
 
What are the benefits and risks to taking part in the Research? 
I hope that by conducting this research I can provide knowledge to HVs that will support their ability to 
recognised positive influencers to assessment and decision making and enable their recognition and 
management of negative influences.   
 
You may find being able to talk about your experiences very helpful as I will aim to listen to what you to tell 
me.  I appreciate however that revisiting some experiences may be difficult for you.  Please be reassured 
that you will be able to stop the interview at any time if this is the case.  There will also be the opportunity for 
additional support if you feel you would like this.   
 
Will the research remain Confidential? 

Yes. The study will be conducted in confidence and neither names nor identifying data will ever be used 

when presenting any information.  I will take care to anonymise situations and will seek your permission 
before using examples of care in my work. 
 
All information collected during the project will be kept securely in the University of the West of Scotland and 
only the researcher will have access to it before it is anonymised.  I will use an administrative assistant when 
posting you information about the study but she will not have access to the data collected.   My supervisors 
will work with me to analyse the information gained from the study but only when it is anonymised.    
 
Your rights under the Data Protection Act 1998 remain at all times.  All procedures for handling, processing, 
storage and destruction of the data will comply with the Act.   
 
What will happen at the end of the Study? 
The study will take place over December 2015 to April 2016 with interviews planned from December 2015 
onwards. Once the information has been collected it will be used to inform workshops and will be 
disseminated to improve practice and inform HV research.  All participants will receive a copy of reports 
produced.  
 
Who is organising and funding the study? 
This study is being organised by the University of Edinburgh and will be funded as part of PhD programme 
of study by the students employing organisation, University of the West of Scotland. 
 
What if I have any questions? 
If you have any further questions or concerns regarding the study please contact those involved or aware of 
the study as detailed overleaf.  
 
 
 
Study contact details: 
 
 
Researcher:    Jillian Taylor 

PhD candidate 
Nursing Studies 
University of Edinburgh  
Old Medical School      
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Doorway 6, Teviot Place  
EDINBURGH, EH8 9AG                
Email:  j.taylor-29@sms.ed.ac.uk          

Tel. 07761882619 or contact at UWS:  01698 283100 

 
 
Supervisor:    Professor Pam Smith    

Address as above 
Tel: 0131 651 3921 

 
   
Independent contact:   Dr Colin Chandler 
    Address as above 
                                           Tel. 0131 651 5168 
 
Complaints:   researchgovernance@ed.ac.uk  
 
 

 

  

mailto:j.taylor-29@sms.ed.ac.uk
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Appendix 7 
Consent form 
 

Informed Consent Form  
 

Study title: Safeguarding Children: What may be influencing the assessment of children and 
families? 
 
Please initial each statement below  

 

1. I confirm that I have read and understand the information sheet for the above study and 

have had the opportunity to consider the information and ask questions 

 

2. I understand that the data will be gathered through interviews. The interviewing 

period is for about 1 – 1.5 hours, and I can choose the NHS location for the 

interview and a time at my convenience. 

 

 

3. I understand and agree that the interview is to be video or audio recorded (please 

circle one).  I am aware that a secretarial assistant will be used to transcribe my 

audio data into a word document but she will not have access to my personal 

information.   

 

 

4. I understand that the recordings and transcribed data will be used only for 

research purposes and data will be handled, stored and destroyed in compliance 

with the Data Protection Act 1998.  

 

5. I also understand that my personal information will be stored in a secure area at 

the University of the West of Scotland, Hamilton Campus and will be confidential. 
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6. I understand that relevant sections of data collected during the study may be 

looked at by individuals from the regulatory authorities and from the Sponsor 

(University of Edinburgh) or from NHS Health Board(s) where it is relevant to my 

taking part in this research.  I give permission to those individuals to have access 

to this information.  

 

 

 

7. I understand that the findings of the research will be published after completion 

of the study but that all participants will be anonymous and personal identifying 

material will not be disclosed. 

 

 

8. I know that the research will not have any direct benefits for me. However, the 

results of this study will be useful for improving future supportive frameworks for 

health visitors. Furthermore, I know that participation in this study is my choice 

and the personal risks are minimal. I understand that I can withdraw from this 

study at any time without giving any reason and there will not be any 

disadvantage to me in any way. 

 

 

9. I agree to take part in the study 

 

 

 

 

Participant name:                                             Signature:                                         Date: 

 

Person taking consent:                                   Signature:                                          Date:  

 

 

Original x 1 to be retained in study file. 

Copy x 1 to be retained by the participant. 
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Appendix 8 
Tools for Critical Discourse Analysis  

(Gee 2014, pages 199 - 204) 
 

Tool #1: The Diexis Tool 
For any communication, ask how deictics are being used to tie what is said to context and to make 
assumptions about what listeners already know or can figure out.  Consider uses of the definite 
article in the same way.  Also ask what deictic like properties any regular words are taking on in 
context, that is, what aspects of their specific meanings need to be filled in from context. 

 
Tool #2: The Fill In Tool 
For any communication, ask: Based on what was said and the context in which it was said, what 
needs to be filled in here to achieve clarity?  What is not being said overtly, but is still assumed to 
be known or inferable?  What knowledge assumptions and inferences do listeners have to bring 
to bear in order for this communication to be clear and understandable and received in the way the 
speaker intended? 
 

Tool #3: The Making Strange Tool 
For any communication, try to act as if you are an “outsider”.  Ask yourself: What would someone 
(perhaps, even a Martian) find strange here (unclear, confusing, worth questioning) if that person 
did not share the knowledge and assumptions and make the inferences that render the 
communisation so natural and taken-for-granted by “insiders”? 
 

Tool #4: The Subject Tool 
For any communication, ask why speakers have chosen the subject/topics they have and what 
theya re saying about the subject.  Ask if and how they could have made another choice of subject 
and why they did not.  What are they organising information the way they are in terms of subject 
and predicates? 
 

Tool #5: The Intonation Tool 
For any communication, ask how a speaker’s intonation contour contributes to the meaning of the 
utterance.  What idea units did the speaker use?  What information did the speaker make salient 
(in terms of where the intonational focus is placed)? What information did the speaker background 
as given or old by making it less salient?  In dealing with written texts, always read them out loud 
and ask what sort of intonation contour readers must add to the sentences to make them make 
full sense. 
 

Tool #6 The Frame Tool 
After you have completed your discourse analysis – after you have taken into consideration all the 
aspects of the context that you see as relevant to the meaning of the data – see if you can find out 
anything additional about the context in which the data occurred and see if this changes your 
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analysis.  If it doesn’t your analysis is safe for now.  If it does, you have more work to do.  Always 
push your knowledge of the context as far as you can just to see if aspects of the context are 
relevant that you might as first have not thought were relevant or if you can discover entirely new 
aspects of the context. 
 

Tool #7: The Doing and Not Just Saying Tool 
Form any communication, ask not just what the speaker is saying, but what he or she is trying to 
do, keeping in mind that he or she may be trying to do more than one thing. 
 

Tool #8: The Vocabulary Tool 
For any English communication, ask what sorts of words are being used in terms of whether the 
communication uses a preponderance of Germanic words or of Latinate words.  How is this 
distribution of word types functioning to mark this communication in terms of style (register, social 
language)?  How does it contribute to the purposes for communicating? 
 

Tool #9: The Why This Way and Not That Way Tool 
For any communication, ask why the speaker built and designed with grammar in the way in which 
he or she did and not in some other way.  Always ask how else this could have been said and what 
the speak was trying to mean and do by saying it the way in which he or she did and not in other 
ways. 
 

Tool #10: The Integration Tool 
For any communication, ask how clauses were integrated or packaged into utterances or 
sentences.  What was left out and what was included in terms of optional arguments?  What was 
left out and what was included when clauses were turned into phrases?  What perspectives are 
being communicated by the way in which information is packaged into main, subordinate, and 
embedded clauses, as well as into phrases that encapsulate a clause’s worth of information? 
 

Tool #11: The Topic and Theme Tool 
For any communication, ask what the topic and theme is for each clause and what the theme is of 
a set of clauses in a sentence with more than one clause.  Why were these choices made?  When 
the theme is not the subject/topic, and, thus, has deviated from the usual (unmarked) choice, what 
is it and why was it chosen? 
 

Tool #12: The Stanza Tool 
In any communication (that is long enough), look for stanzas and how stanzas cluster into larger 
blocks of information.  You will not always find them clearly and easily, but when you do, they are 
an important aid to organising your interpretation of data and of how you can display that 
interpretation. 
 

Tool #13: The Context is Reflexive Tool 
When you use the Fill in Tool, the Doing and Not Just Saying Tool, the Frame Problem Tool, and 
Why this Way and Not that Way Tool, and all other tools that require that you think about context 
(and not just what was said), always ask yourself the following questions: 
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1. How is what the speaker is saying and how he or she is saying it helping to create or 

shape (possibly even manipulate) what listeners will take as the relevant context? 

2. How is what the speaker is saying and how he or she is saying it helping to reproduce 

contexts like this one (e.g. class sessions in the university), this is helping them to 

continue to exist through time and space? 

3. Is the speaker reproducing contexts like this one unaware of aspects of the context that if 

he or she thought about the matter consciously, he or she would not want to reproduce? 

Is what the speaker is saying and how he or she is saying it just, more or less, replicating (repeating) 
contexts like this one or, in any respect, transforming or changing them? 
 

Tool #14: The Significance Building Tool 
For any communication, ask how words and grammatical devices are being used to build up or 
lessen significance (importance, relevance) for certain things and not others. 
 

Tool #15: The Activities Building Tool 
For any communication, ask what activity (practice) or activities (practices) this communication is 
building or enacting.  What activity or activities is this communication seeking to get others to 
recongise as being accomplished?  Ask also what social groups, institutions, or culture support 
and norm (set norms for) whatever activities are being built or enacted.  (The Doing and Not Saying 
Tool deals with actions; this tool deals with activities/practices). 
 

Tool #16: The Identities Building Tool 
For any communication, ask what socially recognisable identity or identities the speaker is trying 
to enact or to get others to recognise.  Ask also how the speaker’s language treats other people’s 
identities, what sorts of identities the speaker recognises for others in relationships to his or her 
own.  Ask, too, how the speaker is positioning others, what identities the speaker is “inviting” them 
to take up. 
 

Tool #17: The Relationship Building Tool 
For any communication, ask how words and various grammatical devices are being used to build 
and sustain or change relationships of various sorts among the speaker, other people, social 
groups, cultures, and/or institutions. 
 

Tool #18: The Politics Building Tool 
For any communication, ask how words and grammatical devise are being used to build (construct, 
assume) what count as a social good and to distribute this good to or withhold it from listeners or 
others.  Ask, as well, how words and grammatical devices are being used to build a viewpoint on 
how social goods are or should be distributed in society. 
 

Tool #19: The Connections Building Tool 
For any communication, ask how the words and grammar being used in the communication 
connect or disconnect things or ignore connections between things.  Always ask, as well, how the 
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words and grammar being used in a communication make things relevant or irrelevant to other 
things or ignore their relevance to each other. 
 

Tool #20 The Cohesion Tool 
For any communication, ask questions like: How does cohesion work in this text to connect pieces 
of information and in what ways?  How does the text fail to connect other pieces of information?  
What is the speaker trying to communicate or achieve by using cohesive devices in the way he or 
she does? 
 

Tool #21: System and Knowledge Building Tool 
For any communication, ask how the words and grammar being used privilege or de-privilege 
specific sign systems (e.g. Spanish vs English technical language vs everyday language, words 
vs images, words vs equations, etc.) or different ways of knowing and believing claims to 
knowledge and belief? 
 

Tool #22: The Topic Flow or Topic Chaining Tool 
For any communication, ask what the topic are of all main clauses and how these topics are linked 
to each other to create (or not) a chain that creates an overall topic or coherent sense of being 
about something for a stretch of speech or writing.  Topics in subordinated and embedded clauses 
represent less prominent topics that are subordinated to the main chain of topics in the main 
clauses, but it is useful to ask how they relate to the main chain of topics.  Ask, as well, how people 
have signalled that they are switching topics and whether they have “spoken topically” by linking 
back to the old topic in some first.  Look, as well, for topic shifted structures and how they are being 
used. 
 

Tool #23: The Situated Meaning Tool 
For any communication, ask of words and phrases what situated meaning they have.  That is, 
what specific meanings do listeners have to attribute to these words and phrases given the context 
and how the context is construed? 
 

Tool #24: Social Language Tool 
For any communication, ask how it uses words and grammatical structures (types of phrases, 
clauses, and sentences) to signal and enact a given social language.  The communication may 
mix two or more social languages or switch between two or more.  In turn, a social language may 
be composed of words or phrases from more than one language (e.g. it may mix English and 
Spanish). 
 

Tool #25: The Intertextuality Tool 
For any communication, ask how words and grammatical structures (e.g. direct or indirect 
quotation) are used to quote, refer to, or allude to other “texts” (that is, what others have said or 
written) or other styles of language (social languages). 
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Tool #26: Figured World Tool 
For any communication, ask what typical stories or figured worlds the words and phrases of the 
communication are assuming and inviting listeners to assume.  What participants, activities, ways 
of interacting, forms of language, people, objects, environments, and institutions, as well as values, 
are in these figured worlds? 
 

Tool #27: The Big “D” Discourse Tool 
For any communication, ask how the person is using language, as well as ways of acting, 
interacting, believing, valuing, dressing, and using various objects, tools, and technologies in 
certain sorts of environments to enact a specific socially recognisable identity and engage in one 
of more socially recognisable activities.  Even if all you have for data is language, ask what 
Discourse this language part of, that is, what kind of person (what identity) is this speaker or writer 
seeking to enact or get recognised.  What sorts of actions, interactions, values, beliefs, and objects, 
tools, technologies, and environments are associated with this sort of language within a particular 
Discourse? 
 

Tool #28: The Big “C” Conversation Tool 
For any communication, ask what issues, sides, debates, and claims the communication assumes 
hearers or readers know or what issues, sides, debates, and claims they need to know to 
understand the communication in terms of wider historical and social issues and debates.  Can the 
communication be seen as carrying out a historical or widely known debate or discussion between 
or among Discourses?  Which Discourses? 
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