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Abstract 

 

Children undergoing clinical procedures in acute hospital settings can experience 

fear, pain and anxiety which can cause them to resist procedures. When children 

resist procedures, they may be held still for a procedure to be completed. Most 

literature examines the perspectives of parents and professionals of clinical 

procedures and specifically the use of clinical holding to complete a procedure. 

There is little evidence of the directly reported perspectives of children.  

 

This study aimed to explore children’s experiences and perceptions of having a 

clinical procedure and being held for a procedure. A child-centred qualitative 

approach using augmented interviews was used to engage with 22 children with 

long term conditions across two field-work sites. 

 

Children described that it helped them during their procedures if they knew what 

was going to happen, knew that they could have some choices and knew they 

would be listened to; this ‘certainty’ and ‘control’ was reported as helping them 

manage and construct ways to ‘get through’ their procedure. Children 

demonstrated that they understood the reasons for their procedure and why 

holding was used. They also discussed the importance of communication and 

trust with parents and health care professionals when they were being held.  

 

These findings are discussed within the model of Children’s Experiential 

Procedural Learning Cycle which is an adaptation of Kolb’s (1984) experiential 

learning cycle. This model critically examines what and how children with long 

term conditions learnt during their multiple experiences of clinical procedures and 

being held.  

 

This study adds to existing evidence relating to children’s experiences of being 

held for clinical procedures and the supportive measures which can promote 

children’s positive experiences of procedures.  
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Chapter 1: Introduction 

 

In this chapter I will discuss the origins of this study and provide some broad 

context on the background of clinical holding and other literature to position the 

study.  

 

This study is of children’s perceptions and experiences of undergoing clinical 

procedures and being held for these procedures within a hospital setting. As a 

children’s nurse I have been involved in countless clinical procedures which have 

involved a child being held still either by staff and/or by their parents. I have 

always found this a challenging and uncertain aspect of clinical practice and over 

the years I have often reflected on this practice and the choices made to hold 

children in practice settings. Part of my role now as a senior lecturer in children’s 

nursing is to develop and deliver teaching and learning activities for student 

nurses in the practice of holding children for procedures. In 2011 I began to 

explore the literature on this topic to inform my teaching, and I became aware of 

the limited literature and in particular empirical research, to underpin the training 

and guidance for practice of health care professionals to hold children in practice. 

I was particularly aware that the evidence base did not contain children’s directly 

reported experiences of being held, and at that time I was surprised that the 

perspectives of children were not evident within the published literature. 

 

In 2012 I was involved in a research study which sought to explore what happens 

when children are held for clinical procedures within an acute hospital setting 

(Bray et al, 2016). This study involved observational and interview methods to 

gather the perspectives of children, parents and health care professionals on the 

topic. However, for a variety of reasons, this study collected only minimal data 

from children, and it was not able to contribute to the evidence base about what 

children had to say about their experiences of being held. In order to address this 

gap in knowledge and with the support of a PhD studentship, I have undertaken 

this doctoral study to give children an opportunity to express their experiences 

and perspectives of being held for procedures in order to inform the future 

practice, education and training of health care professionals. 
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I was interested in any ‘type’ of holding experience. The rationale and justification 

for holding children forcefully and against their will for procedures could be viewed 

as morally questionable (Bray et al, 2016) and whilst there are many different 

perspectives which could have been adopted to shape this PhD study, I made 

the decision that as children’s perspectives are largely absent from our 

knowledge of the practice of holding there was merit in exploring children’s views 

of any ‘type of’ holding they had experienced within an acute health care setting. 

 

When discussing children throughout this thesis, I have purposely chosen to only 

use the term children rather than children and young people. At the start of this 

study I carefully considered my choices about the terms I adopted to describe the 

participants in the study. As the age range was 4-12 years, I considered using 

either the universal term ‘children’ or selecting the more differentiated term 

‘children and young people’; I recognised that the literature is unclear about 

where the boundary lies between these two terms. Consistent with the child-

centred focus of this study I chose to ask children what their perceptions were 

between ‘children’ and ‘children and young people’. My son and his friends, who 

were 12 years old at the time, were happy to help. They all understood ‘young 

people’ to mean teenagers and advised me to use the term ‘children’ as this 

would be recognised and understood by children between the ages of 4-12 years. 

Therefore, I have utilised this term to refer to the participants in my study.  

 

1.1 Background to the clinical holding of children for procedures 

 

In this section I will present some background to the topic of the clinical holding 

of children in acute hospital settings. This section provides a broad overview of 

the topic and will critically explore the definitions and descriptions of the term 

clinical holding, the availability of guidance and training for health professionals 

and the influence of this on decision making in clinical practice. Finally, I will 

consider the reported impact of clinical holding in hospital settings on children, 

parents and health care professionals. This section is intentionally broad and 

includes literature that did not meet the criteria for the integrative review in the 

next chapter which focuses on the prevalence, form and force of clinical holding 

and the factors which influence the decision making of health care professionals 

to hold children for procedures.   
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1.1.1 Definitions of clinical holding and the role of professional guidance 

and training  

 

There are a variety of terms used to describe the phenomenon of clinical holding 

within the literature, and these terms are often used interchangeably. The lack of 

consensus about the definitions and meanings of terms used in relation to the 

holding of children is problematic as it has created a lack of clarity about the 

activity amongst healthcare professionals (Hull & Clark, 2010) and has served to 

enhance the uncertainty of the practice of holding (Jeffrey, 2010). 

 

A variety of terms are used in the literature to describe the holding of children for 

procedures. These terms include restraint (Folkes, 2005; Brenner, 2007a; 

Brenner 2007b; Hull & Clarke, 2010) supportive holding (Jeffery, 2010; Kennedy 

& Binns, 2016), clinical holding (Lambrenos & McArthur, 2003), therapeutic 

holding (RCN, 2010; Stacey et al, 2000), restrictive physical intervention (RCN, 

2019; Restraint Reduction Network (RRN), 2019), restricting movement 

(Brenner, 2013a), physical holding (Page & McDonnell, 2013), holding children 

still, (Bray, et al 2016)  and immobilisation (Hardy & Armitage, 2002; Darby & 

Cardwell, 2011).  

 

Jeffrey (2010) suggests that the factors which differentiate restraint from other 

terms are the levels of force involved and issues involving consent/assent and 

she argues that these concepts exist at opposite ends of a continuum. Restraint 

has been identified as involving an increased (Royal College of Nursing (RCN), 

2010; Jeffrey, 2010; Page & McDonnell, 2013) or some degree of direct force 

(RCN, 2019) to overpower a child (RCN, 1999) and does not require 

assent/consent from a child or parent/carer (Jeffrey, 2002; Lambrenos and 

McArthur, 2003; Folkes, 2005; Jeffrey, 2010;). Page and McDonnell (2013) found 

that health care professionals disliked the term ‘restraint’ as it implied a greater 

degree of force than they were comfortable with. The dislike of the term has been 

reported by other health care professionals who choose to avoid the word 

restraint (Svendsen et al, 2017) to describe holding practices as it is “taboo” due 

to connotations of violence (Lombart et al, 2020: 236). Health care professionals 

have been reported preferring to use other terms which offer increased ‘political 
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correctness’ (Hardy & Armitage, 2011) such as therapeutic holding (Page & 

McDonnell, 2013) and supportive holding (Jeffrey, 2010). Arguably, this may 

indicate unwillingness amongst health care professionals to accept the degrees 

of force used in practice to restrict children’s movement during clinical 

procedures. The RCN (2010; 2019) suggests the term restraint should not be 

used in children’s acute clinical practice. Contemporary literature (RCN, 2019: 5; 

RRN, 2019) refers to the term restrictive physical intervention which is defined as 

a way “to try and limit or restrict movement” in place of restraint. I view this as a 

rebranding of restraint without a substantial change to the actual nature of the 

activity. 

 

One difficulty associated with the concept of clinical holding is the subjectivity of 

the level of force. The degree of force used within the RCN (2019:5) definition of 

restrictive physical intervention is described as “some degree of direct force” 

which should be “necessary, proportionate and justifiable and only used to 

prevent serious harm”; all these qualifiers are subjective.  

 

The same RCN guidance (2019:5) guidance describes clinical holding as using 

‘limited force’ which reflects consensus in the literature that holding (supportive, 

therapeutic or clinical) requires a lesser degree of force than restraint and is 

termed as supportive, therapeutic or clinical holding (Lambrenos & McArthur, 

2003; Jeffrey, 2010; RCN 2013). Health care professionals have self-reported 

that they used the minimal force necessary to complete a procedure with children 

aged 3-5 years, and that they adjusted the force used in response to the 

resistance of the child (Svendsen et al, 2017). However, despite contemporary 

guidance the evidence base remains ambiguous about exactly how much force 

can be used to overcome a child’s resistance whilst remaining within the 

boundaries of clinical, supportive or therapeutic holding. If heath care 

professionals are to correctly differentiate their actions across a restraint-clinical 

holding continuum, then clarity involving the degrees of force used is essential. 

However, this differentiation is currently far from clear. Arguably, restraint is the 

only term clearly (if not consistently) defined in the literature and may involve a 

firm hold (Darby & Cardwell, 2011), a physical force immobilising one, targeted 

limb or partial/whole body holding (Folkes et al, 2005), potentially restriction of 

head movement (Brenner 2007a) and involve one or more people (Brenner, 
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2007b). However, the majority of literature within this debate about terms used 

for the practice of holding children derives from opinion pieces, professional 

guidance and descriptions of practice, and not from robust empirical evidence, 

thus identifying identifies the requirement for further research to rigorously 

explore current practices.  

 

A second issue within the practice of holding children and the associated 

boundaries between restraint and clinical holding is linked to the notion of 

consent. The definitions and terminology used in some papers and guidance on 

the holding of children make reference to the consent of the parent/carer or 

assent of the child for the holding to take place (Lambrenos & McArthur, 2001; 

Allison & McHugh, 2008: RCN, 2010; Jeffrey, 2010). However, this key aspect is 

either not addressed in the literature or the guidance is inconsistent (RCN, 2010; 

Page & McDonnell, 2013). Contemporary guidance (RCN, 2019; RRN, 2019) 

suggests that the term clinical holding is a method of holding children with their 

permission and involving use of limited force; the two components here seem to 

be contradictory or at least in tension. In contrast to this, the same guidance 

implies that restrictive physical intervention reflects the use of use direct force 

and does not involve the child’s assent to be held, although this is not explicit.  

 

Due to the complexity and lack of clarity around terms, definitions and boundaries 

it is important in this thesis to have a clear working definition. In the absence of a 

common consistent definition within the literature, this study will adopt the term 

clinical holding as it involves the restriction of a child’s movement to facilitate a 

clinical procedure. However, within the context of this study the term used will not 

imply assent from either the child or consent from the adult with parental 

responsibility. 

 

As stated above, this study included children who had experienced any type of 

holding and as such encompassed holding experiences across the restraint-

clinical holding continuum. It was felt that that as professionals can often struggle 

to differentiate between different degrees of holding, the key criterion for a child’s 

involvement in the study would be that they had experienced a clinical event in 

which they perceived they had been held. The working definition of clinical 

holding for this thesis is deliberate in its statement that: 
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Clinical holding is deemed to be the restriction of a child’s movement using 

any degree of force, to facilitate a clinical procedure, with or without the 

child’s assent and/or parent’s consent. 

 

Having considered the terminology used another relevant issue is to explore is 

when and how children are held for procedures in clinical areas. Guidance for 

health care professionals relating to good practice in terms of when and how to 

clinically hold children in acute hospital settings is limited, primarily due to an 

absence of evidenced based research. Clinical practice guidance exists in other 

health disciplines such as nursing (RCN, 2008) the care of people with learning 

disabilities (BILD, 2008) and autistic spectrum disorders (Department of Health, 

2014) and children’s social care (Davidson et al, 2005) although these do not 

explicitly relate to holding children in acute care settings. Professional guidance 

which examines holding children for procedures exists for medical (BMA, 2007), 

dental (Faculty of Dental Surgery, 2012) and children’s nursing practice (RCN, 

2019); this aims to inform professionals’ decision making but does not provide 

explicit guidance on good practice for holding children. Despite recognition of 

both the paucity of evidence (Brenner, 2013a) and widespread recognition of the 

need for credible and clinically useful guidelines (Pearch, 2005; Brenner 2007a, 

Brenner 2007b; Darby & Cardwell, 2011; 2021) research into clinical holding is 

limited. The absence of evidence-based guidance to promote consistency of 

practice across professional groups and services potentially results in 

inconsistency of clinical decision making and a lack of uniformity of experiences 

for children.  

 

In addition to an absence of guidance for qualified professionals, there is also a 

lack of consistent guidance for the education, training and preparation of health 

care professionals for undertaking clinical holding. Evidence suggests that few 

nurses (Pearch, 2005; Valler-Jones & Shinnick, 2005; Kennedy & Binns, 2016) 

and radiographers (Allison & McHugh, 2008) can recall having undertaken or 

been offered training, despite the need for preparation being widely identified 

(Lambrenos & McArthur, 2003; Pearch, 2005; Page & McDonnell, 2013; Kennedy 

& Binns, 2016). Bray et al (2016) found that most health care professionals in 

their study had little awareness of either the local or national guidance which 
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informs the holding of children in acute clinical areas. Recent guidance from the 

RCN (2019) encourages organisations to provide necessary training in how to 

reduce the use of restrictive interventions and holding techniques for the safe 

holding of children in clinical areas, although there currently is no statutory 

requirement for such training. In contrast, mandatory requirements exist for 

training in restraint for nurses practicing with people with mental health and 

learning disabilities (RRN, 2019). 

 

In the absence of a consensus definition for clinical holding and variation in 

education and training for health care professionals’ practices linked to clinical 

holding have arguably developed via custom and practice observed within 

localised cultures resulting in inconsistent decision making (Page & McDonnell, 

2013). The decision to utilise clinical holding in hospital environments appears to 

be informed by the subjective beliefs and values of the individual health care 

professionals and wider organisational cultures rather than analysis of a unique 

situation or the use of specific guidelines (Coyne & Scott, 2014). The existing 

evidence indicates a degree of uncertainty in the clinical practices of a range of 

health professionals relating to holding children in acute clinical areas. In an 

observation and interview study by Bray et al (2016) health professionals 

described instances of feeling uncertain about whether to continue or abandon 

holding children during invasive procedures. These health professionals reported 

disquiet about the boundaries of their practice relating to holding being stretched 

during and after the procedures. This study suggests that if health professionals 

lack confidence in their decision making they could be influenced by parental 

persuasion to continue with their child’s procedure to completion despite their 

child being uncooperative and demonstrating distress. Where there was 

consensus amongst the adults that a procedure should be completed despite a 

child being upset, health professionals persevered to ensure the procedure was 

completed (Bray et al, 2016).  

 

1.1.2 The effects of clinical holding on parents, children and health 

professionals.  

 

The literature suggests that being involved in procedural holding is an unwelcome 

aspect of healthcare practice for both adults and children. Within small scale 
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qualitative studies, nurses have been found to experience negative feelings such 

as sadness and guilt when utilising restraint practices in older people’s services 

(Chuang & Huang, 2007) and conflict and fear in adult mental health settings 

(Bigwood and Crowe 2008). Holding a child for a procedure has been reported to 

be stressful and upsetting for health professionals and parents (Lloyd et al 2008; 

Hull & Clarke, 2010; Svendsen et al, 2017; Lombart et al, 2020) and can erode 

the trusting relationship they have with a child (Brenner et al, 2014: Bray et al, 

2015). Lambrenos & McArthur (2003) suggest that these feelings can have long 

lasting emotional outcomes for nurses, however Lloyd et al (2008) who studied 

ten paediatric nurses and found that these feelings are transitory and short lived. 

Bricher (1999) suggests that conflicts exist for children’s nurses, when attempting 

to balance participating in a child’s painful and frightening procedure and 

promoting the essential resource of trust between a child and caregiver. 

 

Literature relating to parental experiences of holding their child for procedures is 

derived from studies utilising observational (Runeson et al 2001; Runeson et al, 

2002), questionnaire and interview (Swallow et al, 2011; Brenner, 2013b) or 

quantitative descriptive (Alexander et al, 2010) research methods. Alexander et 

al (2010) used a self-report questionnaire with open and closed questions to 

collect data from one thousand parents.  In this study, parents were found to value 

the opportunity to participate in holding their children for clinical procedures 

(Alexander et al, 2010). However, other studies report that parents have 

described a conflict between the twin roles of being a protector (Swallow et al, 

2011; Brenner, 2013b) of their child against harm and a need to be there 

(Brenner, 2007a) for their child during periods of distress. Involvement in holding 

frequently causes considerable levels of distress for parents (Swallow et al, 2011; 

Brenner, 2013b;) and negative emotions and feelings such as guilt (Alexander et 

al, 2010; Brenner, 2013b), helplessness (Brenner, 2013b), powerlessness 

(Brenner, 2013b), anger (Brenner, 2007a) and a sense of ‘letting the child down’ 

(Alexander et al, 2010:1057; Svendsen et al, 2017). Brenner (2013b:14) notes 

that parents associate involvement in clinical holding as being ‘an accomplice in 

a crime’. Despite these adverse outcomes, parents reported that they neither felt 

they had a choice in whether they participated in holding activities nor felt 

informed about what help was expected of them (Brenner, 2007b). Parents have 

reported being disempowered and unlikely to advocate for their child in holding 
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situations, preferring to defer to the authority of healthcare professionals 

(Runeson et al 2001; Runeson et al, 2002). Svendsen et al (2017) report that 

health care professionals view holding children aged 3-5 years as a parental 

responsibility with clear expectations that a parent will participate. Participation in 

holding has been associated with having a negative impact upon parent-child 

relationships, with parents describing as drawing straws to decide who was to 

hold their child (Swallow et al, 2011) 

 

In summary, it is clear that currently little is empirically known about the effects of 

clinical holding on children, although there are reports that being subjected to 

clinical holding has the potential to cause long term effects on the physical and 

emotional wellbeing of a child (Brenner, 2007a; Brenner, 2013a). Lambrenos and 

McArthur (2003:30) suggest that young people report ‘long lasting emotional 

scars’ following episodes of clinical holding, which reflects emerging work on 

trauma informed care for children (Oral et al, 2015). However, this evidence is 

drawn primarily from subjective proxy reports from parents and professionals and 

from expert opinion rather than evidence based upon the reports of children. The 

child’s perspective and experience of being held during clinical procedures is 

currently limited within the evidence and literature and addressing this deficit is 

core to this thesis. 

 

1.2 Structure of the thesis 

 

This thesis is composed of seven chapters and in this section, I provide a brief 

overview of the focus of the chapters. 

 

Chapter 1: Introduction: This chapter has provided a broad overview of the 

literature related to the clinical holding of children within hospital settings to 

provide the context for this study. 

 

Chapter 2: Integrative review of the literature on clinical holding: This 

chapter presents a focused integrative review of the empirical evidence linked to 

the clinical holding of children for procedures. 
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Chapter 3: Constructions of the child, children and childhood: This chapter 

focuses on the literature relating to the conceptualisation of children and 

childhood in order to introduce the concepts which underpinned the 

methodological choices, methods and ethics of the study.  

 

Chapter 4: Methodology and methods: This chapter presents the 

methodological approaches which underpin this study, and the choices of 

research methods used to conduct the research.  

 

Chapter 5: Ethical considerations: This chapter presents the ethics and related 

conduct of the research and how these relate to the research design.  

 

Chapter 6: Findings: This chapter presents the findings of the study and uses 

children’s directly reported data and my interpretation of two central themes.  

 

Chapter 7: Discussion: This chapter returns to the aims and objectives of the 

study and sets the findings within the context of existing literature to identify the 

original contributions to knowledge.  

 

Chapter 8: Post-discussion: This chapter presents a brief overview of relevant 

theories and conceptual frameworks which underpin this study and presents a 

suggested model to support children’s procedural learning.  

 

Chapter 9: Conclusion: This chapter presents the limitations of the study, my 

recommendations for practice, training and education of health care 

professionals and further research. In this chapter I conclude this PhD thesis 

reflecting on my methodological, philosophical and research design choices 

during my doctoral journey.  

 

In this chapter I have presented an overview of the topic of clinical holding, and 

in Chapter 2, I present the details of the method used to undertake the integrative 

literature review and what current literature tells us about children being held for 

clinical procedures in acute hospital settings.  
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Chapter 2: Integrative review of the literature on clinical 

holding 

 

This chapter will present an integrative literature review on what current literature 

tells us about children being held for clinical procedures in acute hospital settings, 

and specifically the effects of clinical holding on children. 

 

2.1 Integrative literature review method 

 

For the review of evidence relating to the use of clinical holding within children’s 

acute hospital care, I required a method which was transparent, rigorous, and 

would enable me to summarise the current knowledge on the topic to identify 

deficits in understanding and guide the focus of this thesis. In considering my 

choice I was influenced by my previous involvement in conducting a narrative 

synthesis on the clinical holding of children (Bray et al, 2015). However, despite 

a narrative review allowing me to consider a diverse range of literature (Green et 

al, 2006) to inform my understanding of the topic, the approach is minimally 

systematic (Greenhalgh et al, 2018) and limited in regard to the examination of 

the quality of the literature sourced (Toronto, 2020). These limitations therefore 

led me to reject this approach. 

 

I considered a systematic review approach as this involves a high degree of 

scrutiny of the evidence (JBI, 2019) and would enable a rigorous examination of 

the quality of evidence or reporting. However, a systematic review involves a 

narrowly focused review question and eligibility criteria (Popay et al, 2018). These 

constraints would have led to my review lacking the depth and breadth of enquiry 

I required to examine this topic. Also, I was aware that much of the literature 

available on the topic of clinical holding of children forms part of secondary 

findings and this type of evidence can be lost within the rigour of a systematic 

review (Greenhalgh et al, 2018). As the holding of children for clinical procedures 

is an under-researched area of clinical practice sacrificing too much potentially 

valuable literature on the topic due to the rigidity and perceived hegemony of 

systematic reviews (Toronto, 2020) would limit my ability to develop an 
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understanding of the existing body of knowledge and the current perspectives 

and positions.  

 

Therefore, for the literature review approach I have chosen an integrative review 

process. An integrative review draws on empirical evidence and is inclusive of 

both diverse methodologies (Whittemore & Knafl, 2005) and the theoretical 

literature (Toronto, 2020). This approach enabled me to retrieve a broad range of 

studies including those using qualitative, quantitative and mixed methodologies. 

The integrative review method is particularly suited to this review as I required an 

approach which would enable me to engage with diverse sources of evidence, 

and whilst more broad in its approach an integrative review method still supports 

the systematic and robust assessment of the quality of the evidence (Toronto, 

2020). I thought this was important as I was aware of the diversity of quality of 

reporting across the literature. To ensure the integrative review was conducted 

robustly I adopted the framework proposed by Toronto et al, (2020) which states 

that there are six stages to an integrative review (Figure 2.1):  

 

Figure 2.1: Toronto et al’s (2020) Six stages of integrative review 

 

 

2.1.1 Step 1: Formulation of a broad purpose, review and objectives 

 

The research question guiding this integrative review was: 

 

What does current literature tell us about children being held for clinical 

procedures in acute hospital settings?  

 

As the background section demonstrated that the majority of literature focused 

on proxy reports of holding, this review aimed to focus very clearly on children’s 

experiences of being held and its impact on them.   
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The objectives which guided this review were: 

 

• To examine the experience and perceptions of children being held for 

clinical procedures in acute hospital settings.  

• To examine the use of clinical holding and the factors which are reported 

as influencing its use with children. 

• To examine the effects of clinical holding on children. 

 

2.1.2 Step 2: Systematic search of the literature using pre-determined 

criteria 

 

The inclusion and exclusion criteria for the integrative review 

 

Eligibility criteria included empirical studies, available in English and reporting on 

children being held for clinical procedures in acute hospital environments. No age 

limits for children were applied as I aimed to encompass the broadest range of 

evidence relating to children for the review. 

 

Studies were excluded if the context of care was felt to significantly change the 

nature of clinical holding, including children receiving end of life care. Studies 

reporting on holding in children’s mental health settings were also excluded as 

these settings are governed by discrete guidance (Mental Health Units (Use of 

Force Act), 2018) in relation to the holding children. Due to the expected paucity 

of studies, no date restrictions were applied.  

 

2.1.2.1 Systematic search strategy 

 

A structured search was completed in October 2018 and again in February 2021. 

The review was conducted in accordance with the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) statement. Primarily 

electronic bibliographic data bases (CINHAL, PubMed, MEDLINE, Scopus and 

PsychInfo) were used and search terms were derived using the population 

(children), concept (holding) and context (acute care settings) framework (JBI, 

2019) (Table 2.1).  
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Table 2.1: Structured search terms 

Population Child*, paediatrics, adolescent, young person, 

young people, infant, toddler. 

Concept Clinical holding, restrain*, immobilisation, 

therapeutic holding, comfort positioning, restrictive 

practice. 

Context Hospital, ward, out-patient*, radiology*, acute care, 

emergency room, emergency department, 

anaesthetic room 

 

The electronic database search was complemented by hand searching reference 

lists from relevant studies and key journals and citation searching. The initial 

search retrieved 6548 papers (Figure 2.2). Titles, abstracts and keywords of 

papers were screened for relevance and 6112 papers were excluded. The 

majority of excluded papers related to interpretation of key search terms. For 

example, ‘immobilisation’ retrieved papers relating to orthopaedic fracture 

management, and ‘restraint*’ identified papers relating to car seat development. 

Papers relating to mental health settings were also excluded at this stage.  At this 

point duplicates (n=356) were identified and removed. Reference lists of the 

remaining papers (n=80) were examined and no further papers were included. 

Full text screening resulted in a further 55 papers being excluded. These 

exclusions related to descriptive discussion pieces, discussion relating to training, 

professional guidance or a focus on governance rather than empirical studies. 

Data were then extracted from the remaining publications (n=25) and are 

presented in Figure 2.2 in order of date of publication (Appendix 2) to 

demonstrate the evolution of literature relating to the topic.  
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Figure 2.2: PRISMA Flow Diagram 
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2.1.3 Step 3: Critical appraisal of the selected research 

 

Data were extracted into a table specifically designed for this review and 

evaluated and are presented in Appendix 2. The papers included in the review 

were then assessed for methodological quality.  

 

2.1.3.1 Assessment of methodological quality 

 

Papers included in the review were assessed using a Mixed Methods Appraisal 

Tool (MMAT) (Hong et al, 2018) and are presented in Appendix 3. This appraisal 

tool was chosen as it can be applied to qualitative, quantitative and mixed 

methods study designs to ensure a consistent approach to quality appraisal. 

MMAT offers flexibility of assessment through the specific and detailed 

consideration of different research designs which offers an in-depth approach to 

the assessment of quality but is arguably less robust than other tools (Pace et al, 

2012). I chose MMAT as it is used widely in integrative reviews (Pace et al, 2012), 

and its relative simplicity made it attractive to me as a novice researcher. The tool 

proved straightforward to use and I achieved a rigorous assessment of the papers 

without needing to use the numerical scoring described by Hong et al, (2018).  As 

the assessment of the reporting quality of the papers included a degree of 

subjectivity, I ensured independent appraisal of the quality appraisal process from 

my PhD supervisors. Where quality assessments differed, discussion was used 

to reach a consensus.  

 

2.1.4 Step 4: Analysis and synthesis of literature 

 

The data from the included papers were thematically analysed through reading 

and re reading each of the papers to familiarise myself with the reported findings 

searching for commonalities and themes to organise the synthesis of the 

literature. During reading this process became inductive and reflected the content 

of the identified papers and was not confined to the integrative review research 

question and objectives.  

 

In analysing and synthesising the literature it became clear that there was little 

empirical evidence to reflect the review objectives relating to the examination of 
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children’s experiences and perceptions of being held, or the effects of holding on 

them. There was however more evidence relating to the use of holding with 

children and the factors which influence the decision making of adults. I will 

present an overview of the evidence in terms of location, settings, participants, 

age of children, and core limitations. I will then critically present a critical synthesis 

of the evidence relating to the clinical holding of children in acute hospital settings. 

This is focused around two key themes: (1) the prevalence, form and force of 

clinical holding, and (2) the factors which influence the decision making of health 

care professionals to hold children for procedures. 

 

2.1.4.1 Overview of the included papers 

 

Twenty-five papers were included in this review. The papers represent research 

from the United Kingdom (n=7), the United States (n=4), Ireland (n=4), Australia 

(n=3), France, (n=2), Norway (n=2), Turkey (n=1) and two international studies 

from UK, New Zealand and Australia. The research designs reported in the 

papers included qualitative (n=10) and quantitative (n=15) approaches. Most 

papers (n=23/25) had a primary research aim relating to the clinical holding of 

children in acute hospital settings.  

 

The clinical settings featured within the papers were diverse and included 

children’s emergency room (n=4), intensive care (n=4), haematology/oncology 

services (n=2), rehabilitation (n=1), general medical and surgical in-patient and 

out-patient care (n=12), radiography (n=1)and anaesthetic room areas (n=3).  

 

The papers included studies which observed children’s procedures (n=2) or 

observed parents and children during a procedure (n=1). The studies which 

focused on examining the views and experiences of holding, focused on parents 

(n=4); reported the views of health professionals, parents and children (n=2) and 

health professionals (n=15). Of the papers which focused on health professionals 

these included: nursing (n=5); medicine (n=2); radiographers (n=1); multi-

professions (n=7). No study focused solely on children’s experiences, reflecting 

the paucity of information and understanding of children’s perspectives of being 

held. Five papers collected data from children. One paper conducted interviews 

with children (Snyder, 2004) and one paper conducted interviews and observed 
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children during procedures (Bray et al, 2016) but interview data were minimally 

reported in the findings of the papers. In addition, three papers observed children 

during procedures (Sparks et al, (2007); Alexander et al, 2010; Crellin et al, 

2011). Of the five papers that collected data from children these included children 

aged one to sixteen years, (Alexander et al, 2010; Bray et al, 2016), three to six 

years (Snyder, 2004), six months to three and a half years (Crellin et al, 2011) 

and nine months to four years (Sparks et al, 2007).  

 

Across the papers included in the review there were limitations in the reporting of 

the definitions of terms used to underpin the research. Only half (n=12/23) of the 

papers with a primary focus on the clinical holding of children were explicit in 

describing, defining or explaining the core concept of clinical holding. This was 

problematic because interpretation of the term frames and informs the aim of the 

research. Similarly, of the five papers which explored nursing practice only two 

were specific about defining the term ‘nurse’ in terms of professional nursing 

qualifications. This is problematic because the undefined term ‘nurse’ could 

include students, health care assistants or registered nurses with pre or post 

registration specialist qualifications in the care of adults, children, people with 

mental health needs or learning disabilities. This understanding of ‘nurses’ is 

important because the levels of accountability and preparation of a ‘nurse’ will 

significantly influence application of the findings of these papers.  

 

The main findings of the papers included in this review are now presented 

according to two themes: Prevalence, methods and practices of holding children 

and factors influential in health professionals’ decision making to hold children for 

procedures.  

 

2.1.4.2 Theme One: Prevalence, methods and practices of holding children 

 

This theme reports on the available empirical evidence concerning the reported 

prevalence and methods used to hold children for procedures in acute hospital 

environments. This theme also examines related issues such as the recognition 

of parental consent for holding and the permission of the child to be held. 

 



 

21 

This literature review reflects work from the United Kingdom, Australia, New 

Zealand, Ireland, Norway, France, the United States and Kuwait. The majority of 

these contexts are in developed countries, which may indicate that there may be 

cultural influences in determining how and whether the clinical holding of children 

is investigated. These studies sought data on the prevalence of holding with 

children aged from birth to sixteen years, the self-reports of prevalence are 

included from parents and health care professionals. The findings indicate that 

younger children are reported as more likely to be held for procedures (Selekman 

& Snyder, 1995; Robinson & Collier, 1997; Homer & Bass, 2010; Crellin et al, 

2011; Kirwan & Coyne, 2017; Lombart et al, 2020), than older children, with those 

over twelve years least likely to be held (Lewis et al, 2007).  Reported rationale 

for this difference will be explored later in this chapter.  

 

The clinical holding of children within acute settings is reported by professionals 

as a common (Kirwan & Coyne,2017), and accepted (Brenner, 2013a; Svendsen 

et al, 2017; Lombart et al, 2020) practice in contemporary children’s acute care. 

Also, the use of clinical holding with children has been described as inevitable 

(Brenner, 2013a; Bray et al, 2016). Across a variety of children’s tertiary care 

settings, the use of holding has been self-reported in 76% (n=38/50) of nurses 

conducting procedures (Kirwan and Coyne, 2017) and observed in 26 out of 31 

children’s clinical procedures (Bray et al, 2016). Observational methods used in 

these studies adds to the strength of the evidence; however, as described earlier, 

most of the evidence on the prevalence of holding children in hospitals relies upon 

self-report methods, which offers a less robust evidence base to assess actual 

clinical practices. 

 

In a study conducted over 25 years ago, ward based paediatric nurses in the UK 

reported that they employed holding during children’s procedures ‘more often 

than not’ for four named clinical procedures (intramuscular injection; 

venepuncture; intravenous line placement and lumbar puncture) (Robinson & 

Collier, 1997: 13). Selekman and Snyder’s work (1995) examined nurses’ 

responses to scenarios describing children’s procedures and found that nurses 

working in paediatric rehabilitation units reported being more likely to identify the 

need for holding children than nurses practicing in general paediatric ward 

settings.  



 

22 

 

Other acute settings in which health care professionals report prevalence data 

for clinical holding include emergency departments (Crellin et al, 2011), radiology 

(Graham & Hardy, 2004), critical care (Ofoegbu & Playfor, 2005) and 

anaesthetics (Lewis et al, 2007). Crellin et al’s (2011) work found that children 

were held ‘extensively’, although findings of this study may reflect the fact that 

the sample was restricted to children aged 6-24 months. Within radiology 

practice, children have been reported as being held in 84% (n=110) of cases in 

children aged between birth and sixteen years (Graham & Hardy, 2004). Within 

Paediatric Intensive Care Units in the UK, Ofoegbu and Playfor (2005) reported 

68% (n=19) of units report employing some form of holding children to prevent 

treatment interference, compared to an earlier study by Stacey  et al, (2000) 

which reported that 38% (n=11) of units utilised holding. Findings from both 

studies are limited by relatively weak investigative approaches utilising health 

care professionals’ self-report methods using postal (Ofoegbu & Playfor, 2005) 

and telephone questionnaire (Stacey et al, 2000), although both studies achieved 

strong response rates of 88% (Ofoegbu & Playfor, 2005) and 100% (Stacey et al, 

2000). Within paediatric anaesthetic practice, Lewis et al’s (2007) study of US 

anaesthetists found that the majority 76% (n=344) who responded to a postal 

survey reported that they utilised clinical holding with children (aged less than 4 

years) on induction of anaesthesia, although these findings are limited due to a 

response rate of 56% (n=463).  

 

Although the papers included in this literature review considered a wide variety 

of clinical settings, contexts and clinical procedures, this review highlights that 

there is little robust evidence to demonstrate whether specific procedures or 

clinical settings are linked to an increased prevalence of clinical holding. Only one 

procedure, the insertion of an intra-venous (IV) catheter has consistently been 

reported by health care professionals as linked to children being more likely to be 

held (Robinson & Collier, 1997; Crellin et al, 2011; Brenner, 2015; Kirwan & 

Coyne, 2017) although this evidence relies upon self-report methods and there 

is a need for further large scale observational research.   

 

Whereas evidence in relation to the prevalence and use of holding for certain 

procedures is limited, there was consensus within the literature that parents hold 
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their children for most clinical procedures. Children were reported as being held 

by their parents for the majority of procedures using observational methods 

(Snyder et al, 2004; Bray et al, 2016), parental self-report using interview 

(McGrath et al, 2002) and health care professionals via an international on-line 

survey (Bray et al, 2018b). Svendsen et al, (2017) found that health care 

professionals self-reported expectations that holding their children was a parent’s 

responsibility, and that only ‘hard holding’ was the responsibility of the 

professional.  

 

In addition to person to person holding commercially available devices such as 

foam wrist and ankle restraints have been found to be used to hold children still 

within radiology environments (Graham & Hardy, 2004). Other methods of 

holding reported in the literature include swaddling (Graham & Hardy, 2004; 

Ofoegbu & Playfor, 2005; Demir, 2007), splinting of a child’s limbs (Ofoegbu & 

Playfor, 2005; Crellin et al 2011; Kirwan & Coyne, 2017), and the use of limb 

straps (Snyder, 2004; Ofoegbu & Playfor, 2005; Demir, 2007). There was a 

paucity of information in the more contemporaneous literature to specifically 

identify the methods of holding children other than person to person holding. It is 

therefore currently unclear whether these devices are used with children in 

contemporary clinical practice   

 

In the reviewed literature, there was little attention paid to or evidence presented 

relating to the levels of force used within clinical holding practices. Crellin et al 

(2011) reported that the force of holding was influenced by the clinical procedure. 

In this study, health care professionals reported a perception that the force 

required to hold a child still for IV and naso-gastric tube insertion was greater than 

that for inhaler via spacer administration and oxygen saturation measurement. 

An observation study of 31 procedures conducted within a children’s hospital 

reported that over half of the observed episodes of holding were more indicative 

of the levels of force which would imply restraint rather than holding (Bray et al, 

2016), clearly suggesting a variation of force used within the practice. A scale to 

measure the intensity of force of holding has been developed and validated using 

video recordings of episodes of children being held for clinical procedures 

(Lombart et al, 2019). This scale has not been tested within a real-world context 
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and does not include an element for children to contribute their self-report rating 

of force to the scale.  

 

The last section of theme one focuses on the evidence within the review in 

relation to the permissions gained from children and their parents/carers for 

procedural holding to take place. The topic of written and/or verbal consent from 

parents or permission from children for clinical holding was not explored in most 

papers. One paper reported that consent is gained from parents but not children 

(Kirwan & Coyne, 2018) while others report inconsistent practices relating to how 

consent or assent was gained for the child to be held (Lewis et al, 2005; Bray et 

al, 2018b). One paper provides self-report data from nurses in ward settings 

which indicate that neither verbal nor written consent was sought from the parents 

or children (Demir, 2007).  

 

Bray et al (2018b) report that self-reported practices of obtaining consent and 

assent were variable. Bray et al (2018b) found that while 76% (n=616) of health 

care professional’s self-reported gaining consent for holding from parents before 

a child was held for a procedure, only 38% (n=299) reported that they would seek 

assent from a child. These findings are consistent with other evidence (Kirwan & 

Coyne, 2018), although there is a lack of clarity in the literature on the reporting 

of whom the permissions are sought, which makes comparisons difficult. Lewis 

at al (2007) reported that 35% (n=162) of US anaesthetists sought verbal or 

written consent for the clinical holding of children on induction of anaesthesia, 

and Ofoegbu and Playfor (2005) found that none of UK paediatric intensive care 

units they surveyed obtained written consent for holding, with 58% (n=16) 

reporting that verbal consent was obtained before a child was held. In both 

studies the reporting is unclear whether permission was obtained from a child or 

their parent. Where studies identified where permissions were sought for clinical 

holding, health professionals have been found to be more likely to seek consent 

from parents than assent from children (Kirwan & Coyne, 2017; Bray et al, 

2018b).  
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2.1.4.3 Theme Two: Factors influential in health professionals’ decision 

making to hold children for procedures 

 

This theme discusses the available empirical evidence reporting what influences 

health professional’s decision making in relation to holding children for clinical 

procedures in acute hospital environments. Evidence suggests that the absence 

of both a commonly accepted term to describe the holding of children, and a lack 

of professional guidance to clearly define acceptable holding practices can result 

in professionals experiencing uncertainty and difficulty in decision making in 

relation to holding children (Homer & Bass, 2010; Bray et al 2018b). The 

difficulties are reported by Bray et al, (2018a) and Lombart et al, (2020) as being 

in balancing the different agendas of health care professionals, parents and 

children which can create tensions between children’s rights and priorities and 

these tensions can build during a clinical procedure. Despite professional debate 

for more than twenty years these difficulties persist (Robinson & Collier, 1997; 

Selekman & Snyder, 1995). This theme includes four sections which explore the 

influences of professional training guidance and policies; health professional’s 

beliefs in relation to children’s competence and safety; the influence of children’s 

distress; and the importance of alternative approaches to clinical holding.  

 

2.1.4.4 The influence of professional guidance, policies and training on 

the clinical holding of children. 

 

The literature in this review identifies that professional guidance or policies on the 

clinical holding of children are required across all health professional disciplines 

(Robinson & Collier, 1997; Brenner et al, 2015; Bray et al, 2018b). Despite this, 

Bray et al (2018b) reported that only 32% (n=282) of health care professionals 

from an international study were able to identify professional guidance available 

to them, although this study did not explore whether guidance influenced 

professionals’ practices.  

 

The training of health professionals on the holding of children for procedures has 

been found to be more significant in shaping clinical practices than professional 

guidance. Brenner et al (2015) examined whether professional preparation and 

training influenced the prevalence of children being held and found that 
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Registered General Nurses were more likely to hold children than specifically 

trained Registered Children’s Nurses. There is conflicting evidence that 

professional post qualification experience is also influential on holding practices. 

Demir (2007) showed that the reported prevalence of holding children decreased 

as nurses gained more post registration experience. This conflicts with the 

findings of Kirwan and Coyne (2017) who found that nurse with less than six years 

post registration experience were more likely to hold children than nurses with 

more experience.  

 

The papers which refer to the influence of training on the holding practices of 

professionals provide inconsistent and unclear evidence. An international 

quantitative study (Bray et al, 2018b) reported that 60% (n=522) of health 

professionals surveyed regardless of profession, self-reported that they had not 

received training in the holding of children for clinical procedures and is consistent 

with other evidence (Graham & Hardy, 2004; Lewis et al, 2007; Kirwan & Coyne, 

2017). However, Bray et al’s, (2018b) findings show that professionals who had 

reported undertaking training also reported holding children less frequently than 

those who reported having not received training. This finding contrasts with the 

findings of a previous study (Brenner et al, 2015) which stated that undertaking 

training increased nurses’ use of clinical holding. However, comparison of 

findings is difficult as the nature of training is not described in the literature, for 

example whether the training reported consisted of how to hold children, or when 

to hold children or how to reduce the need to hold at all.  

 

2.1.4.5 Decision making and beliefs about children’s competence linked 

to the use of clinical holding 

 

Within the literature reviewed, the decision to hold a child for a procedure was 

reported by health care professionals as influenced by judgements of children’s 

competence to manage through a procedure without needing to be held (Bray et 

al, 2018b). These judgements around competence were in most cases commonly 

associated with a child’s chronological age, with younger children reported as 

being held most frequently (Lewis et al, 2007; Brenner et al, 2014; Bray et al, 

2018b). This is also supported by other evidence which that younger children are 

held more frequently than older children (Demir, 2007; Homer & Bass, 2010). 
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Young children as discussed as being perceived as less agentic, passive 

recipients of care with their rights and their expressed dissent in holding contexts 

less likely to be acted upon than the perspectives of parents, health care 

professionals and the demands of the clinical service (Bray et al, 2018a). The 

evidence does not suggest that any other factors such as a child’s developmental 

abilities, previous experiences or individual circumstances were considered in 

health professionals decision making to use holding to complete a procedure. 

Similarly, there is limited evidence to suggest that health care professionals 

undertake an individualised assessment of children’s competence to refuse 

treatment other than the consideration of chronological age, although in their 

discussion Homer & Bass (2010) recognise children’s competence to refuse 

treatment.  

 

Studies have shown that health professionals express increasing discomfort with 

utilising clinical holding particularly in overriding the wishes of older children aged 

over ten to twelve years (Graham & Hardy, 2004; Lewis et al, 2007; Homer & 

Bass, 2010). These older children are viewed as more rational than younger 

children and more able to engage in decision making and are theorized as being 

afforded a higher level of autonomy (Bray et al, 2018a). The literature is clear 

about the positioning of very young children as less agentic than older children in 

relation to decision making in clinical procedures amongst health professionals 

(Graham & Hardy, 2004; Lewis et al, 2007; Homer & Bass, 2010; Svendsen et 

al, 2017). However, there is less clarity about the variability of practices with 

children aged between four to ten to twelve years. This paucity of knowledge 

carries the risk that children between these ages may be subject to more 

uncertainty in the practices of health care professionals. 

 

Within the literature there was evidence of other factors which influenced adults 

decisions to hold children other than a child’s age. In an international qualitative 

study professionals’ self-reported that before using holding they would consider 

child-centred factors including the importance of offering children choices and the 

benefits of using child-centred practices (Bray et al, 2018a). However, this study 

reports a greater consideration by health professionals for non-child centred 

factors including parents’ agendas, service demands and their perception of the 

benefits to children of the speedy completion of a procedure. Despite 
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professionals recognising children’s rights and the importance of working in a 

child centred way, where doubt existed, the demands of the clinical service and 

the views, choices and interests of health professionals and parents were 

prioritised over the expressed preferences of the child (Bray et al, 2018a).  

 

2.1.4.6 Decision making and beliefs about children’s safety linked to 

clinical holding 

 

Another important topic which was evident in the papers reviewed was the 

influence of the perception and promotion of children’s safety in the decision 

making of professionals to use holding within a clinical procedure. Thirteen of 

fourteen papers which discussed the self-reported decision making of health care 

professionals identified a belief of the primacy of children’s physical safety as the 

most prevalent factor which leads to a child being held for a procedure. Ensuring 

children’s physical safety was frequently cited as a rationale for the use of clinical 

holding (Robinson & Collier, 1997; Snyder, 2004; Ofoegbu & Playfor, 2005; 

Homer & Bass, 2010; Brenner et al, 2014; Lombart et al, 2020). The safety of a 

child and the reduction of harm was reported as associated with treatment 

interference (Selekman & Snyder, 1995; Kirwan & Coyne, 2017) or procedure 

abandonment (Lewis et al, 2007). A qualitative study found the safety of a child 

to be the most important factor reported by health care professionals as 

influencing their decision making to hold a child for a procedure (Bray et al, 

2018b). Despite the widespread assumption of risk associated with treatment 

inference by children, only one paper examined the extent of children’s 

interference (Snyder’s, 2004). Snyder (2004) reported that 12 of 18 children aged 

3-6 years observed in a paediatric intensive care setting attempted treatment 

interference of IV catheters, endo-tracheal tubes or monitoring equipment. 

However, the findings of this observational study are limited by a lack of detail 

about the time taken for the observations and the acuity of the ill health of the 

children involved.  Also important was the prevention of treatment interference 

and subsequent harm through the child struggling and wriggling which can cause 

displacement or traumatic removal of indwelling monitoring or treatment infusions 

(Graham & Hardy, 2004; Ofoegbu & Playfor, 2005; Demir, 2007). 
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Children’s physical safety is identified as including clinical urgency and which is 

linked to the timely completion of a procedure (Robinson & Collier, 1997; Graham 

& Hardy, 2004; Lewis et al, 2007; Homer & Bass, 2010). The perceived primacy 

of a child’s physical safety ensured that the completion of procedures was often 

viewed as inevitable and in the child’s best interests (Bray et al, 2016; Bray et al, 

2018a). The perceived prioritization of procedure completion is evident in the 

findings of Lewis et al (2007) who reported that only 9% (n=41) of US 

anaesthetists who had responded to a survey had cancelled non urgent surgery 

in response to a child’s refusal to co-operate with induction of anaesthesia. The 

inevitability of procedure completion was described in an observational study of 

children’s procedures (Bray et al, 2016) this inevitability was linked to adult’s 

perseverance to complete a procedure despite children communicating 

considerable distress. Bray et al (2016) reported that health care professionals 

were able to recognise factors relating to a child’s short and longer term safety, 

yet felt conflicted by tensions between physical safety and a child’s longer term 

wellbeing. This finding is supported by the work of Lombart et al, (2020) who 

found that health care professionals held a hierarchy of priorities in care. In this 

study health care professionals described a hierarchy of priorities, with a child’s 

physical safety being their highest priority in completing a procedure. This 

hierarchy was used to justify and legitimise holding children for procedures and 

Lombart et al (2020: 231) describes that in these moments health care 

professionals lose sight of the psychological needs of the child and experience 

transient empathetic blindness for children. 

 

A concept frequently interwoven with discussions of the physical safety within the 

review literature is that of adults’ perceptions of a child’s best interests and the 

impact of holding on a child’s psychological safety. This discussion is based 

around how and who judges a child’s procedural best interests in relation to 

completing a procedure whilst a child is being held against their will. Despite 

some authors in the literature discussing the paradox of the use of force against 

children being perceived as in their best interests (Bray et al, 2015; Lombart et 

al, 2020) the concerns of psychological harm caused to children by being held is 

less evident in the literature. However, there is some literature to suggest that 

anaesthetists are concerned about the psychological effects of holding children 

on induction of anaesthesia (Lewis et al, 2007; Alexander et al, 2010; Homer & 
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Bass, 2010) which reflects the perceived tension of physical and psychological 

safety of children requiring procedural holding (Bray et al, 2016). The use of 

holding in clinically urgent cases to ensure a child’s safety is clear, acknowledged 

(Lewis et al, 2007) and important (Bray et al 2019b). However, there is less 

discussion and a greater degree of uncertainty where children are held for non-

urgent procedures when a child’s best interests are referred to without reference 

to potential psychological harm. Children’s psychological safety when undergoing 

procedures requires greater consideration (Bray et al, 2018b) and further 

research. 

 

2.1.4.7 The influence of children’s distress on the decision making to use 

clinical holding 

 

Being held still for the completion of a clinical procedures can provoke dissent 

and high levels of distress in children ranging from appearing upset and worried 

and crying and screaming (Bray et al, 2016). A child’s procedural distress was 

reported by health care professionals as an acceptable, expected and therefore 

uncontested aspect of clinical procedures (Brenner 2014; Kirwan & Coyne, 2017) 

which is frequently overlooked by health care professionals (Svendsen & Bjork, 

2021). The upset expressed by children during clinical holding was reported by 

health professionals as justified as they perceived the distress to be short-term 

and confined to the procedure itself and did not take into consideration any lasting 

effects on children (Bray et al, 2016). There is a paucity of discussion within 

literature about cessation of holding or abandonment of procedures with only five 

of the twenty-five papers in the review discussing the possibility or option of 

procedure abandonment in response to children’s distress.  

 

The literature reviewed reflects contrasting evidence about the influence of 

children’s distress on health professionals’ decision making. Health professionals 

reported that they would take time to assess the urgency and necessity of the 

completion of a clinical procedure and balance this against the abandonment of 

the procedure in response to children’s distress (Bray et al, 2018a). However, 

these self-reported practices contrast with the findings of an observational study 

(Bray et al, 2016) where health professionals were neither observed acting to 

stop or overtly considering stopping a procedure in response to a child’s distress. 
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These findings are consistent with another observational study (n=6) which 

reported that whilst health care professionals acknowledged the distress of 

children aged 3-5 years, they continued with the procedure despite the resistance 

of the child (Svendsen & Bjork, 2021).  

 

In one study, children’s distress was reported as a significant factor in 

professionals’ decision making (Bray et al, 2016), and was cited as the fourth 

most influential factor in a quantitative study (Bray et al, 2018b) after the safety 

of the child; the child’s age and the urgency of the procedure. Health care 

professionals in an anaesthetic setting reported that a child’s distress would result 

in them re-evaluating of the use of force (Homer & Bass, 2010), and one study 

which identified distress as a factor influencing the use of holding, but both 

reported that this was viewed by health care professionals as less relevant than 

age and clinical need when deciding to hold a child for a procedure (Graham & 

Hardy, 2004).  

 

The literature included in this review reflects a reported belief amongst health 

professionals that clinical holding was seen to facilitate a better experience for a 

child as it enables a procedure to be completed quickly and that getting it over 

with quickly is in the child’s best interests (Crellin et al, 2011; Bray et al, 2018a). 

However, there is little evidence within these papers to indicate that this perceived 

benefit was balanced against the potential for disadvantages for a distressed 

child. An observational study (Bray et al, 2016) found that some health care 

professionals viewed delay, abandonment or cancellation of a procedure 

negatively as this was considered by them to be likely to cause additional upset 

to the child. It is unknown whether children who have experienced clinical holding 

despite upset during a procedure support the reported benefits of ‘getting it over 

with quickly’. 

 

2.1.4.8 The importance of alternative approaches to holding in decision 

making 

 

This section will review the evidence within the papers which is explicitly linked 

to the reduction of holding in children undergoing procedures. The value of 

alternatives to holding such as analgesia, play and distraction therapies are 
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recognised in the review literature (Lewis et al, 2007; Homer & Bass 2010), 

although there is a paucity of evidence to clarify whether these approaches are 

adopted during episodes of holding children for procedures. Svendsen & Bjork 

(2021) found that in an observation study the use of distraction was the most 

frequent response from heath care professionals to children’s distress 

procedures. However, this finding is only specific to the young children aged 3-5 

years who were involved in this study.  

 

Health care professionals’ decisions not to employ interventions before and 

during holding a child, despite the established benefits, have been reported as 

due to a lack of training in distraction (Graham & Hardy, 2004), staffing shortages 

(Demir, 2007), the nature of the procedure (Crellin et al, 2011) and the child’s age 

(Selekman & Snyder, 1995). In anaesthetic practice the administration of 

sedation to avoid the use of clinical holding on the induction of anaesthesia has 

been reported as most prevalent in children younger than six years (Lewis et al, 

2007; Homer & Bass, 2010;). However, sedation is inconsistently utilised by UK 

anaesthetists, as some view sedation as chemical restraint (Homer & Bass, 

2010). Alexander et al (2010) reported that parents felt dissatisfied by their child’s 

experience of being held for induction of anaesthetic, and that 62% (n=551) of 

parents in a survey responded that, if given the option, they would opt for pre-

anaesthetic sedation for their child if it were available. Health professionals 

reported beliefs that younger children in particular had little to no ability to 

understand their best interests and that reasoning with them was unlikely to be 

effective (Lewis et al, 2007; Homer & Bass, 2010). This perception of younger 

children lacking competence made professionals less likely to persevere with 

spending time preparing and engaging a child in distraction and more likely to 

assume that holding would be necessary in order to complete a procedure (Bray 

et al, 2018a). In contrast, in other work, health care professionals have been 

reported (Svendensen et al, 2017) or been observed (Svendsen & Bjork, 2021) 

to adopt further strategies during holding episodes with children aged 3-5 years 

undergoing a range of procedures, which include verbal acceptance of the 

resistance, attempts to persuade, negotiate with, praise, compliment and inform 

child about the procedure in an attempt to enable the child to get through the 

episode.   
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2.1.5 Step 5: Discussion and conclusion 

 

This literature review has identified that there is a diverse evidence base 

underpinning what is known about the clinical holding of children within acute 

care settings. This diversity is in the form of health care professionals who had 

led the research, participated in the reported research, the methodological 

approaches used to explore and examine clinical holding and the specific foci of 

the studies. Many of the aspects of the practice of clinically holding children 

requires further research, some aspects are more comprehensively covered, 

although there are still challenges and inconsistencies within the evidence base.  

 

Currently there is conflicting evidence about the role of health care professional 

training on the practice of clinically holding children in clinical settings. There are 

inconsistencies and insufficient information in the reviewed research about the 

details of training, and in what ways the practice of clinical holding is impacted.  

 

There is consensus in the reviewed papers in relation to the reported factors and 

beliefs amongst health care professionals which influence their decision making 

regarding the use of clinical holding for children undergoing procedures. These 

factors and beliefs include the necessity to hold younger children for procedures 

as they will not stay still without being held (Lewis et al, 2007), the need to hold 

children to ensure their physical safety regardless of children’s expression of 

distress or dissent and with minimal consideration of psychological safety. There 

is also evidence in the literature about the reported belief that it is in a child’s best 

interests to ‘get it over with quickly’ rather than to give children a break, postpone 

or abandon a procedure (Bray et al, 2018a). 

 

Within the current evidence base there is a bias towards the exploration of the 

perspectives and experiences of adults such as parents and health professionals 

on the holding of children in acute hospital settings. There is to date, very limited 

empirical evidence directly from children about their own perspectives and 

experiences of being held for clinical procedures.  Therefore, there is a need for 

children’s views, opinions and experiences to be investigated and positioned 

within the evidence base to prevent adult agendas dominating the debate and 

continuing to shape experiences for children.  
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2.1.6 Step 6: Dissemination plans of findings 

 

The primary function of this integrative review of the literature was to inform my 

study. However, my intention is that after completing my thesis, I will seek 

opportunities to publish the findings of the review in peer reviewed publications. 
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Chapter 3: Constructions of the child, children & 

childhood 

 

3.1 Introduction 

 

In order to understand children’s perceptions and experiences it is important to 

consider the influence of the position of children in society on their experiences 

of being a child. This chapter will introduce concepts such as the social 

positioning of the child, the politics of childhood and concepts such as children’s 

social agency which will be addressed later in the methodology, methods, ethics 

and discussion chapters.  

 

In this chapter I will briefly explore historical and contemporary Westernised 

constructions of the child, children and childhood and challenge the associated 

societal assumptions. In particular I will consider these in relation to research with 

children. The three concepts of the child, children and childhood are 

interdependent themes throughout this chapter.  

 

Specifically, I will explore the ways in which some researchers position children 

within Western society, and I will challenge expectations relating to competence 

and vulnerability and discuss the ways in which these constructions inform the 

selection of research methods and methodologies. The concept of power will be 

discussed throughout the chapter in relation to the evolving constructions of 

children and childhoods, and research with children.  

 

3.2 Constructions of the child, children and childhood   

 

Put simply, a child can be defined in the United Kingdom as a member of society 

under the age of sixteen years (Alderson & Morrow, 2011). However, the ways in 

which the early years of the life course are interpreted, understood and 

institutionalised by adults varies considerably across and between generations 

and cultures (James & James, 2004; Jones & Welch, 2018). Such constructions 

are important because the ways in which a society chooses to theoretically 

position a child will influence behaviour towards them and ultimately how children 
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experience being a child (Woodhead & Faulkner, 2008). This chapter focuses on 

children and childhood within Western societies. 

 

3.2.1 Historical perspectives of the child  

 

Prior to the seventeenth century, Western societies assigned no special 

emphasis on childhood as a phase of the life cycle relating to transition between 

infancy and adulthood (Hendrick, 1997; 2008). A child was not considered a 

discrete category of human or treated in distinctive ways (Aries 1962). Once 

weaned and able to achieve a minimum of self-care a child was viewed as a small 

adult (Hannawalt, 1993) forming a part of society in which they participated in 

work and other social activities along with adults (Christensen & Prout 2005). 

 

Childhood was first socially constructed in the late seventeenth century reflecting 

religious beliefs (Hanawalt, 1993; Hendrick, 1997) which recognised differences 

between a child and adults and encouraged a theoretical separation of the groups 

who had previously co-mingled in society (James & James, 2004).  The child was 

assigned a special status in society which depicted him or her as innocent, 

vulnerable and requiring the care and support of adults to protect them during the 

early years of life (James & Prout, 1997). Thus, the theoretical concept of family 

emerged where adults where orientated around the welfare of the child (Kellett et 

al, 2004) and parenting became a process of guiding a child along proper paths, 

teaching him or her to conform and be ready for entry into society as a complete 

adult (James et al, 1998). Although such a construction may seem to have 

positive consequences for children of the seventeenth to nineteenth centuries, as 

this is more consistent with contemporary understandings, it is important to 

remember what was lost in this theoretical re-positioning. Children were re framed 

from competent and autonomous individuals to uninformed, passive and 

dependent persons in need of adults to control and shape them (Hogan, 2005) 

arguably depriving them of freedoms of autonomy previously enjoyed when 

considered equal to adults (Christensen & Prout, 2005). 

 

The re-positioning of the child brought about conflicting consequences for 

children during the nineteenth and early twentieth centuries. For children of the 

wealthy, such positioning resulted in positive outcomes as they were afforded 
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protection and care (Kellett et al, 2004), and for boys, education (James & James, 

2004). In contrast, for poorer children becoming subject to the authority of adults 

resulted in exploitation through enforced work both inside and outside of the 

home (Oldman, 1994). For rich and poor, the powerlessness associated with the 

re construction left them vulnerable to physical, emotional and sexual abuse 

(Pollock, 1983).  

 

From the beginning of the nineteenth century, the effects of the industrial 

revolution influenced the lives of children from poor backgrounds. Exploited by 

adult employers, children were viewed as cheaper to employ and easier to 

replace than adult workers (Pollock, 1983). In terms of autonomy, although rooted 

in neglect, poor children lived relatively uncontrolled lives within the family (Davin, 

1996) compared to their wealthy counterparts. Whilst not subject to the physical 

dangers of the workplace, insanitary housing and malnutrition, more affluent 

children can be said to have been exposed to psychological harm (Oldman, 1994) 

by contemporary understanding as they lived a highly controlled existence with 

contact with the outside world rigorously policed by adults (Kellet et al, 2004). 

Thus, the lives of children at either side of the social divide were in reality far 

removed from the theoretical construction where adults orientated around the 

welfare of the child (Kellett et al, 2004). 

 

Extensive social reform and subsequent child labour legislation (Mines Act, 1842; 

Factory Act, 1844) and mandatory schooling from ages 5-10 years (Education 

Act, 1870; Education Act, 1880) brought significant changes to the lives of poor 

children. Prohibited from the workplace children became economically worthless, 

although truancy based upon economic need remained a significant problem into 

the twentieth century (Heywood, 2001).  

 

In the aftermath of the First World War there was some degree of reappraisal of 

social structure and positioning in British society took place (Kellett et al, 2004), 

giving rise to the questioning of previously accepted social class divides and the 

absence of social mobility, including the importance and treatment of children 

(Davin, 1996). This reappraisal led to an adoption of ‘romanticised’ (Hendrick, 

2008: 37) views of children who became emotionally prized by adults and as 

having recognised physical, mental and emotional needs (Davin, 1996). Valued 
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as the future of the nation (Quortrup, 1994; Kellett et al, 2004) children were 

identified by Government as meriting investment.  

 

However, due to differences in the representation of children in historical records 

an incomplete picture exists of the position of the child within Westernised society 

during this period, with many arguing that full understanding of their positioning 

is not possible (James & Prout, 1997; Kellett et al, 2004; Hendrick, 2008). In 

particular, the views of children on their lives, on school or work and on childhood 

itself are difficult to discern due to a paucity of historical first-hand evidence 

(Davin, 1996). This must be recognised as an important limitation to the historical 

knowledge base, because examining the available evidence requires 

contemporary adults to interpret historical children’s lives. 

 

This section provides some evidence of how during the last three centuries 

various influences have conflict re-framed Western constructions of the child in 

terms of what a child was, should be or could be. It seems that at a micro level 

the experience of being a child was as dependent upon individual circumstances 

as the dominant thinking of the time. However, history does show that while 

experienced inequitably, theoretical constructions of the child did influence the 

ways in which children experienced their childhood. As such a conclusion can be 

that challenges to and the influence of dominant theoretical constructions of the 

child’s position within society can, over time, be a powerful tool in changing 

children’s experience of being a child.  

 

A further shift in the construction of children emerged during the years following 

the Second World War which had a focus of theories of child development which 

informed expectations of the competence and vulnerability of children within 

society. 

 

3.2.2 The shift to socialisation theory as a means of viewing children  

 

Socialisation is a term referring to a lifelong process of inheriting and 

disseminating norms, customs, values and ideologies, providing the individual 

with the skills and habits necessary for participating in their own society (Clausen, 

1968), and thus is the mechanism by which social and cultural continuity are 
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attained (Macionis, 2016). In relation to Western constructions of the child 

socialisation theory came to prominence in the post second world war years. 

 

During the early to mid 20th century at a time when positivism was the dominant 

scientific paradigm developmental psychologists. In the 1920’s Vygotsky (1978) 

proposed theories of children’s learning and was followed by Piaget (1952) who 

proposed theories of children’s cognitive development, and Bowlby (1958) who 

proposed a theory of children’s attachment. These psychologists sought to offer 

a scientific explanation for the process whereby children learnt to participate in 

society (Fraser, 2004). In the development of socialisation theory, psychological 

science sought to connect biological and social development (Kirk, 2007) utilising 

children’s language, play and interactions (Woodhead & Faulkner, 2008) as 

markers of predictable, linear and universal developmental progress (James & 

Prout, 1997).  

 

The most prominent work within this paradigm is the work of Piaget (1952;1957) 

a developmental psychologist, whose theory was widely accepted at this time 

(James, Jenks & Prout, 1998; Woodhead & Faulkner, 2008) and influenced 

education systems, juvenile justice system, welfare provisions and also research 

activities (Hogan, 2005), although his work is now hugely contested (Lloyd-Smith 

& Tar, 2000; James et al, 2001; Hogan, 2005). Piaget sought to trace the origins 

of mature logical, mathematical, scientific and moral thinking from infancy through 

to adolescence in order to answer questions about the nature of knowledge 

(Woodhead & Faulkner, 2008). His resultant theory assumed a natural basis of 

linear development, experienced progressively where age and competence were 

intertwined. Piaget argued that human intellectual development is constructed 

through individual children’s actions on the environment that lead them to 

discover certain logical truths about the properties of objects and the physical 

world (Fraser & Robinson, 2004). Piaget’s theory of child development viewed 

the child as incompetent, immature, passive, incomplete and conforming (James 

& Prout, 1997) objects within a one-way socialisation process (James et al, 1998).  

 

Based upon Piaget’s work, socialisation theory embraced universalistic ideas of 

the naturally developing child, represented as passive in the progress of 

development and unable to express individual development (James, Jenks & 
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Prout, 1998). Child development was viewed as pre-determined and dependent 

upon chronological age and was thus understood to occur across all children 

regardless of any factors of individuality or social environments (James & James, 

2004). Within socialisation theory the value of the child remained invested in their 

future as an adult, and they were viewed as ‘not yet part of society’ (Christensen 

& Prout, 2005:45) with the space of childhood viewed as a rehearsal for adult life 

(James & Prout, 1997; Hendrick, 2008). Framed as a passive recipient, the child 

was characterised as immature, irrational, incompetent, asocial and acultural 

(MacKay, 1973) requiring the guidance and influence of adults to transition from 

an unknowing child to a knowing and being adult (Christensen & Prout, 2005).  

 

Criticisms have been directed towards the ways in which the child has been 

conceptualised within socialisation theory. Critics argue that the theory overlooks 

the importance of the context and heterogenous nature of children’s lives and 

fails to recognise children’s expertise in their own lives. Piaget’s theory of child 

development was challenged during the latter part of the twentieth century, with 

the principle criticism that the methods used greatly underestimated the 

capacities of children and produced invalid evidence (Hogan, 2005; Woodhead 

&Faulkner, 2008). Critics argued that Piaget observed and explained children in 

isolation from the social world (Fraser, 2004), described by Hogan (2005:26) as 

the ‘context free child’, which did not recognise the importance of the social 

context of childhood (James & Prout, 1997; Christiansen & Prout 2005).  

 

Donaldson (1978) challenged and modified Piaget’s original tasks to methods 

more aligned to children’s everyday experiences and demonstrated that under 

more favourable circumstances children’s reasoning was more demonstrably 

sophisticated than previously identified (Hogan, 2005; Woodhead & Faulkner, 

2008).  

 

Despite Piaget’s findings being widely contested his work has left a positive 

legacy in relation to research through encouraging adults engaged with children 

to become more child centred. Piaget’s choices in terms of his research design 

were innovative during the mid-twentieth century (Fraser, 2004), and ironically 

have much in common with contemporary thinking of child centred approaches 

(Woodhead & Faulkner, 2008). For example, his adoption of observation and 
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interview with an emphasis on encouraging children to talk freely allowing their 

thinking to unfold and reveal itself to a highly attentive researcher reflects 

methods espoused today (Hogan, 2005). Despite the criticisms of the work, 

Woodhead & Faulkner (2008) argue that critics fail to recognise that Piaget had 

a deep respect for children, and that he was the first researcher to listen to them 

closely and did not belittle their explanations as inferior to that of adults. 

Seemingly contradictory to his findings positioning children as incompetent and 

‘empty’ in relation to adults, Piaget emphasised children’s agency in constructing 

an understanding about their world, encouraging greater respect for children’s 

ways of thinking and behaving (Woodhead & Faulkner, 2008). 

 

3.2.3 The move to children being perceived as social actors  

 

During the latter part of the twentieth century emerging paradigms of social 

science including the growth of interpretive perspectives such as social 

phenomenology and symbolic interactionism influenced an evolution in the 

conceptualisation of the child and its place in society (Prout & James, 1997). 

Emergent interest in interpretive approaches challenged the dominant theory of 

socialisation through a re-conceptualisation of social reality which fostered 

interest in the study of children as social actors and childhood as a particular kind 

of constructed social reality (James & James, 2004). In this new 

conceptualisation the child was repositioned moving from a passive recipient of 

social processes and parenting practices in transit through biological, 

developmental and social processes of maturity to being recognised as a knowing 

social actor with an active role in the construction and determination of their own 

social lives, the lives of those around them and of the societies in which they live 

(James & Prout, 1997; Mayall, 2002; Kellett et al, 2004; O’Kane, 2008).  

 

In response to the paradigm shift, the emergent construct is of the child as 

capable, competent, strong, knowledgeable and expert in their own lives, 

perceptions and experiences  is in stark contrast to the historical constructions of 

children as immature, irrational and incompetent (Hill, 1997; Thomas & O’Kane, 

1998; Christensen 2004; Einarsdottir, 2007). Contemporary constructions of 

children influenced by this paradigm shift reflect the concept of children as agentic 

members of society (Ruscoe et al, 2016) to represent their capacity for self-
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determination and ability to act independently (Jones & Welch, 2018). Within 

health care settings the acknowledgement of children’s agency intends to reflect 

children’s capacity to engage with health care knowledge and skills, and their 

ability to play an active role in meeting their own health needs (Montreuil & 

Carnevale, 2016) and influencing the choices of others regarding health 

behaviours (Ruscoe et al, 2018). There is a tension between theoretically 

positioning children as agentic whilst also requiring the protection of adults, 

however Montreuil and Carnevale (2016) argue that these positions need not be 

viewed as binary but can co-exist where children’s agency is supported by adults 

towards their best interests.  

 

As a result of the reconceptualisation of the social reality of the child and the 

intention to embrace children’s agency, a greater emphasis has been placed 

within upon listening to children’s voices (Ruscoe et al, 2018. As a result, some 

adult researchers and professionals working with children recognised the need 

to gain a greater understanding of children’s views, experiences, opinions, 

perspectives and what is important and not important to them to inform 

professional practices and policy decision making (Morrow and Richards, 1996; 

Mayall, 2002; Christensen, 2004; McKethchie and Hobbs, 2005; Hill, 2006; 

Parsons et al, 2016). This shift gave cause for consideration of whether existing 

methodologies and ethical frameworks largely designed for adults are 

appropriate for child-centred research (Punch, 2002a; Christensen & Prout, 2002; 

Parsons et al, 2016). These themes are developed later within this chapter.  

 

3.2.4 The evolution of children’s rights  

 

The evolving nature and socio-political landscape of childhood can be reflected 

in international and national legislation as well as non-binding international 

agreements relating to children’s rights. The rights given to a child by adults in 

society can offer evidence of contemporary understandings of children and the 

place given to them in society, as this is one of the mechanisms through which 

adults exercise their authority over children. These mechanisms are important 

because the ways in which adults in society frame childhood directly influences 

children’s experiences of it (Mayall, 2002). 
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The most significant non-binding agreement is the United Nations Convention on 

the Rights of the Child (UNCRC) (United Nations, 1989). The UNCRC recognised 

that children are active social beings, have civil and political rights including the 

expression of their views in matters which affect them. Furthermore, the 

Convention offered a model of rights for children and of childhood itself, providing 

a framework for international discourse relating to the nature of childhood and the 

rights of children across the world.  

 

Despite being described as a seminal text (Carter, 2014) and the foundation of 

contemporary views on the rights of children, the UNCRC is not without critics. 

The UNCRC was, paradoxically, devised by adults for children which appears to 

contradict the primary emphasis of autonomy and participatory rights for children 

(Hammersley, 2015) and is arguably symptomatic of the power relationships 

which confine children to subordinate roles (Sinclair-Taylor, 2000) which the 

Convention aims to minimise. James and James (2004: 81) draw attention to the 

‘universalising tendencies’ of international statements, and questions whether the 

aim of establishing transcultural generality is achievable. The UNCRC has drawn 

criticism for adopting a dominant westernised conceptualisation of the child 

(Mayall, 2000).  

 

The Convention offers children no certainty that the principles will be adopted as 

legal commitments as there are no legal obligations to do so, despite UNCRC 

monitoring processes (James & James, 2004). The adoption of the principles of 

the Convention and their application to national domestic policies and law are 

bound by the parameters of culture (Lundy, 2007). Within the United Kingdom the 

principles of the UNCRC have been adopted within the Children Acts (1989; 

2004) which enforces a range of regulations to promote listening to the child’s 

viewpoint but has done little to enhance their rights (Hendrick, 2008). In relation 

to UK health care settings the spirit of the UNCRC and the requirements of the 

Children Acts (1989; 2004) have been implemented through a range of initiatives. 

NHS wide initiatives to promote consultation (NIHR, 2012; 2016) and shared 

clinical decision making such as ‘no decision about me without me’ (Department 

of Health, 2012) are inclusive of children, with specific initiatives to promote the 

participation of children in a variety of settings (National Children’s Bureau, 2011; 

Youth Justice Board, 2016; National Children’s Bureau, 2016). However, despite 
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such commitments to children’s rights within organisations, Carter (2014) argues 

that in reality implementation is inconsistent. This view is aligned with empirical 

evidence which suggests that despite the UNCRC and initiatives to empower 

children and promote participation and consultation children continue to have 

minimal influence over decision making within health care settings (Coyne & 

Gallagher, 2011; Coyne, et al, 2014). 

 

In an environment where children are afforded rights which are reported to be 

tokenistic and ineffective initiatives to promote their perspectives and shared 

decision making are required. Hammersley (2015) argues that researchers have 

a distinctive responsibility to live up to the spirit of the Convention and to advance 

respect for children’s rights more generally through their work to promote 

inclusivity and participation of children.   

 

This discussion has focused on what has gone before in terms of the evolution 

children’s position in society. I will now focus on the literature which explores 

more current understandings of children and childhood.  

The generational space of childhood is framed by a multiplicity of influences 

which evolve with reference to contemporary culture, political structures, 

individual circumstances and conceptualisations of the child and its position in 

society (Qvortrup, 2008). Thus, creating similarities and differences in childhoods 

amongst groups who experience it within a defined era and place (James & 

James, 2004). Such influences may be definitive for children’s childhoods and 

may become points of reflection for the adults they will become. Such universal 

influences are often bound in time by significant global or national events; 

contemporary culture or the emergence of new products, technology, media and 

communication (James, Jenks & Prout, 1998).  Thus, time bound universal 

factors weave a uniqueness of an era and can often form the basis of 

commonalities amongst strangers who experience childhood during the same 

period which remain fixed for life. Thus, creating a ‘currency’ to childhood whose 

generational differences ensure that contemporary childhood will always be 

inaccessible to adult researchers- who, although ex-children, inhabited an 

alternative context to the early part of their life course and cannot know the 

influence of contemporary childhood on the lives of children whose life worlds 

they seek to explore. This understanding supports the view that children are 
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uniquely placed to report their own childhoods (Christensen & Prout, 2002). In 

recognition, Mayall, (2008) argues that understanding generations is the key to 

understanding children’s lives and suggests that researchers have an obligation 

to consider generational influences when designing and conducting studies with 

children. 

 

3.3 Key contemporary assumptions relating to children and childhood 

 

The word ‘children’ is a collective term for more than one child. However, often 

such collectivization disregards individuality (James & James, 2004; McKetchie 

& Hobbs, 2005), including the individuality of children’s experiences which can 

be shaped by the influence of the generational space of childhood (Mayall, 2008). 

Despite this, social and academic discourse often collectivises the child into a 

homogenous group and attributes characteristics of competence and 

incompetence, vulnerability and powerlessness to children. Adults are positioned 

as responsible providers and carers of the child (Kellett et al, 2004). The following 

section will critically discuss the assumed characteristics of children within 

contemporary theoretical constructions in relation to competence, vulnerability 

and power. 

 

3.3.1 Competence 

 

Competence is a social construct that broadly relates to an ability to do something 

successfully (Greene & Hill, 2005) which is relative to particular forms of activity 

(Hammersley, 2015) and contexts (Pihlainen et al, 2016). Characteristics of 

competence relate to personal capabilities to link knowledge, skills and attitudes 

to develop ability to be deemed competent within a specific context (Laibhen-

Parkes, 2014). However, competence is problematic (France, 2004) and 

contested (Christensen, 1998) concept as will be explored in this section. 

 

Positioned by socialisation theory as passive, dependent immature and irrational 

(Mackay, 1973; Qvortrup, 1997) children may be viewed by adults to be 

incompetent in relation to their ability to report their own experiences (Hill, 2005). 

Such beliefs, informed by contested (James et al, 2001; Lloyd-Smith & Tar, 2000; 

Hogan, 2005) yet persistently dominant (Christensen & Prout, 2008a) Piagetian 
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theories of universal development create a focus on age related competences 

and abilities for children (Mayall, 2008). Ascribing competence and incompetence 

in this way reduces the opportunities of exploring children’s lives in ways that best 

position them to express their perspectives and risks an impoverished 

understanding of children’s lives (Hogan, 2005). 

 

Children’s competence to express their experiences and perspectives is often 

described in comparison to that of an adult (Langston et al, 2004), and it is only 

when children approach adulthood and can offer adult like perspectives in adult 

language that they are deemed to be approaching competence (Valentine, 2017). 

However, solely comparing children’s abilities to those of adults is problematic, 

as it overlooks that which children do well (Hill, 2005).  Reflecting the influence of 

re-socialisation theory and a recognition of children’s social agency Ford et al 

(2018) suggest that it is more helpful to see children’s competence as different 

rather than lesser in relation to adults.  

 

Failure to recognise differences and commonalities between children and adults 

competence can result in misjudgements relating to the overestimation or 

underestimation of the abilities of children (Yoon & Templeton, 2019) to represent 

their own viewpoints. Carter & Ford (2013) suggest that children’s perception of 

the world differs from those of adults partly because they may have fewer 

experiences to draw upon, and the way children make sense of the world is 

influenced by their developmental progression. Children as a group may 

demonstrate a wider spectrum of linguistic ability and hold a more limited 

vocabulary of familiar words compared to adults in society (Dockrell, Lewis & 

Lindsay, 2000). Such differences in terms of vocabulary may hinder children from 

expressing their perspectives verbally but does not exclude them from 

contributing their perspectives when other means of expression are provided 

(Veale, 2005; O’Kane, 2008). Children may have alternative meanings for words 

(Kellett & Ding, 2004) and find the use of metaphor particularly difficult which may 

limit their understanding of their use (Greene & Hill, 2005). Despite these 

recognised differences, Alderson, (2000) warns of difficulties in ascribing 

linguistic preconceptions in interactions with children, which can frequently lead 

to an underestimation of children’s abilities. Children can also demonstrate a wide 

range of abilities in relation to; cognitive skills (Hill, 2005); understanding of 
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abstract concepts (Langston et al, 2004); capacity for memory (Dockrell et al, 

2000) and longevity of attention span (Christensen & James, 2008a; Carter & 

Ford, 2013). However, these characteristics are not unique to children, and can 

also be seen within the adult population (Scott, 2008; Green & Thorogood, 2014). 

This perspective is frequently overlooked within academic discourse, possibly as 

it challenges the social hierarchy which empowers adults over children. 

 

Children are also sensitive to the contexts in which they are asked to respond 

(Dockrell, Lewis & Lindsey, 2000; Scott, 2008). For example, when asked for 

responses within situations that they understood or were familiar with children 

revealed greater competence than when faced with situations with which they 

were unfamiliar (Donaldson, 1978). Children have been found to be able to 

provide articulate and informative responses to questions about circumstances 

which were recent and meaningful to their own experiences, but find questions 

relating to topics outside of their own experiences problematic (Scott, 2005). 

 

Children have been framed as unreliable (Punch, 2002) as it is often assumed 

that they cannot credibly and consistently provide information about events or 

experiences (Mayall, 2008). The information children provide can be viewed with 

scepticism by adults (Scott, 2008), especially when this is presented by very 

young children (Langston et al, 2004). Viewed as living in a fantasy world (Kellett 

& Ding, 2004). The literature suggest that children are framed as highly 

suggestible (Scott, 2008) and prone to making up stories to either amuse, 

fascinate or purposefully mislead (Greene & Hill, 2005). Despite the emergence 

of theoretical concepts of social agency (James & James, 2004), an image 

persists of children being unequipped for the role of informants of their own 

experiences until they are approaching adulthood, when they can offer adult like 

perspectives in adult language (Hogan, 2005).  

 

There is little reason to perceive children in this way other than as a reflection of 

discredited (Mayall, 2008) and contradictory constructions of children as both 

wide-eyed innocents and wilful deceivers (Scott, 2008). The framing of children 

as incompetent and unknowing is contradictory to the lives of many children, for 

whom paid and unpaid work is an integral part of life (James, Jenks & Prout, 

1998). This truth can be said to reflect an unwillingness within society to 
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acknowledge and accept diversity within the social construction of the child and 

childhoods, and where deviation from an idealised conceptualisation is conceived 

as incorrect and problematic (James & James, 2004). Evidence for this can be 

found in circumstances where children are economically active in the workforce 

in order to contribute to family income (James, Jenks & Prout, 1998), or act as 

care givers within families (Kellett et al, 2004), a role facilitated by health and 

social care organisations (Doutre et al, 2013) who in alternative circumstances 

may position children as vulnerable and incompetent. 

 

3.3.2 Vulnerability 

 

Vulnerability relates to the potential for an individual to come to physical or 

emotional harm, or to be open to attack or malign influence (Carter, 2009a). 

Positioned by socialisation theory as passive, dependent, immature and irrational 

(Mackay, 1974) children can be viewed as vulnerable compared to adults in 

society (Jones & Welch, 2018) despite emergent re-constructions as social 

agents (Thomas & O’Kane, 1998). Characterised as lacking sufficient knowledge 

and life experience to inform mature decision making (Sinclair-Taylor, 2000) 

children have been viewed as lacking the capacity to make informed and sound 

decisions compared to adults (Hogan, 2005). In common with some adults such 

as people with learning disabilities (Braun & Clarke, 2013) and mental health 

deficits (Johnson & Long, 2010) children can be perceived as requiring the 

protection of competent adults (Christensen & Prout, 2008a) because they are 

overly trusting (Hill, 2005) and thus exposed to coercion, adverse influence and 

harm (Kipkis, 2003). Children are often physically weaker than adults (Hill, 2005) 

and this can leave them feeling exposed, passive and open to abuse (Morrow 

and Richards, 1996), which carries the risk of acquiescence that may obscure 

underlying dissent (Kipkis, 2003). 

 

3.3.3 Power and agency   

 

The role of power in people’s lives and how society functions has been subject to 

sociological debate (Robinson & Kellett, 2004), including the concerns of 

marginalised groups in society relating to gender, ethnicity, culture and social 

class for much of the latter half of the twentieth century (Christensen, 2004).  
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Despite the sociological progress of contemporary understandings of children 

such as the emergence and acceptance of their social agency (Thomas & 

O’Kane, 1998) and acknowledgement of their rights to  influence matters which 

affect them (UN, 1989) children remain a group in society which occupies a 

subordinate position subject to the authority of adults (Christensen, 2004; Hill, 

2005; Hogan, 2005).    

 

Societal power is defined by Giddens (1995:54) as  

 

“the ability of individuals or groups to make their own concerns count, even 

when others resist. Power sometimes involves the use of force, but is almost 

always accompanied by the development of ideas which justify the actions 

of the powerful”. 

 

Giddens’ (1995) definition suggests that power within society is rooted in the 

ability of individuals or groups to communicate their concerns and in doing so 

create knowledge (Robinson & Kellett, 2004). Children are perceived to have 

different abilities to adults in terms of verbal competence and the expression and 

understanding of abstract ideas (Hill, 2005). Thus, children as a group may 

require different methods of enquiry (Carter & Ford, 2013) to enable them to 

communicate their ideas and make their concerns count. Too often such 

accommodation of differences from adults is absent (Robinson & Kellett, 2004), 

and thus children experience powerlessness in relation to matters which affect 

them (Christensen, 2005; Greene & Hill, 2005) and their interests are overlooked. 

The motivation for adults to persist in this primacy is wryly observed by Roche 

(1996:33) who notes that ‘Once we allow children a voice- we (adults) might have 

to participate in different conversations’. 

 

Adults can be said to have divided the world up into two divergent groups that of 

adults and non-adults (Robinson & Kellet, 2004), where societies are constructed 

to give adults power over children (Hill et al, 2004; Thomas & O’Kane, 1998). In 

response to perceptions of incompetence and vulnerability children’s lives can be 

highly regulated, where the balance of power can be heavily skewed towards 

adults who control almost all aspects of childhood (Punch, 2002; Kirk, 2007). 
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Thus, locating children in childhood and potentially setting them apart from adults 

in everyday life provides a social segregation with specific conditions provisions, 

constraints and requirements, laws, rights, responsibilities and privileges 

surrounding the lives of each group (Mayall, 2008). Children’s position in society 

as subordinate to adults who hold power over them ensures that, where conflicts 

of interest exist adult preferences will prevail.  

 

In private family settings parents or extended family members regulate children’s 

choices in terms of their use of time, occupation of space, choices of clothing, 

eating, sleeping and distribution of work, and play as well as social interactions 

with only some opportunities for personal discretion (Robinson & Kellet, 2004). 

The extent to which children hold power or are subordinate can vary in families, 

but broadly reflect societal values and attitudes (Bricher 2000). In public settings 

the power of regulation is transferred to those adults in professional roles such 

as teachers or health professionals. In loco parentis such adult professionals 

regulate children similarly to family members at home, but with the additional 

authority of the rules of an organisation such as a school or hospital. In an attempt 

to reflect the emancipatory influences of re-socialisation theory and the 

recognition of children’s social agency (James & James, 2004) some 

contemporary organisations offer measures such as school councils or expert 

patient groups to promote the involvement of children within decision making 

processes (National Children’s Bureau, 2016). Such opportunities allow children 

to influence services provided for them. However, these measures have been 

criticised as sometimes tokenistic as the child’s voice is often not given parity 

amid a dominant adult culture (Robinson & Kellett, 2004), although consultation 

is increasingly evident in the literature (Snodin et al, 2017). Within healthcare 

contexts there are contradictory concepts evident in relation to the empowerment 

of children to influence their care and treatment. While much has been written 

regarding children’s assent and consent (Alderson, 2005) and when children may 

be deemed legally competent to consent to treatment (Alderson & Morrow, 2011), 

little attention has been given to children’s right to dissent which is routinely 

overlooked (Coyne et al, 2011; Coyne et al, 2014).  

 

Positioning children as an overwhelmingly powerless and oppressed group does 

not reflect their economic power as consumers within society (Robinson & Kellett, 
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2004) be this directly or indirectly through influencing parental purchasing 

choices. In addition, emerging social media and technology diminishes the 

established power differentials between children and adults as these media do 

not always differentiate between adults and non-adults. Through technology 

children have greater equity of opportunity with adults to comment upon public 

events, rate service providers and express their views and experiences 

(Livingston & Blum-Ross, 2017). Whilst such opportunities offer only expression 

of ideas and views rather than directly influencing individual children’s lives, social 

media may influence children’s experiences and expectations of having a voice 

in society and expressing it equally with adults (Livingston & Blum-Ross, 2017). 

Therefore, it can be suggested that social media and technology in future may 

encourage an expectation amongst children to articulate their perspectives and 

to contribute equally to influence matters which are important to them. Such an 

alteration in children’s expectations of having an equitable voice in society would 

overturn the current acceptance of societal structures of power between the adult 

and non-adult and radically re-frame children’s expectations of their position in 

society. 

 

3.4 Children and research: Issues of competence, vulnerability and power 

 

In this section I will examine the ways in which researchers report research 

activities with children, which directly influences the ways in which competence, 

vulnerability and power differentials are defined, anticipated, planned for and 

managed within research processes and study designs.  

 

Ford et al (2017) outline the evolution of the ways in which children have been 

framed by researchers, from being perceived as an object, a subject, a social 

actor and finally as a participant, which reflects the historical positioning of 

children and the subsequent re-conceptualisation discussed earlier. When 

framed as an object, children have been viewed as vulnerable, dependent and 

incompetent. Positioned in this way children depend upon adults for protection in 

research contexts and require them to interpret their lives and act as proxy 

reporters to convey their views, experiences and perspectives. Positioned as 

subjects in research children’s competences are recognised and accommodated 

through the adoption of child-centred approaches to research design. Viewed as 
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social actors, researchers position children in society and research contexts as 

autonomous beings rather than part of a collective such as a family or school 

community. Positioned this way children are indistinguishable from adults and 

methodologies and ethical standards are uninfluenced chronological age, 

ascribed competence or vulnerability. Finally, framed as active participants in 

research processes children are informed, consulted and involved in research 

activity and are afforded the role of co-researchers in partnership with adult 

researchers.  

 

Within these constructions the balance of power between adults and children can 

be changeable and inconsistent (Robinson & Kellett, 2004) where adult 

researchers may or may not limit the degrees to which knowledge and power are 

shared with child participants and this has led to criticisms of a pretence of shared 

work (Alderson, 2000) and tokenism (Yoon and Templeton, 2019).    

 

3.4.1 The management of competence and incompetence in research with 

children 

 

As noted earlier, children have historically been positioned as incompetent in 

comparison to adults, and as a consequence, they have been often excluded 

from the role of expert even in relation to their own lives (Jørgensen, 2019) with 

primacy afforded to adults, who have been viewed as expert informants on 

children (Christensen, 2004). Researchers who wish to explore children’s lives 

must carefully consider ways in which to promote competence in children 

(Christensen & James, 2017).  

 

Researchers should guard against their approaches and methods being 

influenced purely by age related assumptions of children’s abilities and interests 

(Langston et al, 2004), and rather than theorising incompetence focus upon the 

development of understandings (Westacott & Littleton, 2005).  Researchers need 

to adapt research processes and activities in order to empower and promote 

children’s competence and abilities (Scott, 2008; O’Kane,2008). 

 

In the following section I discuss the ways in which researchers can undertake 

such adaptation to accommodate potential differences for children, in their 
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abilities or preferences for modes of expression, issues relating to reliability, 

suggestibility and truthfulness, remaining thoughtful about the impact of physical 

environments for research activities. 

 

3.4.1.1 The influence of physical environments on research with children 

 

Promoting children’s competence to express their perspectives within research 

involves consideration of the setting in which the research activity takes place 

(Morrow & Richards, 1996) as this is likely to influence the ways in which children 

respond (Scott, 2008). Children behave in different ways in different settings 

(Greene & Hill, 2005) as the expression of a child’s personality in terms of 

behaviour and attitudinal preferences are often context dependent (Scott, 2008). 

The home environment is viewed as particularly suitable to research activity with 

children (Kellett & Ding, 2004) as the environment is familiar (Langston et al, 

2004) and a place where many children are likely to feel most comfortable 

(Mayall, 2008).  

 

In addition to the benefits of a familiar physical environment, utilising the child’s 

home for research activity attempts to mitigate any coercive effects of power 

differentials between adult researcher and child participant (Christensen, 2004) 

through the influence of established cultural and social roles of an empowered 

host and a subordinate guest (Coad et al, 2014). For children, empowerment 

associated with the role of host within their home may promote their competence 

to express their perspectives and avoids the potentially coercive effects of 

settings such as school where children may feel subject to authority (Kellett & 

Ding, 2004), although home settings are not necessarily exempt from such 

influences (Scott, 2008). However, despite these perceived benefits, research 

within home settings can also be problematic for the researcher. Mayall (2008) 

identifies constraints relating to social obligations of the disempowered guest to 

accept the conditions offered by the parent, particularly in relation to parental 

presence during the research activity who may seek to control children’s 

responses to ensure that the family is presented in a good light or to protect the 

child from distress (Gardner & Randall, 2012).  
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3.4.1.2 Issues of reliability, suggestibility and truthfulness 

 

Within academic literature there is a seeming reluctance to take children’s 

responses at face value (Scott, 2004), which may reflect social constructions of 

children as suggestible (Greene & Hill, 2005) and prone to application of 

imagination and fiction from play to non-playful contexts (von Benzen, 2015). 

Such constructions create a view of children as unreliable reporters of their own 

worlds (Hogan, 2005), and has traditionally contributed to the use of adult proxies 

(Christensen & James, 2008a) who are deemed to be more legitimate reporters 

than children themselves. There is little reason to perceive children in this way 

other than as a reflection of discredited and contradictory constructions of 

children as wilful deceivers (Scott, 2008). I will now consider the issues of 

reliability, suggestibility and truthfulness of children within research contexts.  

 

Reliability within qualitative research contexts relates to the participant’s ability to 

be authentic and trustworthy in their responses (Kellett & Ding, 2004) within a 

social exchange (Greene & Hill, 2005). Empirical evidence suggests that children 

in common with adult respondents (Scott, 2008) can be vulnerable to 

acquiescence bias and being influenced by social desirability within research 

activities such as interviews, focus groups and questionnaires. Hughes and 

Grieve (1980) in a seminal study identified that the majority of children in their 

study provided answers to closed non-sensical questions rather than identified 

that an answer was not achievable. Children’s willingness to provide a response 

where they have no understanding may reflect that they are used to being 

directed by adults and providing responses for them (Greene & Hill, 2005). These 

findings suggest that the use of closed questions may increase the difficulties 

children experience in answering questions they do not understand. However, 

children as a research population are not alone in being influenced by social 

desirability and acquiescence bias. Indeed Hill (2005) suggests that younger 

children’s responses may be less influenced by social desirability as they may 

not be as susceptible to the influence of social reciprocity compared to adult 

respondents. Scott (2008) argues that children’s response biases are equal to 

those of adult participants. However, this is disputed by the findings of Waterman 

et al (2001) who reported that 20% of adult participants were willing to provide a 

yes/no answer to non-sensical questions compared to 76% of child respondents. 
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In relation to memory and the ability to recall events evidence suggests that 

children and adults have similar capacity to accurately recall facts and events 

(Spencer & Flin, 1991). 

 

The use of open questions may promote children’s ability to express a lack of 

understanding when a response is required of them (Waterman et al, 2001; 

2002). Children can be best placed to respond reliably through skilful 

interviewing, where questions need to be pertinent to children’s own knowledge 

and where possible interests, with the expressed option of ‘I don’t know’ answers 

(Scott (2008). Furthermore, Scott (2008) argues that such attention to children’s 

perspectives in interviewing can promote a child’s motivation to give considered 

and authentic answers. Kellett and Ding (2004) suggest that this is centrally 

dependent upon the development of rapport between researcher and participant, 

where a good relationship can encourage forthcoming responses, but warn that 

researchers who are perceived as intimidating or impatient can have damaging 

consequences for qualitative data quality.  

 

Within research activity suggestibility relates to the extent to which a participant 

is inclined to accept and act upon the suggestions of others, where false and 

plausible information is given and taken and assumed into knowledge, memories 

and perceptions Hogan (2005).  Children as a group have been seen as 

particularly pliable and susceptible to suggestion (Mahon et al, 1996; Scott, 

2008), possibly in response to a high degree of sensitivity to power relationships 

between themselves and adults who require responses from them (Hogan, 

2005). However, in legal settings, Bala (2018) reported that children were able to 

be reliable court witnesses from as young as 4 years. Bala suggests that while 

adult witnesses were likely to provide more detail in about an incident than a child, 

a child is more likely to provide accurate information than the adult.  

 

Despite empirical evidence suggesting that children can offer responses which 

may not be wholly authentic to their understanding within research, Scott (2008) 

argues strongly that despite potential problems of reliability and suggestibility, 

researchers should take what children say at face value. To do so prevents 

researcher bias influencing children’s explanations, critical for the collection of 

authentic data and advancing the study of children’s experiences.  
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In contrast to playful activity, the deliberate inclusion of fabrication and fantasy by 

children into non playful interactions can be perceived by adults as deviant (Scott, 

2008) positioning children as lacking cognitive ability (Morrow & Richards, 1996) 

or moral judgement (von Benzen, 2015). In terms of intentional untruthfulness 

within research activity academic discourse suggests that the role of power within 

adult-child relationships offers some insight into the potential rationale for 

assumptions underlying the reliability of children as reporters of their own 

experiences. Positioned as subordinate to adults (Hill, 2005) and comparatively 

powerless (Christensen, 2004), children may find it difficult to dissent, disagree 

or say things that they believe will be unacceptable to adults (Greene & Hill, 

2005). This may cause children to give responses which are determined more by 

their desire to please than their desire to be truthful (Lewis & Lindsay, 2000). 

Conditioned within home and school environments to comply with the requests 

of adults (Hill, 2005) children may feel that they must respond to adult questioning 

whether or not they know the answer, or have an attitude at hand (Scott, 2005). 

Compounding the drive to say something, children can perceive that failure to 

provide any response could be viewed by adults as impertinence, inattention or 

lack of cooperation (Christensen & James, 2008b). In response to children’s 

subordinate position in relation to adults, it seems eminently understandable that 

children would favour the construction of an answer rather than the risks 

associated with refusing to answer. However, an alternative perspective is 

offered by von Benzon (2015) who argues that rather than falsehoods reflecting 

relative powerlessness in relation to adults the empowering practices associated 

with child centred approaches (Veale, 2005; Carter & Ford, 2013) may create 

qualitative research activities which are relaxed and comfortable for participants, 

thus prompting normal inclusion of exaggeration and fantasy. 

 

Pretence and fantasy are considered to healthy and developmentally valuable 

aspects of children’s play (Galyer & Evans, 2001). Creative research approaches 

encompass child-centred methods such as play, drawing, painting, and 

storytelling (Punch, 2002; Veale, 2005; Carter & Ford, 2013) and may suggest 

that their engagement in research is purely a playful activity. von Benzen (2015) 

argues caution, contending that framing research activity as play can cause 
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children to naturally inject imagination, exaggeration and fantasy into research 

activities, when the intention of the researcher is to elicit authentic responses. 

 

Deliberate untruthfulness regardless of rationale is not unique to responses from 

children as adults may be just as likely to blur truth and fiction (Mahon & 

Glendinning, 1996; Kellett & Ding, 2004) for many of the same reasons as 

children. Power inequities exist within adult researcher and participant 

relationships (Braun & Clarke, 2013) and adults may also wish to please 

researchers (Green & Thorogood, 2014) or acquiesce (Dockrell et al, 2000). 

Despite this, parents and other adults have been viewed as more reliable than 

children (Mayall, 2008) and therefore historically used to judge the accuracy of 

children’s reports (Hogan, 2005), or to provide proxy reporting on children’s 

experiences and perceptions (Christensen & James, 2008a).  

 

3.4.1.3 Management of a range of abilities   

 

Research involving children has to accommodate a wide range of cognitive and 

social development which can be influenced by age, gender, socio-economic 

background and ethnicity of the child (Scott, 2008). To add to the complexity, 

children experience these differences within the diverse and heterogenous 

context of contemporary childhood (James & James, 2004). As a result, every 

child is a unique combination of competences which are constantly changing and 

cannot be anticipated by researchers. Empowering children’s competence 

involves a starting point where research with children which adopts a child-

centred orientation (Mayall, 2006; Scott, 2008; Mayall, 2008) which seeks to be 

sensitive to and encompass children’s abilities, interests, capacities and 

strengths within research design and activities (Carter & Ford, 2013). 

 

 A child-centred orientation has been interpreted by researchers in a number of 

ways which reflect diverse terminology used within academic literature such as; 

child-centred methods (Barker & Weller, 2003; Carter & Ford, 2013), arts based 

approaches (Carter & Ford, 2013), creative methods (Veale, 2005), and 

participatory methods (Hill et al, 2004; Gallagher, 2008; Waller & Bitou, 2011). 

For the purpose of this thesis I have selected the term child-centred methods as 
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this term positions the child as central to the orientation of my thinking without 

ascribing methods assumed to be of interest to children. 

 

Child-centred methods of enquiry which aim to promote children’s competence 

within research are philosophically consistent with contemporary theoretical 

constructions of children as capable and knowing social agents (Thomas & 

O’Kane 1998; James & James 2004: Christensen & James, 2008b). However, 

Punch (2002a) views these constructions as paradoxical and problematic, 

questioning why competent social actors require adapted research methods. 

Valentine (2017) argues that accessing children’s perspectives may require 

specific accommodation to facilitate them to communicate their expertise. 

Adaptation of research methods to facilitate children’s expression of their 

perspectives also reflect children’s rights to participate in matters which affect 

them (UN, 1989) and the obligation of contemporary researchers to develop 

research strategies which are fair and respectful to children as subjects rather 

than objects of research (Morrow & Richards, 1996: Ford et al, 2017).  

 

Child-centred methods take many forms and are often utilised to augment word 

based approaches such as interview (Carter & Ford, 2013). Techniques identified 

as child-centred can be arts-based activities including drawing and image making 

(Pezzica et al, 2015; Le et al, 2020; Caldairou-Bessett et al, 2020), visual and 

digital methods (Yamada-Rice, 2017), drama and storytelling (Grant, 2017), and 

photo-imagery (Ford et al, 2017). Such methods expand the modes of expression 

available to children (Carter & Ford, 2013) and assist them to describe and 

analyse their experiences through the provision of a frame through which the child 

can provide their own meaning (Veale, 2005).  

 

Child-centred methods which utilise arts-based approaches may be familiar to 

pre-school and school aged children who are used to engagement with visual 

techniques (O’Kane, 2008), who may therefore have greater ability and 

willingness to communicate using these methods rather than a solely verbal 

medium (Punch, 2002b). Arts-based methods offer children an opportunity to 

create their own artistic output which can facilitate the child’s engagement, 

communication, control and interpretation of their own experiences which may be 
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of particular benefit to younger children who may have short attention span or 

whose literacy may not be developed (Carter & Ford, 2013).   

 

Child-centred methods can support children’s engagement in research through 

the injection of enjoyment (Barker & Weller, 2003; Hill, 2006) and also help to 

create an environment where the child feels comfortable and more able to engage 

with the research activity with less direct attention of the researcher (Punch 

2002b). This is an important advantage as children can be unused to having their 

perspectives sought by adults (Mayall, 2008) and may feel overwhelmed by the 

presence of a researcher (Punch, 2002b). Adoption of child-centred methods can 

offer the researcher creative opportunities to empower children and thus 

contribute to the management of inequitable power relations within research 

activity Mayall, 2008; Scott, 2008). 

 

Despite attributed advantages of child-centred methods in promoting children’s 

competence within research activity, these approaches have attracted caution 

and criticism.  The nature of child-centred methods are largely based upon 

activities assumed by adults to be of interest to children (Punch, 2002b; Kellett & 

Ding, 2004; Hill, 2005; Hogan, 2005; Mayall, 2008) without robust empirical 

evidence to support these views. Children’s perspectives on having a voice within 

research has been investigated (Hill, 2006) with children reporting that they 

valued a choice of research methods to engage with, and that it was important to 

them that research activities felt comfortable and were fun. The assumption that 

creative methods of research enquiry is more appropriate for conducting research 

with children rather than with other groups has been identified as problematic 

(Punch, 2002a). Christensen (2004) argues that methods of enquiry should be 

selected to meet the needs of the participants, rather than being identified for use 

with specific groups. This position reflects the fact children are capable of 

engaging with methods used in research with adults (Einarsdottir, 2007), and may 

prefer un-adapted approaches. Due to the relative recent emergence of child 

orientated methodologies little is known about the ways in which use of adapted 

methods may influence the data (Punch, 2002a) and as such critical reflection is 

required by researchers (Gallagher, 2008).  
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In summary, it is important to emphasise that researchers should guard against 

assumptions about the competence of children, as to do so may exclude children 

from research activity (France, 2004) and lead to an impoverished understanding 

of children’s lives, perspectives, preferences, understandings and experiences 

(Hogan, 2005; Mayall, 2008; Roberts, 2008). Christensen, (1998) argues that a 

presumption of competence rather than incompetence empowers children who 

can be very capable of understanding and making decisions about themselves. 

 

3.4.2 The management of vulnerability in research with children   

 

Vulnerability in research contexts involves consideration of whether involvement 

in a study exposes or potentially exposes participants to something injurious, 

undesirable or harmful (Kipkis, 2003). To guard against these risks and following 

the Nuremberg Code (1947) contemporary research ethics processes ensure 

that potential study participants are informed about a study and are offered the 

opportunity to decline or accept participation, based upon their understanding of 

the risks and benefits of participation for them (Green & Thorogood, 2014; HRA 

2018). Ethical standards such as non-coercion, and the right to withdraw from 

studies without consequence further support the safeguards to prevent 

participants coming to harm (Braun & Clark, 2013). Such research ethics 

practices are based upon assumptions about participants who are universally 

viewed as mature, moderately well educated, clear thinking and self-supporting 

citizens (Kipkis, 2003). Such assumptions become problematic as many 

members of society do not conform to this description and are often the 

populations qualitative researchers want to generate knowledge with and about. 

Children have been identified alongside specific populations such as prisoners 

and people with mental health diagnoses as particularly vulnerable in research 

contexts (Kipkis, 2003), and as such require specific accommodation in terms of  

approaches and methods if they are to participate in research (Punch, 2002, 

Christiansen, 2004; Carter, 2009a). 

 

A hierarchy of vulnerability in research involving children in health care settings 

is described by Carter (2009a), informed by adult assumptions where 

chronological age, health status and sensitivity of research topics equate to levels 

of risk. Older children are positioned as more competent and therefore less 
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vulnerable than younger children, healthy children can be viewed as less 

vulnerable than sick children, and children receiving mental health and end of life 

care are perceived as the most vulnerable of all. It is important to note that whilst 

these assumptions of vulnerability may be commonplace, they are not supported 

by empirical evidence (Carter, 2009a).   

 

However, many of the vulnerabilities ascribed to children are also evident in 

research activity with adult participants. Power differentials exist amongst adult 

researchers and participants such as social class (Green & Thorogood, 2014) 

and levels of education (Braun & Clark, 2013) which may subdue dissent and 

promote acquiescence and thus influence research participation (Mahon et al, 

1996). In common with child participants of research, adult participants will exhibit 

varying levels of cognitive ability and life experiences to draw upon when making 

informed decisions about taking part in studies (Jones and Welch, 2018). What 

is significantly different between the two populations is that the rights, views and 

wishes of adults are not as widely socially undervalued.  

 

Identifying children as universally vulnerable within research studies is 

problematic and does not recognise that children can do, and often do better than 

proxy adults such as authentically report their own experiences.  

 

3.4.2.1 Gatekeepers to children  

 

In response to assumptions relating to children they continue to be 

conceptualised in research as vulnerable to exploitation (Jones and Welch, 2018) 

and are often positioned within health research contexts as extra vulnerable, 

potentially requiring protection from exploitative and coercive researchers 

(Carter, 2009a). Protecting children from harm within health care research 

activities is a shared responsibility of researchers, ethical reviewers and 

parents/carers (Alderson & Morrow, 2011). Researchers responsibilities include 

adopting methodologies and methods in the design of studies to mitigate 

children’s vulnerabilities (Carter, 2009a). The role of reviewers of ethical 

applications as gatekeepers is to ensure that contact with children is ethical and 

appropriate (Alderson, 2005, and that risk management is robust to anticipate 

and mitigate against potential harms (Hill, 2005). Parents’/carers’ role is to act as 
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an additional gatekeeper for their children, evaluate potential benefits and risks 

of research participation on a individual basis with their children.  

 

Recent moves to inclusive and participatory approaches to research involving 

children have brought about a tension between children’s rights to engage in 

research and a desire for adult professionals to protect them for potential harm 

(Christensen, 2004). Automatically framing child participants as vulnerable 

results in ‘controls, constraints, risk management and protection’ (Carter; 

2009a:859) which it is argued should be informed by children’s ‘strengths, 

resilience and capacity’ (ibid) rather than assumptions of vulnerability (Carter, 

2009a). 

 

The process of ethics review in healthcare settings currently accepts and 

assumes children’s vulnerability as a default position (Alderson & Morrow, 2011) 

which can limit researcher’s access to children (Hagerman, 2010), which in turn 

limits children’s opportunity to give voice to their perspectives.  This is a situation, 

described by Carter (2006: 860), as an ‘unethical and morally dubious position’ 

where paradoxically in an effort to protect children, they are prevented from 

exercising their rights to influence matters which affect them (UN, 1989).  There 

is currently a paucity of evidence to indicate that the protections imposed by 

reviewers considering ethics applications, derived from their perceptions of 

vulnerability, reflect children’s wishes and preferences and are effective in 

protecting them from harm in research activities. There is an inescapable 

contradiction in circumstances where decisions uninformed by evidence can 

prevent the generation of new knowledge.   

 

Additional approaches have been suggested to recognise and attempt to mitigate 

specific vulnerabilities of children within research contexts. Research 

methodologies and methods can be adapted (Veale, 2005) to empower children 

to understand what participation in research will mean for them (O’Kane, 2008) 

and freely express their assent or dissent (Hill, 2005), and are discussed later 

within this thesis. However, there is a distinction between listening to children as 

advocated by child-centred approaches (Christensen & James (2008a) and their 

views being heard (Roberts, 2008).  Once offered an opportunity to express their 

perspectives and experiences within research, or alternatively through public 
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body consultations, Roberts (2008) argues that it is critical for children to be both 

heard and authentically listened to, to ensure that the outcomes of research are 

of real benefit and value to children through identifying ‘what works for them’ 

(Christensen & James, 2008a: 6). 

 

3.4.3 The management of power relations in research with children   

 

Power differentials within contemporary society exist where individual adults 

exercise hegemony over subordinate children (Christensen & James 2017), and 

government agencies regulate children’s lives (Qvortrup, 2008). Children’s 

experiences of power and powerlessness shape the context of their day to day 

lives, which they bring with them when engaging with research activities. The 

effects of power differentials cannot be ignored by researchers (Hill, 2005), rather 

they should be anticipated and accommodated within research design 

(Christensen, 2004; Mayall, 2008).  

 

In order to minimise power differentials between adult researchers and child 

participants a ‘least adult’ approach has been proposed (Mayall, 2008) where the 

researcher aims to blend into the social world of participants, operating physically 

and metaphorically on the children’s level and within their social worlds. This 

approach has been criticised as unachievable (Greene & Hill, 2005), as the 

complexities of power differentials ingrained in children’s lives cannot be ‘wished 

away’ (Christensen, 2004: 173). Mayall (2008) and Christensen (2004: 174) 

advocate that researchers should aim to position themselves as an ‘unusual 

adult’ an adult with an interest in understanding the world from children’s 

perspectives without a ‘dubious’ attempt to be a child.  

 

Approaches to empowering children within research design and processes 

involves sensitivity to activities and characteristics which may unintentionally 

position the child as a subordinate to the researcher. Researchers should seek 

to adopt an interpersonal style which should aim to reduce rather than reinforce 

children’s inhibitions and desire to please (Hill, 2005). This can be achieved 

through the use of open questions (Scott, 2008) and careful listening without 

projection of the researcher’s interpretation during the interview (Roberts, 2008). 

Similarly, researchers can seek to minimise the perception of authority they 
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convey through the use of informal language, seating themselves at a level 

comfortable for the child (Hill, 2005) and dressing informally.  

 

Researchers are also obligated to be sensitive to the potential effects on children 

of verbal and non-verbal communication and should aim to empower children to 

maximise their understanding of and engagement in research activity. For 

example, research documentation can be purposely designed to meet the likely 

literacy and cognitive competences of potential participants to promote children’s 

understandings of research (Ford et al, 2007) in order to empower them to make 

a decision about their involvement. Importantly, carefully crafted research 

documentation can emphasise to children their power in both choosing whether 

to participate and the ongoing nature of the participation. In addition, research 

document design can discourage acquiescence, and purposively promote the 

expression of perspectives which children may feel is unwelcome or to adults 

such as uncertain, unknowing or challenging responses (Scott, 2008). Research 

studies can empower children through allowing choices within the design, 

including the physical environment for data collection, methods of data collection 

(Hill, 2006) and participation in data analysis and dissemination activities 

(O’Kane, 2008). 

 

3.5 Conclusion 

 

This chapter has discussed the changeable nature of children’s position within 

society, the associated assumptions relating to their competence and 

vulnerability and acknowledged the influence of heterogenous childhoods on 

children’s experiences of being a child.  

 

A consistent theme throughout the chapter has been how children are viewed in 

academic literature in relation to adults. Christensen (2004) encourages 

researchers to view children as fellow human beings, and not to assume that 

different methods or ethical standards are needed, or that problems with capacity 

exist only when researching with children. Similarly, Hill (2005) argues that modes 

of communication do not necessarily need to be specifically child orientated as 

children are capable of verbalising as articulately as adults, provided that the 

context allows them to do so. 
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Within this thesis children are theoretically positioned as knowing and capable 

reporters of their own experiences and perspectives, similar to adults, with an 

awareness that they may possess different competences and vulnerabilities. I 

recognise the influence of established power relations between myself- as an 

adult researcher, and my participants- who are children with long term conditions, 

and I recognise the requirement to be sensitive to the issue of power. 

 

This theoretical position has guided the selection of a theoretical and 

methodological paradigms, data collection methods and ethical management 

within this study design. 
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Chapter 4: Methodology & Methods 

 

4.1 Introduction  

 

In this chapter I discuss my choice of social constructionism as the philosophical 

paradigm for my study and justify my reasons for the selection of this paradigm. 

In presenting these reasons I explore the three key interconnected assumptions 

that underpin social constructionism- ontology, epistemology, and methodology, 

and examine how these contribute to the set of beliefs that inform my worldview 

for this study. I present the aims and objectives of the study, and discuss the 

methods adopted within this study and their link with the underpinning theoretical 

position and methodological assumptions. Issues relating to the inclusion criteria, 

recruitment and selection of participants and the data collection methods used 

will be discussed. I then outline the process of data analysis and explore some 

issues around interpretation of qualitative data. During the development of the 

study I consulted with children and adults was undertaken to inform the design, 

and this important element is woven through this chapter.  

  

The purpose of this study was to gain an understanding of the experiences and 

perceptions of children who have been experienced hospital based clinical 

holding within an acute care setting. Such an exploration was bound to be 

complex in nature due to the diversity of contemporary children’s lives and the 

planned diversity amongst the study participants. In this study I sought diversity 

in terms of the age and development of children, the nature of their long-term 

condition, the clinical procedures requiring clinical holding, the nature of acute 

care settings and the circumstances of holding. I required a paradigm which 

would facilitate children’s voices being heard and support an exploration of 

children’s experiences and perceptions of events. 

 

4.2 The choice of a social constructionism paradigm 

 

A specific objective of this study was to examine children’s perceptions of their 

own experiences and I was keen to explore multiple experiences, perspectives 

and contexts. This meant it was clear that I would not be able to use a positivist 

paradigm to elicit children’s accounts. My selection of social constructionism was 
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also influenced by my desire to have flexibility in the data collection methods I 

used to meet the preferences, abilities, competencies and developmental needs 

of children taking part in the study. 

 

A social constructionist approach aimed to offer children the opportunity to 

contribute to meaning making about their worlds, as I was keen to reject the 

traditional perspective that it was acceptable for parents to provide proxy reports 

for their children. This approach aligns with my views that every child is unique 

and is able to report on their lives as a valued experiencer of his or her world. It 

is proposed that the contemporary view of conducting research with children 

positions them as heterogenous, subjective, contextual, self-determining and 

dynamic beings, where the researcher seeks to achieve the child’s eye view of 

their world (Green & Thorogood, 2014). The goal of social constructionist inquiry 

is to understand the complex world of lived experiences from the point of view of 

those who live it (Schwandt, 1998). Social constructionist inquiry has an 

emphasis on understanding human experience as it is lived, felt and undergone 

by social actors; in this study the actors were the children. In order to understand 

and conduct a robust study within a social constructionist paradigm, three key 

interconnected assumptions - ontology, epistemology and methodology - have to 

be explored. 

  

4.2.1 Ontology  

  

Social constructionism adopts a relativist ontology which assumes the existence 

of multiple truths, recognizing the influence of human perspective, cultural and 

social contexts (Crotty, 1998). This ontological perspective is summarized by 

Guba (1990:27) who suggests that viewed through a constructionist lens ‘realities 

exist in the form of multiple mental constructions, socially and experientially 

based, local and specific, dependent upon their form and content on the persons 

who hold them’. The paradigm adopts a pluralistic and plastic view of reality; 

pluralistic in that reality can be expressed in a variety of symbolic and language 

systems, and plastic in that reality can be ‘shaped and stretched’ to fit ‘purposeful 

acts of intentional humans’ (Schwandt,1998: 236). In relation to this study this 

ontological perspective acknowledged that children are intentional and dynamic 

beings with different cultural and social experiences who would bring different 
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constructions and understandings to the study, each of which would be valuable 

and expressed in different ways. This ontological perspective also encouraged 

the adoption of child-centred research methods to accommodate a range of 

abilities and children’s preferences in how they expressed their views and 

perspectives. 

  

Social constructionist ontology accepts that humans make many versions of the 

world through verbal and non-verbal symbols (Goodman & Elgin, 1988). Thus, 

research activity is not to be taken as the pursuit of knowledge that seeks to arrive 

at an accurate and comprehensive description of the ‘real, ready-made world’ 

(Goodman & Elgin, 1988: 52). As such, constructions are not viewed as truth in 

an absolute sense, but as being more or less informed or sophisticated 

constructions which are continually tested and modified in light of new 

experiences. In this way constructions are alterable and can be influenced by a 

generation of meaning through unspoken conventions of language and social 

processes (Gergen & Gergen, 1991). Thus, the social constructionist paradigm 

can be viewed as situation sensitive, which in this study opens opportunities to 

‘capture’ children’s evolving constructions which may alter with successive 

experiences of clinical procedures and associated clinical holding.   

  

Such sensitivity to context and situational learning makes social constructionism 

particularly relevant for application to research with children. This ontology has 

the potential to reveal what James et al (1998) describe as the influences on 

heterogeneous contemporary childhoods where children’s constructions are 

shaped by the diverse nature of childhood and their social experiences. As the 

purpose of this study was to identify participant children’s perceptions and 

experiences the relativist ontology of the social constructionist paradigm was 

expected to be particularly useful in exploring the variations of individual 

children’s experiences across different acute care settings, health care teams, 

health care professionals and service providers, as well as other influences such 

as parental involvement and the child’s culture.  
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4.2.2 Epistemology  

  

The epistemological assumption underpinning social constructionism is 

subjectivist and transactional (Crotty, 1998). Knowledge is co-created in a 

transactional manner during interaction between the research participant and 

researcher. In my study the children and I (as the researcher) make individual 

constructions which are reconstructed together, aiming towards mutual 

understanding whilst being open to new interpretation (Schwandt,1998). The 

subjectivist assumptions inherent in social constructionism requires the 

researcher to access an ’insider epistemology’ (Tangen, 2008:162) where 

participants can be said to have insider and privileged access to knowledge of 

their own experiences. In contrast to research where parent proxies have been 

used, I have always believed that however close a parent is to their child, only 

the child understands their own experiences. The possibility of being able to 

access this insider knowledge with children was meaningful for me when I was 

making methodological choices and decisions. However, if only insiders can 

understand their own experiences, this creates challenges for adult researchers 

gaining an understanding of the world from a child’s perspective (Punch, 2002; 

Christensen, 2004; Christensen & James, 2017).) It is argued that adult 

researchers need not be an insider to gain authentic knowledge of children 

(Tangen, 2008) but adult researchers can achieve an adult’s interpretation of a 

child’s social world (Punch, 2002). 

 

Within this epistemology the researcher is cast in the role of co-constructor as the 

researcher and participant are ‘fused together into a single entity’ (Guba, 1990: 

27); this co-construction inevitably influences data. Researchers have to 

recognise that their own backgrounds will shape their interpretation, and they 

must position themselves in the research to acknowledge how their interpretation 

flows from their own personal, professional, cultural and historical experiences. 

My own background as a children’s nurse and my experience as a mother were 

factors I was aware could influence how I designed and conducted the study and 

how I interpreted the data. I adopted various strategies throughout the study to 

manage these influences, for example I consulted with children, parents and a 

primary school teacher in the design of study materials. I also adopted a reflexive 
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approach to all aspects of the study; thinking, questioning and exploring to try to 

develop insight into my assumptions and trying to avoid adultist interpretations. 

 

The adoption of social constructionism offered me the opportunity to explore 

several contexts of children’s experiences of procedures and clinical holding in 

hospital. It was important to establish how the children who took part perceived 

societal, parental and professional expectations of them in terms of their 

behaviour, assent and engagement with clinical procedures and their ability (or 

not) to live up to these. I recognised the potential for clinical holding practices to 

be influenced by different personal and professional cultures (e.g. different 

clinical settings and sites, professional job roles, specialist clinical teams, clinical 

departments, longevity of professionals’ clinical experience).  

  

The intertwined ontological and subjectivist epistemological assumptions 

inherent in the constructionist approach advantaged this study as the design was 

able to accommodate the dynamic and varied nature of children’s lives and their 

perceptions of clinical holding. It also meant that I would be able to recognise and 

explore the influence of what children were learning and understanding of their 

experiences during clinical procedures and episodes of holding. This was 

particularly pertinent to this study as the children involved had long term 

conditions and were likely to have experienced repeated procedures and 

episodes of clinical holding. The study design enabled the exploration of 

children’s perceptions relating to how their previous experiences of procedures 

and holding may have shaped their experiences and feelings towards clinical 

procedures which may require them to be held.  

  

4.2.3 Methodology 

 

Researchers whose aim it is to explore children’s perspectives face 

methodological challenges in building an understanding of children’s experiences 

and require methodologies which reveal how children construct meanings from 

their everyday encounters (Greene & Hill, 2005). As such, the methodological 

underpinning to social constructionism was ideal as it is hermeneutic and dialectic 

(Guba & Lincoln, 1998). The data at the heart of this study are elicited and refined 

only through interaction and transaction between and among myself as the 
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researcher and the children who participated. Hermeneutic interpretation is used 

widely in social sciences where it has been applied to human practices, events 

and situations in an attempt to read these in a way that brings understanding 

(Crotty, 1998). Essential to hermeneutics is the belief that, ‘to be human is to 

mean, and only by investigating the complexity of human meaning can we begin 

to understand people’ (Denzin et al, 2011:106). The hermeneutical researcher, 

who cannot access the participants world directly, makes sense of the 

participants world through interpretation (Braun & Clarke, 2013). I knew I would 

be making sense of the children’s shared experiences and meanings the children 

shared through my interpretation.   

  

Hermeneutical thinking offers the prospect of gaining an understanding of data 

that is deeper and goes further than a participant's own understanding, 

suggesting that a participants’ meanings and intentions remain implicit and go 

unrecognised by the individual. Skilled hermeneutic inquiry has the potential to 

uncover meanings and intentions that are hidden in the text. Interpretations may 

end up with an explicit awareness of meanings, and especially assumptions that 

the participants themselves would have been unable to articulate (Crotty, 1998). 

  

Hermeneutical principles are applied to research through a process where 

constructions are compared and contrasted dialectically through the medium of 

language and text (Braun & Clarke, 2013). Crotty (1998:87) describes humans 

as ‘languaged beings’ proposing that language represents and articulates the 

concepts of reality which in turn reproduce and reflect reality. Language 

transforms meaning such as experiences, beliefs and values from one person or 

community to another. Saukko (2008:464) describes research activity utilizing 

hermenuetic principles as interactive, happening in the ‘dialogical space between 

the Self of the researcher and the Other world of the person being researched’.  

Whilst some researchers might be sceptical about the possibility of research with 

children being hermeneutic and dialectical, children are languaged beings who 

have a range of abilities with and use of language, non-verbal communication 

and also a capacity to understand and express abstract ideas (Punch, 2002; Hill 

et al, 2004; Kirk, 2007). Research involving children can be hermeneutical and 

dialectical but it requires the researcher to be child centred and not necessarily 

rely upon capacities relating to vocabulary or verbal and written literacy 



 

72 

(Christiansen & James, 2008a) but allow for expansion of ‘the modes of 

expression available to a child’ (Carter & Ford, 2013: 97). In this study these 

modes of expression were supported through the selection of arts-based 

methods and are discussed later in this chapter.  

 

4.3 Public and Patient Involvement and Engagement 

 

Consultation involves seeking the involvement of service users or other members 

of the public within the research process (National Institute for Health Research, 

2012) and reflects the wider contemporary influence of public and patient 

involvement in research activity (National Health & Medical Research Council, 

2016). The aim of consultation in this study was to ensure that the research 

design was developed and informed by the unique insights from the lived 

healthcare experiences of children and others (Snodin et al, 2017). The value of 

consultation is arguably magnified within research with children as when 

empowered to do so children can offer perspectives and information to help 

shape research which is otherwise unavailable to adult researchers (National 

Children’s Bureau, 2016). Meaningful engagement reflects contemporary 

understandings of children’s social agency (O’Kane, 2008) and recognises 

children’s rights to have their perspectives sought in matters which affect them 

(UN, 1989).  

 

During the development of this study I consulted with a Children’s Advisory Group 

based within one of the fieldwork sites. Following the good practice guidance of 

Guidance for Reporting Involvement of Patients and the Public (GRIPP2) 

(Staniszewska et al, (2017) I will now describe the process and outcomes of the 

consultation in the design of the study. The ways in which this consultation 

shaped the data collection methods and the development of study information for 

both children and parents are discussed later in this chapter, and other outcomes 

of consultation are discussed in Chapter 5. I initially met with the Children’s 

Advisory Group in January 2014 to inform the development of the study aims and 

design. The consultation took place within a hospital building familiar to the 

children, in an out-patient waiting area after services had finished. Before 

attending the group, a variety of approaches and techniques were developed that 

used pen and paper to engage and accommodate the group’s anticipated broad 



 

73 

ranges of ages, experiences, concentration spans, language literacy and social 

and emotional development (Green & Hill, 2005; Scott, 2008). At this initial 

consultation the group comprised of seven children aged between five and twelve 

years. It was established during the group discussion that they had all 

experienced clinical holding in acute care. The group was asked to consider the 

proposed topic of the study. A large piece of flip chart paper was positioned on a 

table, so it was visible to the whole group. In the centre of the paper was the 

proposed research question; “What do children think/feel about being held for 

procedures?” Proposed details of the study such as age ranges and long-term 

conditions were also included to guide discussions. The group then engaged in 

informal conversation about their thoughts relating to the proposed question and 

details of the study. Each member of the group was given an opportunity to 

express their opinions. Their comments were written on the paper. The group 

members said the topic was relevant and important to them and agreed that the 

proposed age range 4-12 years was a good idea as “it doesn’t happen to bigger 

kids”. They also agreed that restricting the study to children with long term 

conditions would work well as they “have more to tell”. The group felt that of the 

four proposed research objectives, three were worthy of investigation. However, 

they rejected the objective of examining children’s preparation for clinical holding 

as it was seen as more important to examine the involvement of their parents and 

carers within holding episodes. The fourth objective was changed to reflect their 

advice. 

 

4.4 Aims and objectives  

 

The aim of this study was to explore the experiences and perceptions of children 

with long term conditions of being held for clinical procedures in hospital 

environments.  The study objectives were influenced by the gaps in evidence on 

this topic during the design of the study and by the consultation with the Children’s 

Advisory Group. The objectives were to: 

 

1. Explore what children understand about the rationale for clinical holding 

within hospital environments. 

2. Identify the descriptors used by children to report feelings associated with 

clinical holding. 



 

74 

3. Understand what methods of holding children prefer if clinical holding is 

necessary. 

4. Understand how children perceive parental involvement during holding. 

 

4.5 Research settings 

 

This study utilised two fieldwork sites in the north of England. Site one is a tertiary 

children’s hospital which includes paediatric emergency, high dependency and 

intensive care specialist departments. In addition, the hospital provides regional 

general and specialist medical, oncology and renal care, and general, 

orthopaedic/spinal and cardiac surgery. This hospital provides over 300 in-patient 

beds for children and nine daily out-patient clinics. Site two is a paediatric 

department within a secondary care district general hospital. This department 

comprises of 38 in-patient beds, three daily out-patient clinics and provides 

general medical and surgical care for children from the local district, referring to 

site one for specialist care.  

 

I designed this study utilising two sites as I purposely sought to ensure that the 

findings reflected children’s experiences of being held for clinical procedures 

across different settings and contexts. I felt that this was particularly important as, 

in the absence of professional guidance clinical holding practices are described 

as having developed via custom, and practice reflecting local cultures (Page & 

McDonnell, 2013) and been informed by subjective beliefs (Coyne & Scott, 2014) 

resulting in inconsistency (Lewis et al, 2007) across and within health care 

settings. 

 

4.6 Inclusion and exclusion criteria 

 

The inclusion criteria and the decisions underpinning these criteria are as follows: 

 

1. Children who have been diagnosed with a long-term condition, defined as 

conditions which cannot be cured but can be controlled by medication and 

therapies with a longevity of six months or more (Department of Health, 

2012; The King’s Fund, 2018). This population were chosen as they were 

likely to have had previous and possible multiple exposures to clinical 
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holding because of frequent hospital attendance for examination, 

investigations and treatment. 

2. Children known to have experienced clinical holding within acute hospital 

environments within 12 months prior to being approached for recruitment. 

This population were chosen to ensure that children had recent 

experiences to recall. 

3. Children aged between 4 and 12 years. The lower age represents the 

youngest age that children have been found to be able to verbalize their 

experiences (Scott, 2008), and the higher age limit represents the highest 

age at which clinical holding is reported as prevalent in clinical contexts 

(Lewis et al, 2007; Homer and Bass, 2010).  

 

The exclusion criteria and the decisions underpinning the criteria are as follows:  

 

1. Children with long term conditions who were utilising psychological 

services following procedural distress. These children were excluded to 

ensure that participation in the study did not pose further risk of harm from 

discussing traumatic or challenging experiences of procedures. 

2. Children receiving palliative care. These children were excluded, as the 

practice of clinical holding was potentially different within this context 

compared to the wider hospital environment. 

3. Children with physical or cognitive disabilities which impair their ability to 

communicate verbally. These children were excluded as such disabilities 

were likely to make it difficult for a child to share their experiences of 

procedures and holding verbally. 

4. Non-English speakers. These children were excluded due to the reliance 

of data collection methods on a verbal medium and associated difficulties 

with translation influencing interpretation of data. 

 

4.7 Sampling 

 

This study sequentially utilised convenience and purposive sampling strategies. 

Convenience sampling is described as an approach which draws from a 

population at hand (Silverman, 2005). Convenience sampling was utilised at the 

beginning of the recruitment phase as I sought to keep an open mind about the 
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characteristics which were important to the sample. Following the recruitment of 

15 children over an 18 -month period, the sampling strategy was adapted to a 

purposive approach to add children who could offer a range of understanding. A 

purposive sample is described as a sample which is selected based upon 

characteristics of a population linked to the objective of the study (Green & 

Thorogood, 2018). Adopting a purposive approach offered an opportunity to 

ensure that a maximum variation of factors which may influence children’s 

experiences were included in the sample. The decision to adopt purposive 

sampling offered an opportunity to explore a wide range of experiences and 

perceptions reflecting factors such as the child’s age, gender, clinical specialism 

of the long-term condition, usual setting where the holding takes place and 

whether staff, parents or both were usually involved in the holding. This approach 

allowed for diversity within the developing themes and allowed for these to be 

explored with subsequent participants. 

 

To ensure that I was able to generate a broad range of experiences and 

perceptions the study design allowed for data collection to continue for a period 

of two years or until data analysis indicated that no new themes were developing 

indicating saturation (Ritchie et al, 2003). At the end of the recruitment period 

many of the children’s accounts resonated with similar themes, so although the 

concept of data saturation in qualitative research has been contested and can 

never be known (Braun & Clarke 2019) I felt that a degree of data sufficiency as 

achieved.  

 

4.8 Recruitment 

 

Initially, I planned to recruit children to this study through a variety of paediatric 

out-patient settings with the aim of then conducting the qualitative interview later 

within a child’s home. However, despite spending a large amount of time in the 

outpatient areas and many parents and children expressing interest in the study, 

I had been unable to recruit any children. In many cases the challenges to 

recruitment were due to both children and parents being under pressure to return 

to school or work meaning they did not have the time to take part or arrange to 

take part in the study. After four months of trying to recruit children in this way, I 

submitted an amendment request was submitted to the National Research Ethics 
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Service to include children who were in-patients. Following approval, a new 

strategy was adopted which offered families the choice of their child’s interview 

taking place within either the hospital (out-patient or in-patient) or their home. The 

revised recruitment process is illustrated in Appendix 4. 

 

Despite this amendment recruitment continued to be a challenge. Initially I spent 

time at the sites on an unplanned basis in the hope that children who met the 

inclusion criteria might be present. This approach proved to be very time 

consuming, as on many occasions no eligible children were present within the 

clinical areas when I visited. I then engaged with play specialists, nurses and 

medical staff to help me identify when eligible children who met the inclusion 

criteria were likely to be present within the clinical areas and they advised me 

when these children were due to attend. This increased the number of children 

available for me to approach about taking part in the study. 

 

4.9 Data collection methods 

 

This study sought to explore the experiences and perceptions of children, and in 

doing so, aimed to place them at the centre of the research and empower and 

enable them to express their perspectives. I was influenced by seminal texts on 

children’s agency (James & James, 2004) and competence (Hill, 1997) to 

participate in research and I sought to empower and enable children to express 

their perspectives. When designing this study, I was keen to use data collection 

methods which would empower children and promote their competence to 

express authentic perspectives.  

 

I chose to adopt child-centred research methods which aimed to promote 

children’s preferred methods of communication and can be a key-way of 

addressing power relations within research (Carter & Ford, 2013). However, 

Barker & Weller (2003) caution researchers that approaches perceived by 

researchers as child friendly and empowering may be seen differently by children. 

Therefore, early in the design of the study, as discussed earlier I sought the views 

of a Children’s Advisory Group and consulted with them on the proposed child-

centred data collection methods. The group were asked “talking with children- 

what’s the best way to do it?” The Children’s Advisory Group discussed and then 
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rejected well established child-centred data collection methods such as toy based 

(such as Playmobil® or Lego®) (Pimlott-Wilson, 2012) or creative methods such 

as role play (Clark & Moss, 2001) and storytelling (Veale, 2005). The Children’s 

Advisory Group identified arts-based approaches (Carter & Ford, 2013) as 

engaging for all ages. In the consultation activity arts-based approaches were 

defined as ‘cutting and sticking’ and ‘drawing’. The group also favoured ‘just 

chatting’ as a potentially engaging and suitable method to use.  

 

Arts based approaches such as those used in the study are not discrete data 

collection methods in their own right, but can be an additional medium to augment 

an interview (Carter & Ford, 2013). Arts based approaches can offer children an 

opportunity to avert their focus from the researcher’s gaze (Punch, 2002a) and 

an alternative medium of expression which is not dependent upon the verbal 

responses (Veale, 2005). Rather than choose which approach of data collection 

to use, I decided to offer children within the study a choice of the methods to 

share their perceptions and experiences. They were given the choice of being 

interviewed using a semi-structured face to face interview or a semi-structured 

interview augmented by a choice of two arts-based activities; draw and write or a 

sticker-based activity. The use of different methods offered a range of 

advantages. Offering choice avoids the researcher making assumptions about 

children’s preferences (Punch, 2002a; Kellett & Ding, 2004; Mayall, 2008) and 

promotes the concept of empowerment for children (Hill, 2006), which is 

consistent with the philosophical basis of the study. Offering children a choice of 

data collection method(s), can promote children’s engagement in the research 

through the inclusion of activities which are appealing to them (Barker & Weller, 

2003; Hill, 2006) and best suited to accommodate their abilities and allowing them 

to communicate their perspectives (Hill, 2005). It is important to note, that within 

the study the scope of options which underpinned the semi-structured interview 

remained constant (see Interview Schedule in Appendix 5). 

 

Each data collection method will now be outlined to discuss the underpinning 

evidence of the approaches and their use within this study. 
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4.9.1 Semi-structured interviews; “just chatting” 

 

Within qualitative health research an interview is defined by Green and 

Thorogood (2014) as a conversation geared towards the researcher’s need for 

data, the goal of which is to capture the range and diversity of participants 

responses in their own words. A semi-structured interview utilises a pre-set range 

of questions in the form of an interview schedule, but the researcher does not 

rigidly adhere to it (Braun & Clarke, 2013), thus enabling the discovery of rich and 

unanticipated data.  

 

Semi-structured interviews were chosen for this study for a variety of reasons. 

Firstly, this approach is well established within research with children 

(Einarsdottir, 2007) and children can participate from age four years if the 

questions are developmentally appropriate (Spratling et al, 2012). Secondly, “just 

chatting” was identified by the Children’s Advisory Group as an engaging 

approach to data collection. Semi-structured interviews were felt to offer the 

children a framework of questions to construct their responses which offered both 

structure and the opportunity to raise issues important to them. Flexibility allows 

for the exploration of unanticipated issues and unplanned questions (Scott, 2008) 

and is philosophically consistent with the recognition of children’s agency (James 

& James, 2004; O’Kane, 2008) and my commitment to place children at the 

centre of this research. Finally, despite the use of an Interview Schedule 

(Appendix 5) which was informed primarily by the research objectives, the use of 

semi-structured interviews offers the researcher flexibility to adapt the wording 

and order of questions in response to the participant (Braun & Clarke, 2013). On 

reflection I can identify that my choices of vocabulary and phrasing were 

undoubtedly influenced by other experiences such as working with children in 

hospital settings, being a parent and my interviewing technique developed 

throughout the study. Over the course of the study I became more adept at 

exploring children’s responses by using prompts and questions, for example, I 

learned that “I wonder why that was important?” and “that’s interesting, where did 

that idea come from?” were useful in encouraging children to add depth to their 

responses in a non-challenging way. 
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Within this study the flexibility offered by the semi-structured interview was 

identified as important to accommodate variation of children’s competence with 

language and understanding of the concept of clinical holding. This benefit was 

evident within an interview with Buttons aged 9 years who had severe and 

multiple learning disabilities. Prior to approaching Buttons, I gave careful 

consideration to her eligibility to participate in the study. I was made aware by 

ward staff that she communicated using sounds as well as words, although the 

words were often not in full sentences. However, the staff reassured me that she 

was able to express her preferences, and as such I invited her to participate as I 

did not feel that she met the exclusion criteria of impairment in the ability to 

communicate. Buttons’ parents were keen for her to participate and after parental 

consent was gained, I assessed Buttons eligibility to participate by chatting with 

her about the hospital. She appeared to be comfortable talking with me and had 

questions about the study stickers she has spotted within my research bag! She 

did utilise squeaks and whistles pretty liberally within her communication, but as 

I was able to understand her meaning and she understood what she was 

agreeing to, I felt that she could make an informed decision and had the capacity 

to participate. Despite this during the interview when her attention was focused 

on the image making her ability to communicate using words diminished 

considerably. On reflection this proved to be a useful learning experience for me 

as I became aware that when children become absorbed in arts materials and 

creating an image, they may be reluctant to break their concentration to verbalise 

their perspectives and experiences. However, I did not think that I had made the 

wrong decision about her capacity to participate or her assent. After the interview 

she was pleased to have taken part and wanted to continue talking to me about 

other topics important to her.  

 

The following are two excerpts from my field notes. The first written just minutes 

after the conclusion of the interview, and the second a few days later: 

 

Well, I’ve just finished an interview with a girl with severe Down’s Syndrome 

and made a real hash of it. She could really only communicate using 

squeaks and whistles, with the odd word here and there- which mum and 

dad did try to make me aware of. I really didn't want this to preclude her 

from joining in if she wanted to, and of course she was seduced by the 
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stickers!……. and then the interview fell apart. I asked lots of questions that 

she didn't answer, she added lots of odd words totally off topic- or didn't talk 

at all as she was engrossed in the sticker picture. When she did respond on 

topic it was really only when I had reflected her own words back to her, such 

as ‘tell me about the Dr man…. what did he say?’ This interview was nothing 

like the others at all, and this deviation is likely to screw up my data. I know 

that it was right to include her- has to be- but this was so different to the 

other interviews, I’m not sure what I am going to do with it now. 

 

Had a think about Thursday’s car crash interview, and listening back to it, 

I’m now not so sure it was as bad as I had initially thought and there’s 

something in there to learn from. I was worried that Buttons was asked 

fundamentally different questions than the other children, and well, she 

wasn’t really- I just asked them in a completely different way. Sure, there is 

lots of info about stuff not important to the study, and lots of questions she 

chose to ignore (Hooray!! At least she felt empowered to ignore me!) BUT 

the questions she did answer were just couched in terms she used herself 

and not actually different in nature than the other children had been asked. 

What seemed to work here was that using her own words back to her 

‘unlocked’ her to express her thoughts- (impaired or not, Dr man made her 

feel ‘sad and grumpy’ is pretty concise and explicit) and I wonder if this will 

work with other kids who aren’t yet a total wordsmith. Pity I didn’t cotton on 

sooner really, I might have been able to unlock some more- but there you 

are- I’m here to learn.  

 

The above field notes describe how I adopted a reflexive approach after each 

interview and throughout the study. Being reflexive allowed me to consider the 

interviews and helped support me to develop my interviewing skills. I also to 

aimed to be reflexive in relation to potential issues such as bias, children’s 

vulnerability and powerlessness within the study.  

 

4.9.2 Draw and write; “chatting and drawing pictures” 

 

Draw and write as a data collection method involves children drawing a picture in 

response to a theme (Backett-Milburn & McKie, 1999) which prompts discussion 
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with the researcher about the child’s meaning and interpretation of the image 

(Westacott & Littleton, 2005). The use of draw and write is a well-established 

method in qualitative research with children (Coad, 2007; Gibson et al 2010). 

Drawing has been found to allow children to express their views and interpretation 

of their surroundings on their own terms (O’Kane, 2008). Drawing is helpful in 

addressing power differentials between children and adult researchers as the 

method positions the child in the role of expert and gives them the message that 

their thoughts are valued (Horstman et al, 2008). I did not regard the image 

created by children as the main source of data about a child’s experiences, 

instead during the interviews I focused on the children’s verbal descriptions and 

interpretations of their drawings.  

 

During data collection, I invited children to draw a picture of themselves from 

memory of a previous experience of being held for a clinical procedure within a 

hospital environment. The children chose what to draw in terms of the occasion, 

the setting and the procedure. Children who chose this data collection method 

were given a piece of A4 paper and a selection of coloured pencils and crayons 

which were laid out before them to encourage children to choose their materials. 

The choice of art materials I offered to children reflected a great deal of 

consideration. I sought materials which would be familiar to children, were non-

toxic (in case of unanticipated ingestion) were non-transferable (to prevent 

transfer to clothing and hospital bedlinen/furnishings) and were easy to clean for 

children who were barrier nursed. I had autoclaved a range of art materials to see 

what effect this had. I ensured that the materials were odour free for the nauseous 

patient (especially relevant to children within oncology areas). I also excluded 

materials which contained glitter and glue as these can contaminate IV lines and 

connectors. Despite these preparations most of the children who chose to make 

an image selected to use materials of their own such as felt tip pens and I 

accepted their choice. Paper of A4 size was chosen as a scale which I assumed 

it would be likely to be both a familiar size and large enough to allow children to 

create detail within their image. Children were encouraged to choose where they 

wanted to draw, providing they were safe, consistent with their empowerment and 

promotion of their autonomy. Children who were in bed used dedicated art tables 

whilst others placed the paper on the floor, on their laps, or against walls 

depending on constraints of the clinical environment or limitations to their mobility.  
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There is debate in the literature regarding the concurrency of image making and 

interview within the draw and write approach. Horstman et al (2008) and Lambert 

et al (2013) advocate a sequential approach, directing children to make an image 

first, followed by a semi-structured interview focused on the completed image. 

However, many authors in the literature do not specify if the process of drawing 

and interviews with children was concurrent or sequential. Within this study I 

chose to use a concurrent approach and conduct the interview during the image 

making process, allowing questioning and clarification of the emerging image. 

This decision was influenced by an awareness that many of the children due to 

their age were likely to have a limited concentration span (Carter & Ford, 2013) 

which would influence the length of time they may be able to focus on the activity. 

As the study did not regard the image as the main source of data about the child’s 

experiences, the priority in terms of data collection was to promote discussion to 

generate children’s descriptions and interpretations of their drawings and 

experiences during the semi-structured interview 

 

4.9.3 Stickers and Pens Activity; “chatting and stickers” 

 

Activity based data collection methods have been found to be beneficial in 

providing rich sources of data for interpretation and generation of meaning in 

research with children (Punch, 2002). Activity based methods can be more 

effective in ‘bringing out’ the complexities of experiences (O’Kane, 2008:132) and 

offers structure for children to consider abstract concepts in a concrete way 

(Thomas & O’Kane, 1998). Offering a visual image or tangible objects has been 

found to be particularly useful in collecting data with children under the age of 11 

years (Scott, 2008).  

 

In this study prior to beginning the activity, the children were provided with a 

variety of bespoke stickers of different shapes and colours, along with stickers 

depicting images of a variety of health professionals (Figure 4.1) and female/male 

adults to depict parents and carers. (Please note stickers representing a female 

wearing a white doctor’s coat and a stethoscope were provided for children but 

all were used during data collection, and none were left over for scanning for 

inclusion in this thesis.) The children were given A4 paper and coloured pencils 
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(or used their own) and encouraged to draw a picture of themselves as described 

before. The semi-structured interview was conducted concurrently with the image 

making. 

 

Figure 4.1: The stickers depicting people provided to children 

 

The children were given an explanation of who the ‘people stickers’ could 

represent relative to their life world. For example, a child aged 5 years who did 

not have a father present in his life was shown the female stickers and explained 

that this might be mummy, and the male sticker could be grandad. In terms of 

clinical staff there was a differentiation of ward based and theatre-based 

professionals clearly represented by their uniform, and this offered an opportunity 

to explore children’s experiences of different groups of professionals within 

different clinical contexts. The intention of the ‘people’ stickers was to offer the 

children an opportunity to engage with a pleasurable activity and to provide a 

‘short cut’ within image making relative to hand drawing each person present. 

The stickers depicting people were key in exploring one of the key aims of the 

study which was to examine the role of health professionals and families within 

holding episodes.   

 

Similarly, the stickers in the shape of hands were designed to provide a quick 

way for children to illustrate where hands had been placed on their bodies during 

holding episodes (Figure 4.2). The intention of different coloured hands was to 

differentiate the hands of different people during the holding episode. I anticipated 

that the children would select perhaps green for mummy’s hands, blue for nurses’ 
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hands etc. However, four of the children interpreted the colours differently; these 

children perceived the red hands to indicate a greater force of holding than other 

colours.  

 

Figure 4.2: The images of hand stickers provided to children 

 

 

Whilst a child was making the image additional stickers (a speech bubble and a 

thinking bubble) were introduced (Figure 4.3). The intention of the speech stickers 

was to explore what adults in the image and the child were saying during the 

holding episodes. The thinking bubble aimed to examine a child’s interpretation 

of what adults were thinking, and to report children’s thoughts during holding 

episodes. Children were encouraged to write text within the bubbles if they were 

able or wanted to. Where the children could not or did not want to write. I asked 

them if I could write their words in the bubbles. The use of speech and thinking 

bubbles in this study offered the opportunity to collect data relating to aims of the 

study which focused on exploring children’s understanding of the intentions and 

rationale of those involved in holding them. 
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Figure 4.3: The speech and thinking bubbles provided to children 

 

 

 

4.10 Contexts and practice of data collection with children 

 

Establishing a connection with a child during research interviews is critical to the 

success of research outcomes (Spratling et al 2012; Coad et al, 2015). Such a 

connection is known as rapport and involves the development of a relationship 

between the researcher and participant with the aim of promoting communication 

and understanding of each other’s feelings or ideas (Mayall, 2008). The 

development of rapport between a researcher and a child is important for 

encouraging responses and trust (Kellett & Ding, 2004) and increasing the 

likelihood that children will talk openly and freely during an interview (Mayall, 

2008). However, in reality this can be challenging to achieve, as the relationship 

can be brief and transitory, and requires the researcher to possess a broad range 

of communication skills to meet the needs of children across a wide 

developmental spectrum (Hagerman & Johnson, 2010). Rapport within 

qualitative interviews can also be influenced by children’s experiences of 

communicating with adults in positions of authority such as teachers. These 

experiences may influence a child’s perceptions and expectations of adult 

researchers as figures of authority and thus children may provide socially 
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desirable responses (Hagerman & Johnson 2010). My responses to these 

challenges are based upon approaches to mitigate the power differentials 

between myself as the adult researcher and my child participants. Kellet & Ding 

(2004) recommend the employment of child friendly language and the 

demonstration of warm and open body language. Hill (2005) guides researchers 

to adopt a similar physical level to children, such as sitting on the floor with them. 

Hagerman & Johnson (2010) advises researchers to establish rapport through 

privileging the child’s experiences by positioning them as having the required 

expertise on the research topic. This approach intends to transfer power from the 

adult researcher to the child and aims to empower children to voice their 

experiences, views and concerns. 

 

Within this study I was aware of the need to establish rapport, from the first point 

of contact, with every potential participant, and that this was important from the 

first contact. Throughout recruitment, obtaining assent/consent, data collection 

and concluding the interview process I consciously aimed to adopt a friendly 

demeaner, open body language and chose to use vocabulary and phrasing likely 

to be easily understood and engaging for the children. These decisions were 

informed by several factors, such as experiential learning from clinical nursing 

practice with children in hospital settings, and from being a parent. I also aimed 

where possible within acute clinical environments, to ensure that I sat either equal 

to or below the eye level of children participating in the study to physically mitigate 

power differentials. In addition, I attempted to establish rapport as suggested by 

Hagerman & Johnson (2010) through privileging the children’s experience. I did 

this through deliberate use of phrasing during the recruitment phase such as; “I 

need to ask you kids in the hospital about this because you guys know about it 

and I don’t.” This phrasing was easily understood by Captain America aged 4 

years who responded with “yes… you’re old and haven’t got a drip like me, so I 

will help you”.  

 

I cannot know to what extent the children found these choices helpful in 

establishing rapport. However, reflecting upon the data collection phase, I feel 

that I was able to effectively establish rapport with all of the children and they 

appeared comfortable in my presence. Evidence of this is that many children 

talked freely to me about clinical holding and other topics and several expressed 
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a reluctance to end the interview (although this last point may also reflect the 

boredom of a hospital admission). In addition, five of the children chose to speak 

to me without their parents present, often in a separate environment within the 

clinical area which suggests a level of comfort in my presence. 

 

The environment in which children are interviewed is quite likely to influence the 

way children respond and can profoundly affect what children will discuss or 

reveal (Punch 2002; Hill, 2006; O’Kane, 2008). In this study the design allowed 

for interviews within a child’s home and also in hospital within patient settings. 

Only one child chose to be interviewed within their home. Seminal academic 

literature reflects that children are most likely to feel comfortable and minimally 

inhibited at home (Scott, 2008; Mayall, 2008; O’Kane 2008) which can positively 

influence power relationships between researcher and participant in the child’s 

favour (Westacott & Littleton, 2005). However, Coad et al (2015) contest this 

view, identifying a lack of empirical evidence to support these assumptions. Coad 

et al (2015) argue that home environments can be a multi-faceted setting with 

complex power relations within families and between the family and the 

researcher, and that where possible researchers should seek to empower 

children to identify their preferred settings for data collection. Currently, there is 

a paucity of information in the literature relating to the ways in which qualitative 

research with children may be affected by data collection within hospital settings. 

Waters et al (2018) suggest that data collection within hospitals requires a greater 

flexibility in response to the environment relative to being in a child’s home. It is 

possible that data collection was facilitated by engaging with children in the 

hospital environment as they may have been restricted in their activities, 

potentially bored and grateful for a diversion such as taking part in research 

activity. Alternatively, a barrier to engagement may have been that some children 

felt unwell during their inpatient hospital admission.  

 

Regardless of the setting, parents may expect to be present during data collection 

based upon a desire to protect their child from potential distress or to control their 

child’s responses (Gardener & Randall, 2012). Parental presence during 

qualitative interviews with children may serve to reassure and empower the child 

(Westacott & Littleton, 2005; Hill, 2006; Spratling et al, 2012), provide useful 

prompts to the children to recall relevant experiences (Scott, 2008) or inhibit their 
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responses (Hill, 2006; Coad et al, 2015) as they might withhold information when 

their parents are present (Gardener & Randall, 2012). Gardner and Randall 

(2012) recommend providing children with the opportunity to speak without the 

influence of parents, although Hagerman and Johnson (2010) argue that this is 

often an unachievable aim due to the influence of ethics and governance 

processes.   

 

Within this study children were offered the opportunity to express their preference 

of being interviewed with or without the presence of their parent or carer. The 

majority of children opted for their parent(s) to be with them during the interview, 

although five interviews took place without a parent present. Overall, my 

experience of parental presence during qualitative interviews was positive, and 

many children seemed to be reassured by the mother or father being there, for 

example several of the younger children initially addressed their parents in 

answer to my questions, seemingly in order to avoid engaging with my gaze until 

rapport was sufficiently developed. Many children sought clarification from their 

parents about the accuracy of their recollections in order to try and express 

events as precisely as possible. This is illustrated in an interview with Ross aged 

10 years who was recalling his experience of being held on induction of 

anaesthetic: 

 

Jill: “So, what kind of stuff were they saying?” 

Ross: “I can’t remember. Mum can you remember?” 

Mum: “It was about Star Wars.” 

Ross: “Yes that’s it…. it was about Star Wars.” 

Jill: “Ah yes, a favourite in my house… was that helpful the Star Wars thing?” 

Ross: “No, not really at the time I was scared of the needle and all of the 

other stuff in the room.” 

 

However, on several occasions I certainly felt the effects of social reciprocity 

when parents who seemed to be very motivated for their children to engage with 

the research and were unable to prevent themselves from answering for their 

children or correcting their child’s responses. I understood this to be an altruistic 

effort to contribute to my study through the clarification of what parents viewed 

as points of inaccuracy in their children’s recollections. However, I was concerned 
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that this behaviour would reinforce a sense of social subordination amongst the 

children and inhibit authentic expressions of their perspectives and experiences. 

This dilemma and my response to it is highlighted in a field journal entry around 

the mid-point of data collection. 

 

Just did another nightmare interview where a mum couldn't contain herself 

and kept answering for her child. There I was, thinking about rapport, 

excellence in communication, use of appropriate vocabulary etc and I just 

couldn't gauge whether I was engaging the child because mum was butting 

in, correcting her or adding to the child’s narrative. Child just focused on the 

picture while mum held my reluctant attention! Too polite or 

socially/professionally conditioned not to when someone speaks to you? 

AGH! But…. how to respond? After all it was clearly in an effort to be helpful, 

mum was super keen for her to be involved in the study- (I got the 

impression that mum has had some pretty awful experiences relating to 

holding and was trying to express her own experiences vicariously through 

this interview). I was inappropriately conscious that mum meant well, and 

probably let this go on too long. I worried the child would give up and let 

mum do the talking, but the little trooper didn't …. she looked to mum for 

cues to speak and slipped in her bits as and when she could. I told myself 

to get a grip, and tried to tactfully slip in ….’well I’m specifically interested in 

what you remember [child’s name] ..’ , but no….. mum was enjoying herself 

now. I tried a bit harder….. ‘thanks mum, that’s really interesting…. but I 

really need to hear this from [child’s name] perspective using her own 

words…’ 

That did work -but not for long. To be fair some of it was helpful, mum raised 

an episode of holding in another hospital which she seemed happy to talk 

about, but was this then authentic if it was raised by mum and not the child? 

On reflection there have been a few of these now (less awful than this) and 

I have to stop being so polite and find a way around this, as I am concerned 

about the bias introduced to the data by mum’s behaviour. For future 

interviews I plan to raise this before the beginning of the interview with 

parents advising that although it might be tempting to stray past 

reassurance and support into answering for the children in an effort to be 
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helpful, this is not actually what is needed… so please don’t. Not sure that 

would have stopped this mum though…. but maybe it would with others? 

 

4.11 Ethics and governance 

 

This study was reviewed and approved by university (FREC CF15b) (Appendix 

6), the National Research Ethics Service (REC15/NW/0510) (Appendix 7) and 

participating fieldwork sites (Appendices Eight and Nine). Due to the complexity 

and sensitivity of conducting this study the ethics and governance of the research 

will be discussed in detail in the following chapter. I made this decision to allow a 

thorough description of the influence of ethics on the design of the study and of 

the application of the ethical issues to the collection of data.  

 

4.12 Data analysis 

 

In this section I will describe the data analysis process and the development of 

the analysis of both textual data and visual images.  

 

Although child-centred methods can promote the involvement of children in data 

analysis (Alderson & Morrow, 2011; Thomas, 2017), typically the focus of child 

centred methods is on the involvement of young people (Thomas & O’Kane, 

1998; Coad & Evans, 2008) and little has been written about the involvement of 

younger children in the process of data analysis. I made the difficult decision not 

to involve children in the interpretation of the data despite recognising their ability 

to do so. This decision was influenced by the view of Weller and Barker (2003:37) 

who encourage researchers working with children to guard against the ‘idealism’ 

of children-centred research and encourage ‘realism’ in the reflexive evaluation 

of the possibilities for children’s participation. This decision was taken carefully 

and involved consideration of the time available in a part time doctoral study (up 

to six years) and concluded that the logistics of tracing a dispersed population 

could prove to be very difficult, and likely to result in a tokenistic rather than a 

meaningful attempt at children’s participation in analysing data from the study. In 

addition, I was aware that children may not wish to be involved, may not 

remember their original contributions or possibly may have outgrown their 

previous views.   
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4.12.1  Thematic analysis 

 

Thematic analysis was chosen to analyse the data in this study as it is suited to 

qualitative studies where little is known about the topic (Green & Thorogood, 

2014) and for use with interview data (Silverman, 2017). Thematic analysis 

utilises a flexible inductive approach which aims to generate a rich, detailed and 

complex account of the data (Braun & Clarke, 2013) ‘from the data up’ (Braun & 

Clarke, 2013: 175). It allows for an analysis which is not shaped by existing 

theories (Braun & Clarke, 2013) and is therefore philosophically consistent with 

constructionist perspectives (Vaismoradi et al, 2013). Although data analysis can 

be assisted with the use of dedicated software, my preference was to work with 

paper copies of my transcripts and fieldnotes. 

 

Thematic analysis involves identifying codes and analysing and reporting 

patterns within data (Braun & Clarke, 2013) and seeks to provide a map of the 

content and topics across the data set, and a way of summarizing the variation 

and regularities within the data (Green & Thorogood, 2018). Data derived codes 

are used to provide a succinct summary of the explicit contents of the data and 

are based in the perceived meaning in the data (Braun & Clarke, 2013). Themes 

are recurrent concepts which can be used to summarise and organise the range 

of topics voiced by participants. Themes are therefore an abstract label for groups 

of data segments which the researcher contests belong together as a set 

because they relate to each other at an abstract level (Green & Thorogood, 

2018). This method is consistent with the chosen underpinning epistemology of 

the study in which the researcher constructs meanings of reality and interprets 

the data (Schwandt, 1998). 

 

This study utilised an approach to thematic analysis described by Green and 

Thorogood (2018) which involves a four-step process: of familiarisation with the 

data; identifying themes; coding the data; and finally, organising the codes and 

themes. This process was chosen for the clarity of the steps.  

 

Data familiarisation: The semi structured interviews were transcribed verbatim 

by a professional transcriber who was recruited via the university. Transcription 
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resulted in a textual record of the interviews which included emphasis and pauses 

evident from the discussion (Gerrish & Lacey, 2010). I chose not to transcribe the 

interviews myself due to considerations of time constraints, despite recognising 

that self-transcription offered an opportunity for me to familiarise myself with the 

data. I aimed to overcome this disadvantage through familiarisation with the data 

in two ways. Firstly, I carefully checked the transcriptions against the audio 

recordings for accuracy. One error was identified where a child’s grammatically 

inaccurate phrasing had been corrected by the transcriber. This was amended to 

reflect the spoken words of the child. Secondly, I listened to the audio recordings 

repeatedly and also read and re read the transcripts to sensitise myself to any 

potential ideas and potential themes. 

 

Identifying themes: For the second stage of data analysis I applied a semantic 

code to each small part of the data to best describe my understanding of the 

participant’s words. I did this by adding notes to the paper copy of the transcripts. 

At this point my aim was to approach this task as simply as possible to avoid 

unconscious influences. As directed by Green and Thorogood (2018: 259) I 

considered each fragment of data (sometimes as small as one or two words) 

posing the questions such as ’what is this segment about?’ and ‘how is it like or 

not like, other segments?’ At this time, I made notes of my initial ideas of potential 

themes within a field journal to allow myself to trace back my initial thinking as 

data collection and analysis developed. An example of this is the early 

identification of how perceived control was important to children within holding 

episodes. In order to explore this potential theme, I was especially vigilant to look 

for children raising concepts relating to control and sought to explore the 

children’s perspectives in subsequent interviews on this issue. This helped me to 

uncover rich and descriptive data which may otherwise may not have emerged. 

In this way data collection and data analysis were iterative and the interview 

topics were supplemented with emerging issues from data analysis processes as 

advocated by Silverman (2017). Such concurrency in qualitative analysis is 

recommended because each process can enhance the other (Braun & Clarke, 

2013). This approach allowed me to explore insights in subsequent interviews, in 

order to confirm or refute my developing understanding.  
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Coding the data: Some segments of text were assigned multiple codes as they 

referenced several group codes and themes. This process involved several 

iterations moving codes between groups until I was satisfied that the data were 

arranged in a coherent manner to express my understanding of participants 

perspectives. Examples of code labels during this stage of development were 

‘kicking’ and ‘being good’ which later were developed within the ‘expressing 

dissent and compliance’ sub-theme. I annotated the paper copies of the 

transcripts with my code labels. 

 

Organising codes and themes: The codes were then organised into themes 

which possessed distinct properties (Silverman, 2005) and the themes added to 

the annotated versions of the transcripts. I did this by cutting up my duplicated 

transcripts into sections reflecting specific codes. These sections were then 

pasted onto large sheets of paper to group code headings together into potential 

themes. The process was iterative, and the themes were reviewed, amended and 

re-organised during and after the process of data collection. This process was 

also influenced by academic supervision which challenged the legitimacy of initial 

thoughts and prompted reconsideration of the organisation of the themes. I 

acknowledged Braun & Clarke’s (2013) proposal that themes should be broad 

and mutually exclusive. My themes needed to be inclusive of data from 

transcripts, field notes and children’s images. At this point during the data 

analysis process I sought to identify themes, patterns, similarities and also 

differences within the data. Early themes to emerge were “the importance of who 

holds’, ‘expressing dissent and compliance’, and ‘the importance of getting it 

done’. During the process of reviewing and reorganising the data codes into 

themes I maintained a journal of the initial thoughts and rationale for coding 

decisions, and the subsequent reorganisation of the data, sometimes after re 

consideration, and sometimes in the light of new data. Green and Thorogood 

(2018) emphasise the value of such memos as providing a clear path from 

eventual interpretations to the empirical data from the transcripts. These memos 

provided a reflexive map of my changing views on the data, and my attempts to 

interpret it.    
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4.13 Analysis of children’s images  

 

The images created by children in the study were not treated as primary data 

because despite the draw and write technique being a well-established method 

of data collection with children (Horstman et al, 2008) there is limited evidence in 

relation to the interpretation and analysis of children’s images (Backett-Milburn & 

McKie, 1999; Hass-Cohen et al, 2016). The analysis becomes problematic when 

the images are interpreted without constant reference to the children’s 

interpretation as this can potentially lead the researcher to make incorrect 

assumptions (Veale, 2005; Angell et al, 2015). For this reason, the images made 

by children in this study were subjected to a descriptive content analysis as 

advocated by Silverman (2005) who offers a simplistic approach asking 

consistent questions of an image. The images produced by the children in this 

study were subjected to the following questions: Who is present in the drawing? 

What clinical setting has the child chosen to depict? Which parts of the body are 

being held? and What expressions are evident on the people drawn by the 

children? This image-based data was coded separately and then integrated into 

the concurrent data analysis to inform interview questions.  

 

4.14 Research rigour 

 

Rigour in research relates to the thoroughness, accuracy, quality and precision 

of the conduct of the research process in addition to a consideration of influences 

which ensure a susceptibility to bias (Lacey, 2010). Examination of rigour is an 

essential aspect to the research process to ensure that epistemological and 

ontological claims made within findings are sound and this is achieved through a 

meticulous critique of the design and conduct of research activity (Green & 

Thorogood, 2018).  

 

The ways in which rigour can be assessed within research is influenced by the 

theoretical paradigm (Topping, 2010). Whilst positivist research has clear and 

widely accepted criteria for assessment of rigour (Nelson, Dumville & Torgerson, 

2010), the quality of qualitative work is more elusive (Braun & Clarke, 2013) as 

this approach aims to capture unique and individualised data unconcerned with 

the comparability of findings. Qualitative research is more concerned with the 
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concept of trustworthiness which represents what is perceived as reality rather 

than attempting to present the truth accurately (Gerrish & Lacey, 2010). The 

following section will discuss concepts of rigour in relation to qualitative research 

and develop to describe the management of rigour in this study. 

 

As qualitative investigation aims to capture unique and individualised data 

unconcerned with comparability of findings (Denzin & Lincoln, 1998) there is an 

obligation for qualitative researchers to demonstrate that the inferences drawn 

from data are sound (Braun & Clarke, 2013) and credible (Green & Thorogood, 

2018). The challenge for qualitative researchers in achieving such credibility of 

inference involves the acknowledgement of the influence of the researcher on the 

research process and data arising from it (Silverman, 2005), risks of subjective 

interpretation of data (Topping, 2010) and management of deviant cases 

(Silverman, 2017).  

 

Some researchers propose that the rigour of interpretation of data is understood 

to be the likelihood that a similar study repeated would elicit similar themes, or 

that data would be coded in the same way by all coders (Green & Thorogood, 

2018). However, other researchers view this as unachievable as interpretation of 

data during coding will be unavoidably influenced by the researcher’s knowledge, 

experiences and values (Silverman, 2017). My view is more nuanced reflecting 

both perspectives, where similar codes and themes would emerge regardless of 

the variety and number of analysts. This risk to the rigour of qualitative research 

is managed through robust exploration of researcher reflexivity which recognises 

the effects of the researcher, the context and environment on the researcher and 

the data arising from it (Braun & Clark 2013). Reflexivity awareness can take the 

form of methodological openness, theoretical openness, awareness of the social 

setting of the study, and an awareness of the wider social context (Lathlean, 

2010). I aimed to adopt these approaches in the conduct of this study, and my 

application is threaded through Chapters 4 and 5. 

 

In relation to the requirement to demonstrate that data analysis was credible and 

not simply my subjective interpretation I have provide a detailed description of the 

data analysis process utilised in the study earlier in this chapter. Consideration of 

the quality of data within the qualitative tradition is required to justify the analysis 
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as credible and legitimate rather than simply the researcher’s subjective 

interpretation (Silverman, 2017). In this study I have used direct quotations from 

the children themselves within the findings chapter to ensure a high degree of 

transparency of interpretation (Green & Thorogood, 2018), thus allowing others 

to assess my interpretation. In addition, I maintained a journal during data 

analysis which provided a record of my changing views on the data, and my 

attempts to interpret it. Green and Thorogood (2018) emphasise the value of such 

memoranda as providing a clear path from eventual interpretations to the 

empirical data from the transcripts. This process proved to be useful when 

returning to the data analysis to assist recall of changes and re-configurations of 

codes and themes. 

 

It is important for qualitative research to be subject to robust critique to ensure 

that the inferences drawn are credible and the rationale for codes are identifiable 

(Green & Thorogood, 2018). This risk is managed in qualitative research through 

the use of raw data allowing the reader to assess the reliability of interpretations 

(Lathlean, 2010) using thick description (Braun & Clark, 2013), and direct 

quotation of the participants (Topping, 2010) which makes evident whether 

inferences from the data are warranted (Silverman, 2005). An additional method 

for promoting the reliability of qualitative work is to involve participants who can 

validate interpretations of their own data or wider study findings (Braun & Clark, 

2013). This can be problematic, as interpretations of data from a group of people 

may not express the experiences of individuals (Silverman, 2017) nor are 

participants likely to analyse their own accounts in the same way as a researcher. 

In addition, requiring participants to engage in member checking interpretation of 

their own or wider data could be viewed as burdensome and potentially limiting 

to study recruitment (Lathlean, 2010). Despite recognising the value of including 

children in the interpretations of data, after careful consideration I decided not to 

take this approach for the same reasons described earlier.  

 

A further challenge for qualitative researchers is to demonstrate that their findings 

are based on critical investigation of all of the data (Topping, 2010) and are not 

anecdotal, that is, based upon a few well-chosen examples (Silverman, 2005) or 

focused on the exotic, where the most interesting and outlandish examples are 

reported (Silverman, 2017). Suggestions of anecdotalism and exoticism can 
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jeopardize the credibility of qualitative studies as the representativeness or 

generality of the points can be questioned (Silverman, 2017). Charges of 

anecdotalism and exoticism can be managed through examination of data for 

disconfirming evidence such as deviant cases and accounting for them (Green & 

Thorogood, 2018).  

 

4.15 Conclusion 

 

In this chapter I have described the choices and decisions made in the design of 

this study. The philosophical approaches which underpin the study are described 

and the ways in which children have been placed at the centre of the study are 

explained. Consideration has been made of how these underpinning concepts 

have informed the choices of methods adopted in the conduct of the study, the 

selection of participants, the methods of data collection and in the handling and 

interpretation of the data. 
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Chapter 5: Ethical Considerations 

 

5.1 Introduction 

 

In this chapter I summarize the ethical principles which guided this study. The 

study begins with detailing the ethical approvals gained in order to conduct the 

study and then focuses on the issues of power, perceptions of children’s 

competence and vulnerability within research, and how these issues were 

managed within the study design. I will then focus upon the issues of assent, 

consent and confidentiality. Ethics pervades every step of the research process, 

and ethical considerations involve respecting research participants throughout 

the whole project trajectory (Alderson & Morrow, 2011). Good ethical practices 

ensure that researchers adopt principles such as respect for persons, equity, non-

discrimination and beneficence (Hill, 2005). Ethical practices are partly achieved 

through using agreed standards and research governance processes which are 

designed to protect participants, researchers and their organizations, and the 

standing of research itself (Alderson & Morrow, 2011).  

 

This study was reviewed and approved by the appropriate ethics committee at 

Edge Hill University in November 2014 (FREC CF15b) (Appendix 6) and through 

the National Research Ethics Service (NRES) in July 2015 (REC15/NW/0510) 

(Appendix 7). Following this, the project received Research & Development 

approval at fieldwork site one in October 2015, (Appendix 8) and site two in 

October 2016 (Appendix 9). An NRES amendment was applied for and approved 

in May 2016 (Appendix 10). However, as Alderson and Morrow (2011) suggest 

ethical considerations within research studies are only partly achieved through 

ethical governance processes. Morrow and Richards (1996) argue that ethical 

considerations are not confined to governance, nor should they be viewed as a 

preliminary stage or hurdle to be got out of the way at the beginning of a project. 

Rather, the consideration of ethics needs to be ongoing throughout the research 

process. Research involving children has traditionally been viewed as higher risk 

than studies involving adults (Carter, 2009a) due to issues of power, vulnerability 

and competence. These issues and the ways in which they were managed within 

both the design and execution of the study will now be discussed.  
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5.2 Power within research relationships 

 

Societies are constructed to give adults power over children (Hill et al, 2004; 

Thomas & O’Kane, 1998), thus power differentials between adult researchers 

and child participants require careful consideration to ensure ethically robust 

research (Robinson & Kellett, 2004). 

 

In designing this study, I was aware that children’s societal position as 

subordinate to adults pervaded the environments this study was conducted in, 

children on the in-patient hospital wards were literally and figuratively captive 

subjects (Morrow & Richards, 1996) which is discussed in Chapter 4. Therefore, 

within my study I aimed to minimize the known power imbalances as far as 

possible to try and empower children taking part to express authentic responses. 

The ways in which I sought to achieve this are discussed below.  

 

Recognising that I was unable to appear ’non adult’ to children in the study I 

aimed to be viewed as minimally powerful an adult as possible relative to the 

other professionals within the data collection environment (in-patient hospital 

wards). I did this through my choice of clothing. I chose to wear the opposite of 

expected professional dress and I wore jeans, t-shirts and sneakers. This choice 

offered potential benefits in terms of hoping the children’s perceived me as a less 

powerful adult (Einarsdottir, 2007), but also carried the risk of parents and carers 

impression of my professionalism being diminished. I hoped that my 

communication skills would portray my professionalism and trustworthiness to the 

parents and carers. In reality it is difficult to ascertain what, if any difference my 

clothing choices made to the children, but when explaining my clothing to parents 

(often within a post interview discussion) many parents and carers intrinsically 

understood the rationale for my choices, and they appeared to value the 

sensitivity intended.  

 

Children participating in the study were offered choices wherever possible to 

promote their autonomy. For example, children had the opportunity to choose a 

pseudonym rather than having a code allocated by the researcher and could 

choose between three methods of data collection to express their experiences. 

Similarly, attempts were made to empower children throughout the process by 
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purposefully and carefully seeking their permissions for particular research 

activities such as taking a photo of their created images (where they were made) 

and the audio recording of interviews. Every child who participated agreed to their 

interview being audio recorded and photographs being taken of their created 

images.  

 

Despite careful planning of the research design and practices to try and empower 

children, I remained concerned that the measures put in place would not work as 

well as I had hoped. I was concerned that children could experience some degree 

of unintentional coercion to either participate or continue participation when they 

wished to withdraw their assent. I managed these concerns relating to the 

voluntariness of the children’s participation in the following ways.  

 

Firstly, I was concerned with ensuring the children were informed of their choice 

to participate and their right to withdraw from the study. Prior to each interview 

children were reminded of this right verbally and were told “don’t forget it’s okay 

to change your mind if you don’t enjoy this”. The research documents for children 

were explicit in describing participation as voluntary and that this could be 

withdrawn at any time. These sections of the documents were carefully worded 

using vocabulary and phrasing children would be likely to understand 

(Appendices 11, 12, 13 and 14). 

 

I chose to repeat the phrase “no-one will mind at all” in an attempt to reinforce 

that, in contrast to other settings such as possibly school or home, there would 

not be any consequences to them of not taking part. The choice of vocabulary 

“no one will mind” was endorsed during consultation processes as a phrase likely 

to be easily understood amongst the age group 4-12 years. 

 

Secondly, I wanted to ensure that children were empowered to act upon a wish 

to withdraw their participation and were aware of a method to do this. The 

research documents provided for children were explicit in informing them of a way 

to express a desire to withdraw their participation (Appendices 11, 12, 13 and 

14). In addition, children were provided with a stop sign made out of laminated 

paper using the same image used in the information sheets, and I carefully 

examined how they could withdraw by saying “if you want to stop or get fed up 
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it’s fine, I won’t mind at all - just let me know or touch the ‘Stop!’ sign”. To support 

this, younger children were offered the opportunity to practice withdrawing 

consent by saying “I want to stop now” by touching the ‘stop’ sign. Most children, 

including many of those of under 7 years declined the opportunity to practise 

withdrawing their assent, seemingly keen to press on with the interview. 

 

Finally, I physically handed over the audio recorders to the children once they 

were recording and I made sure that they knew which was the stop button. I told 

the children: “you’re in charge of that now, so anytime you want to stop you can 

press that button, because you’re in charge here”. 

 

Despite the careful considerations described above I remained vigilant 

throughout each interview to cues that may have signalled a child’s wish to 

withdraw their assent to participate. In reality this proved more difficult than I had 

expected, particularly with the younger participants, as on many occasions I 

mistook a wandering attention span for an unwillingness to continue participation, 

as illustrated in an interview with Captain America, aged 4 years: 

 

Jill: “Did you feel safe?” 

Captain America: “Yeah” 

Jill: “I wonder what made you feel safe?” 

Captain America: “Because there were no walls there” 

Jill: “Oh. What was good about that?” 

Captain America: “I saw a bear before” 

Jill: “A bear?” 

Captain America: “Yes, in the zoo… and I like sharks too…. I saw them in 

the aquarium. The shark, not the bear. I saw the bear in the zoo, not a forest 

zoo, a real one” 

Jill: “Well an interesting fact about me is that I was once scuba diving and a 

really big shark came to say hello. Just swam past having a look at us. It 

was really cool” 

Captain America: “Did you feel any of the shark?” 

Jill: “No, it was too far away, just looked and swam slowly away how cool is 

that?” 

Captain America: “Was it a hammerhead one?”   
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Jill: “Actually, it was hammerhead one, how did you know? [laughs] Would 

you like to stop now? I’m wondering if you have had enough of talking about 

being held at the hospital?” 

Captain America: “No, I haven’t finished my picture”. [pause] 

Captain America: “This is dad he has magic cream on too.” 

 

The interview continued for another 8 minutes with Captain America seemingly 

reengaged with the interview following some respite from the topic. 

 

None of the children who participated in the study chose to withdraw their assent 

to participate.  

 

5.3 Ethical considerations linked to children’s vulnerability 

 

Despite contemporary theoretical constructions of children as competent and 

social agents (James & Prout, 1997; O’Kane, 2008) children often remain 

characterised as vulnerable in respect to research participation (Carter, 2009a). 

Such positioning of children relates to two broad assumptions, that children 

acquiesce to adults and that they require the protection of adults, these 

assumptions will be discussed within the next section. 

 

Literature suggests that where adults are unknown to children such as in research 

activity children may feel unable to express their authentic thoughts and wishes 

(Hill, 1997; Christensen, 2004; Einarsdottir, 2007). Children may be willing to 

acquiesce to adult’s requests (Hill, 2005) or provide responses they view as 

expected or desirable to adults (Mayall, 2008), thus obscuring their authentic 

viewpoints and perspectives. I was keen to mitigate against this when talking to 

children and in the next sections I will discuss how I managed this within the 

design and conduct of the study.  

 

Children participating in the study were encouraged to express uncertainty when 

they were unable to provide answers to questions within the interviews and the 

research documents were explicit in informing children how to express 

uncertainty (see Appendices 11 and 12). Before the interview started a direct 

comparison was drawn with school activity with each child being told that “it’s not 



 

104 

like school where you might feel like you should know. It’s fine to say; ‘I don’t 

know’ or ‘I’m not sure’”. It’s also okay to say “I don’t understand the question’’. In 

order to empower the children to express uncertainty they were offered the 

opportunity to practise saying “I’m not sure” before the interview and this was 

supported with provision of a laminated image of a question mark using the same 

image as used in the information sheets to point to if they were uncertain. 

 

During the interviews several children said that they did not understand a 

question I had asked. Some children pointed to the laminated question mark, and 

others verbally asked for clarity such as illustrated in an interview with Sophie, 

aged 9 years: 

 

Jill: “I am wondering, if they’d have provided something that sort of took your 

mind off it a bit, do you think that would’ve helped?” 

Sophie: “I don’t know what you mean.” 

Jill: “Okay, ….. sometimes children are given something to look at, or play 

with during procedures to take their mind off what’s happening. I wondered 

if that has happened to you?” 

Sophie: “I don’t really know, I have had things sometimes, but can’t 

remember if I was given them.”  

Jill: “When you have had something did it help at all?”  

Sophie: “Not really, no.” 

 

Although Sophie clearly felt empowered to express uncertainty about the 

question posed, I acknowledge that it cannot be known whether this was case for 

all the children who participated in the study. From reading academic literature I 

was aware that children may be reticent to express original ideas and 

perspectives outside of the interview topics (Hill, 2005; Kipkis, 2003). I wanted to 

try and ensure that the children felt able to raise topics of significance to them. I 

made sure that I asked each child at the end of the interview if there was anything 

else that they felt was important about being in hospital that we had not talked 

about. None of the children raised new topics following this question and I am 

unsure whether this relates to children’s inability to express views despite the 

management of such potential vulnerability, or simply factors such as fatigue or 

the limits of children’s attention span.  
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I was aware that participation in this study carried the risk that reflecting upon 

experiences of clinical holding or procedures in the hospital could cause children 

distress (Scott, 2008), and they might feel unable to express this (Hill, 2005). This 

risk was managed explicitly within the research documents within the information 

sheets drawing children’s attention to the possibility of distress (Appendices 10, 

11, 12 and 13). I made sure that I remained vigilant throughout every interview to 

ty to look for visual and audible signs a child may be upset such as through facial 

expression, tone of voice or tears. Despite children’s descriptions of 

circumstances that they identified as distressing at the time, none of the children 

became upset or expressed signs of distress in recounting their experiences. 

However, I recognise that I cannot know for certain if taking part did caused any 

longer-term distress, as it is possible that such distress was hidden or delayed 

and occurred after I left the child. 

 

Positioning children as vulnerable reflects the assumptions of adults that children 

require protection (Sinclair-Taylor, 2000). Responsibility for protecting children’s 

interests within health research is shared between researchers, reviewers and 

parents and carers (Alderson & Morrow, 2011). In designing this study, I was 

aware of my responsibility to identify and manage the potential vulnerabilities of 

participant children. I chose to do this through the adoption of the methods 

described previously and through the use of adult gatekeepers in order to provide 

children with any necessary support in their decision making about participation 

in the study. Within this study parents and carers acted as gatekeepers to their 

children through the recruitment process. Parents of children eligible to 

participate in the study were approached with information about the study 

(Appendix 14) and asked to consider consenting to their child being informed 

about the study. If a parent did not give their consent for their child to be 

approached, then their child remained unaware of the study. Only when consent 

had been obtained from their parents or carers were children provided with 

information about the study.  

 

During recruitment I witnessed many parents influencing their child’s decision 

making- often encouraging rather than discouraging their child to participate. On 

several occasions parents encouraged their child to participate as an opportunity 
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to express their gratitude to health professionals (despite me being uninvolved in 

clinical care) through ‘giving back’. On occasion this encouragement seemed to 

be coercive, as this excerpt from my field notes considers: 

 

I have just had the most uncomfortable experience of recruitment to date. 

Six year-old boy on surgical setting and a parent who was noticeably older, 

and I had initially understood to be a grandparent (but thankfully did not 

express). I explained the gist of the study to dad, who was very enthusiastic 

and without consulting with the child told me of examples of when the child 

has experienced several recent episodes of holding, and that they would be 

delighted to participate. The child remained resolutely focused on his game 

and did not look up once. Dad tried to engage the boy, who remained 

unresponsive. Dad reacted badly to this and started to shout at him to put 

away the game, behave properly etc. I tried to say that it was okay and that 

it was fine for him not to be keen to recall upsetting experiences, but dad 

was having none of it. The boy was to stop being rude and help this lady 

immediately. The poor boy communicated in every possible non-verbal 

medium available to him (no eye contact, physically withdrew into himself 

hiding his head) that he did not want to consider the study. When dad 

applied pressure for a response the boy verbally declined all memory of the 

incidents as he clearly did not want to participate or interrupt his play. This 

incensed dad further and he demanded that the boy “stop messing about 

because you do remember”. I decided to intervene and made dad aware 

that many children declined to take part, and that this was an 

understandable, acceptable and frequent response from children all over 

the hospital and very much within the rules of research. Dad did seem 

somewhat placated by the knowledge that many others decline 

participation. I was left with the impression that his priority seemed to be to 

appear co-operative with HCP rather than promoting his child’s wishes. I 

thanked the child and parent for listening to me and considering the study, 

but that we were unable to take things further due to the common problem 

of difficulty in recalling events. (Mentioned dad’s behaviour to the child’s 

allocated nurse on the way out of the ward). 

Reflecting on this I initially feel guilty as approaching the family appears to 

have caused conflict. I have wondered whether dad’s age may be influential 



 

107 

(?late 50’s or early 60’s ??) in his attempts to coerce the boy, reflecting the 

past (? and present) dominance of socialisation theory and children as 

passive and powerless rather than as active social agents. Either way, I 

cannot help identify the paradox of ethics governance insisting on parents 

as gatekeepers to protect children against potentially coercive researchers. 

This example also illustrates the validity of the UNCRC and Children Act 

with the emphasis on listening to children. 

 

5.4 Children’s competence to take part in research 

 

Children’s competence to report their own experiences can be variable as 

discussed in Chapters 3 and 4. As this study involved children aged 4 to 12 years, 

I recognised the likely diversity of children’s competence in language acquisition, 

vocabulary, reading and cognitive abilities. In order to accommodate individual 

differences, and to promote children’s understanding of the study and their 

participation in it I chose to develop two sets of study documents for children; one 

for children aged 4-6 years and another for those aged 7-12 years. Despite 

recognising the value of different abilities, I was keen to avoid ascribing 

competence to chronological age. I managed this through offering both sets of 

documents to parents when children were aged six or seven years, or where 

additional needs were identified such as cognitive impairment, developmental 

delay and learning disabilities. Interestingly, during recruitment several children 

chose documents which did not match their chronological age aimed at both 

younger and older children. The study information differed in visual appearance 

and the amount and complexity of information and based upon my knowledge of 

children’s development and I was surprised by the lack of literature to guide me 

on this specific point. I also consulted with a primary school teacher and a 

Children’s Advisory Group to help inform the study information development.  

 

The research documents used carefully selected images to communicate key 

aspects of the study to accommodate a range of abilities in reading and 

understanding. An example is the images used to demonstrate the choice of data 

collection methods within the information sheets for children aged 4-6 years 

(Figure 5.1).  
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Figure 5.1: Use of images to support understanding in 4-6 years information sheet 

What will I be doing? 

If you want to join in you can choose between: 

 

 

 

 

having a chat or drawing pictures & chatting or stickers & 

chatting  

 

I recognised that my expertise in children’s language and vocabulary acquisition 

was limited so I consulted with a primary school teacher to provide expert 

guidance on the text within the documents. The primary school teacher endorsed 

most of the content of the documents but made some suggestions to improve the 

phrasing, for example, the phrase ‘take part’ was changed to ‘join in’ for children 

aged 4-6 years as this phrase would be more likely to be familiar to this age 

group. The teacher also suggested that the word ‘or’ should be used between 

images of the data collection methods for the youngest children to reinforce the 

concept of choice. All suggestions by the primary school teacher were included 

in the study (Snodin et al, 2017). 

 

Consultation with the primary school teacher was invaluable in developing the 

research documents. However, I was aware that adults cannot achieve a child’s 

perspective (Carter & Ford, 2013), so as described earlier, I consulted with an 

expert Children’s Advisory Group. This group also endorsed the documents as 

clear and easy to understand for a range of ages and abilities. The group further 

advised on the wording for the children’s information and assent documents, in 

particular how the central concept of clinical holding was communicated. Firstly, 

the group recommended use of the term ‘held still for something you don’t like’ 
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rather than ‘held still’ to define clinical holding for the 4-6 years information sheet 

as they felt that this most closely represented the phenomenon which would be 

easily understood by young children. Secondly the group considered the draft 

document phrasing ‘the study wants to find out what it is like for you to be held to 

get …… done in the hospital’ where a child specific example could be inserted 

within the gap. Some of the Children’s Advisory Group felt that this would be 

unclear to children, and advised and felt that examples of procedures which can 

result in holding episodes such as blood sampling would add clarity, whilst others 

felt that this would be confusing if the examples did not apply to potential 

participants. After discussion the phrasing ‘the study wants to find out what it is 

like for you to be held to have treatment in the hospital (an example is blood tests, 

but it might be something else for you)’ was chosen as the easiest to understand. 

All suggestions by the Children’s Advisory Group were included the study (Snodin 

et al, 2017). 

 

In order to avoid assumptions of competence and incompetence all children 

participating in the study were offered the opportunity to sign their assent form “if 

you would like to” despite this not being a legal requirement. After careful 

consideration I decided to offer this opportunity as I felt that it reflected a respect 

for children’s abilities, through an assumption of competence rather than 

incompetence. This decision was queried within the NRES review as potentially 

inappropriate based upon assumptions of the competence of children aged 4 

years and over. However, I articulated my position of seeking to avoid 

assumptions of children’s competence and incompetence to understand their 

willingness to join in or not and write their name. I also pointed out the potential 

advantages of offering this opportunity in relation to respect and equity, and this 

was approved. During recruitment all children chose to sign their name when 

provided with the option.   

 

5.5 Issues of Assent & Consent 

 

One of the most important ethical considerations within this study was that 

children’s participation was based upon principles of children’s informed assent 

and participation by children and informed consent from parents. Informed 

consent is the central tenet of health care ethics (Alderson & Morrow, 2011), it 
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reflects principles of autonomy and refers to an individual’s ability to agree to or 

refuse medical intrusion or participation in research (Lambert & Glacken, 2011). 

The concept of consent involves decision making capacity and informed consent 

assumes three central elements of competence, information and voluntariness 

(Lambert & Glacken, 2011). The desired outcome being that an individual can 

make an informed and voluntary decision to decline or accept participation in 

research (Oulton, et al, 2016). 

 

5.5.1 Children’s assent 

 

Assent is a concept associated with consent in that the term similarly reflects an 

agreement or refusal to participate in research, but by those unable to give legally 

valid consent for themselves based upon perceptions of limitations to an 

individual’s decision making capacity (Ford et al, 2007; Alderson & Morrow, 

2011). The concept of assent is often applied where there may be issues of 

capacity under the Mental Capacity Act (GB Parliament 2005) or for children 

under 16 years. In relation to research with children, assent reflects an 

acknowledgement that a child may understand some but not all of the main issues 

or risks and benefits to them of participation in a study which are required for 

consent (Alderson & Morrow, 2011). In recognition of the possibility of a partial 

understanding of relevant issues, children’s assent to their participation is 

complemented by the consent of a legally recognised decision maker who has 

parental responsibility (Coyne, 2010). 

 

Application of the concept of assent to research activities with children is 

complementary to contemporary understandings of children, such as their social 

agency (James & James, 2004; O’Kane, 2008), and recognises their rights to 

contribute to matters which affect them (UN, 1989; GB Parliament 2004). 

However, the concept of children giving assent within research is a contested 

issue. Alderson & Morrow (2011) disregard the term and acknowledge the 

absence of a legal validity for assent. Baines (2011: 962) proposes assent to be 

an ‘ill thought-out, confused and harmful’ concept which has no place within 

research processes. Baines suggests that competent children can and should 

consent for their participation in research, with parents making decisions for 

incompetent children. I disagree with Baines’ view as his argument is flawed in 
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several ways. Firstly, Baines (2011) views children in a binary way, and does not 

recognise developing competence and provides no guidance about how to 

assess children for competence or incompetence. Secondly, this view fails to 

recognise that the concept of assent offers partially competent children a respect 

and dignity for their abilities, which may be promoted through the application of 

child centred participatory methods. Baines also overlooks the consistency of the 

concept of assent with legal obligations to listen to children (UN, 1989; GB 

Parliament, 2004) and their right to have their perspectives sought, regardless of 

competence. Finally, Baines overlooks the other benefits gained through 

obtaining assent such as safeguarding against unintended coercion and the 

establishment of trust between adult researchers and participant children (Oulton 

et al, 2016).   

 

In addition to the requirements of ethical approval panels, I was a consciously 

willing throughout the study to place children centrally, and to promote their 

competence wherever possible. Therefore, the term assent has been adopted 

despite the absence of a legal basis to the concept. I felt that adoption of the 

concept of assent reflected both respect for children’s abilities and ethical 

principles of autonomy and beneficence. Inclusion of assent aligned the ethics of 

this study with the theoretical positioning of children as potentially vulnerable, but 

competent social actors (James & James, 2004) who have the right to be 

consulted in matters which affect them (UN, 1989).  

 

5.5.2 Approaches to assent in practice 

 

Gaining assent in research with children requires researchers to possess a 

diverse set of knowledge and skills in assessing children’s capacity and also 

communicating with children and families (Hill, 2005). Gibson et al (2017) found 

that child health researchers held a wide diversity of views and knowledge in 

relation to how assent is valued, interpreted and implemented within their 

practices. In contrast, Oulton et al (2016) discuss how informed assent was 

reported as the highest priority in an online survey of child health researchers.  

 

Despite reflecting contemporary constructions of children and child centred 

approaches to research, there is little consensus about best practice in the 
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application of assent within research activities (Gibson et al, 2011). A common 

approach to assessing children’s capacity and competence to provide their 

assent to research participation is the use of chronological age (Robinson & 

Kellett, 2004; Modi et al, 2014) to guide assumptions of competence. This belief 

reflects the influence of Piaget (1952; 1957) and assumptions relating to universal 

and predictable child development (James and James, 2004). However, these 

chronological age markers fail to recognise variables such as life experience 

which influence children’s capacity in decision making (Dockett & Perry, 2011) 

and are increasingly viewed as inadequate markers of children’s capacity 

(Alderson, 2007; Medical Research Council, 2004). Competence in decision 

making should be seen as a variable concept (Bray, 2007) requiring careful 

assessment to establish a child’s capacity to competently consider their 

participation in research. Oulton et al (2016) developed a conceptual model to 

consider a child’s capacity to provide assent for their participation in research 

which utilises four factors: child related factors, family dynamics, study design 

and complexity and research/organisation. This model is currently theoretical and 

untested in research practice and was not used to guide this research. 

 

Best practice approaches to gaining children’s assent to research typically 

involve the provision of information (Oulton et al, 2016) which can be in written 

form as research documents (Ford et al, 2007; Lambert & Glacken, 2011) or 

developed into participatory methods including activity boards (Bray, 2007), audio 

visual mediums (O’Lonerghan & Forster-Howard, 2011) and digital multi-media 

information (Sheridan et al, 2020). There is currently a paucity of evidence to 

indicate the effectiveness of these different methods to inform assent, and 

children’s preferences remain unexplored and unknown.  

 

5.5.3 Approaches to gaining children’s assent in this study 

 

Evidence suggests that good practice in research documents for children 

requires consideration of visual layout, volume of information and readability 

(Lambert & Glacken, 2011). In addition, Ford et al (2007) advocate consultation 

with children in the development of research documents. The following section 

will explore the evidence base for these considerations, describe the processes 
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of consultation which informed the development of the documents and the 

rationale for the final design choices. 

 

In order for research documentation to be fit for purpose in informing children’s 

decision making the variability of children’s reading ability and cognitive 

competence must be recognised and accommodated within document design 

through consideration of the readability of the document (Ford et al, 2007). 

Readability refers to the ease with which a written research document can be 

understood by its audience and can be promoted through the inclusion of 

developmentally appropriate and familiar vocabulary (Ford et al, 2007), the use 

of short words, sentences, paragraphs, the use of bullet points and addressing 

the reader directly (Lambert & Glacken, 2011). These principles were applied 

within the draft copies, and the effectiveness of these choices were examined 

using a consultation process as described below.  

 

Patient information sheets for use with children should contain the facts about the 

study purpose, procedures, benefits, risks researcher details and the option to 

volunteer and withdraw participation (Lambert & Glacken, 2011). Without this 

level of detail, children can be at risk of being under informed about a study (Hill, 

2005). However, the amount of information is influential in promoting children’s 

understanding, and excessive information has been identified as an obstacle to 

children’s engagement (Grootens-Wiegers et al, 2014). Thus, a tension exists 

between comprehensively informing children, and doing so in a limited volume of 

words, presented in a user-friendly way which accommodates a range of 

competence (Lambert & Glacken, 2011). 

 

There is currently a paucity of evidence to indicate what children’s directly 

reported information needs and preferences are in relation to being informed 

about qualitative research. In the development of research documents for this 

study my aim was to produce child information and assent sheets which were 

both fit for purpose and also child centred. I focused on designing document 

layouts which I hoped would be visually engaging for children and implemented 

the very careful use of vocabulary and sentence structures to promote readability, 

which Lambert and Glacken (2011) suggest should be assessed, although they 

do not describe a process to achieve this. In the absence of an evidence base 
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describing children’s directly reported preferences for information in research 

documents I engaged with consultation with a Children’s Advisory Group and a 

primary school teacher as previously described to produce two assent documents 

for children’s assent (Appendices 13 and 14).  

 

5.5.4 Parental consent 

 

Within this study design, parents and carers were required to provide consent for 

their children to be approached and participate in the study and, as such, required 

research documents to both inform and record their decision (see Appendices 15 

and 16). In order to ensure that information and consent documents for parents 

were fit for purpose consultation took place with seven parents with limited health 

care knowledge who were known to me through occupational and social 

relationships. The parents were asked to review the draft documents and report 

on the clarity of the content and their understanding of the information. Feedback 

was provided in written form and also verbally via face to face discussion. The 

written comments were universally positive, and so was their initial verbal 

feedback. However, it became clear that several of the parents who had 

expressed an understanding of the information contained within the information 

and consent documents had misunderstood the central concept of clinical holding 

and therefore were misinformed about the purpose of the study. In the absence 

of clarity about the term clinical holding parents applied their own terms of 

reference and personal context to achieve an understanding. For example, one 

parent was a police officer and based his understanding of the term holding on 

his professional context and understood clinical holding to represent a delayed 

discharge. Another parent with experience of orthopaedic surgery understood 

‘clinical holding’ to mean orthopaedic equipment designed to support fractured 

limbs in a clinical environment. Alternative terms of ‘restraint and holding down’ 

were proposed, discussed but rejected by parents as lacking neutrality, with 

‘holding still’ identified as clearly and neutrally communicating the focus of the 

study.  

 

Consultation with parents disclosed a critical misunderstanding of the central 

concept of this study which would have presented a significant risk to the ethical 

rigour of this research had this not been addressed. The consultation helped 
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identify the simple solution of adding a five-letter word still which benefited the 

underpinning ethical basis of the study.   

 

5.6 Confidentiality during research participation  

 

Participation in qualitative research can involve the disclosure of sensitive data in 

the form of thoughts, feelings, and experiences, and participants entrust 

researchers to gather information about them in the expectation that their privacy 

will be respected through the non-disclosure of their identity (Alderson & Morrow, 

2011).  

 

Confidentiality has been a key principle of this study, and one way this has been 

achieved through the use of participant anonymity. This study used pseudonyms 

chosen by the children as an important element in anonymisation of data to 

ensure that individual children could not be identified in the reports of the study. 

In addition, where children identified individuals within their images, these names 

were redacted prior to inclusion in this thesis or dissemination materials such as 

conference presentations and publications. In addition to protecting the identity 

of individual children participating in the study, I have also attempted to ensure 

that the location of the research sites remains unidentified to provide an additional 

layer of anonymity. 

 

The measures to protect the identity of individual children were important 

because all of their treatment was ongoing (at the time of the study) within the 

fieldwork sites, and they required assurance that data could not be attributed to 

them. The commitment to confidentiality was communicated within the study 

information, assent and consent sheets for children and parents and carers 

(Appendices 11, 12, 13, 14, 15 and 16). 

 

In addition to ethical research practices, it was hoped that assurances of 

confidentiality would promote an understanding amongst children and parents 

that participation in the study would not influence their clinical care, and that this 

knowledge would encourage authentic and honest responses from children. 

Despite the critical importance of confidentiality within research, there are limits 

to this commitment, as professional obligations (NMC, 2015) mandate that 
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confidentiality should be broken if it is thought that a risk of harm exists to either 

the participant or a third party (Alderson & Morrow, 2011). Such professional 

obligations were relevant to me as a Registered Nurse. In relation to safeguarding 

concerns, the boundaries of confidentiality were made explicit within the research 

documents for parents and carers (Appendices 15 and 16). Children in the study 

were informed of the imitations to confidentiality and this was discussed verbally 

in a developmentally appropriate way during the study information discussion.  

 

This study carried a risk that children may disclose clinical holding practices which 

I might view as having caused physical or psychological harm for the child. With 

this in mind, the study utilised the ‘Psychological Concerns Protocol’ from the 

Children’s Nursing Research Unit based at one of the fieldwork sites for guidance 

in the referral of concerns (Appendix 17). In addition, I sought guidance and 

approval from the Safeguarding Specialists at both fieldwork sites during the 

preparation of ethics documentation to ensure that the study was as robust as it 

could be in terms of protecting participant children and families. During the course 

of the study no safeguarding concerns were identified, and confidentiality was 

maintained. 

 

5.7 Conclusion 

 

In this chapter I have described the choices I made in the design and conduct of 

the study to ensure that the study was child centred, and ethical governance 

requirements were observed. I am satisfied that the choices I made protected 

both children who participated, and children who considered participation from 

potential harms while being empowered and well positioned to report their 

experiences and perceptions.  



 

117 

Chapter 6: Findings 

 

6.1 Introduction 

 

In this chapter I present the findings from the interviews with the children who 

took part in the study. I will firstly present three sections to contextualise the 

findings:  

 

• Demographics of the children.  

• Children’s descriptions of being held, and  

• Children’s experiences of and learning from multiple procedures and being 

held. 

 

Following this, I will present the two main organising themes that were generated 

through my interpretation of data: 

 

• The influence of certainty and uncertainty on children’s procedural 

experiences, and 

• The importance to children of choice before and during their procedure.  

 

Both themes are grounded in the accounts of the children and were drawn from 

both the interview data and the images which the children created as part of the 

arts-based activities. Throughout the findings chapter I will refer to the over-

arching concept of what and how children learn from their procedural experiences 

and being held. 
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Figure 6.1: The two main organizing themes 

 

 

6.2 Contextual and background findings 

 

6.2.1 Demographics of the children 

 

Twenty-two children participated in the study, of whom twenty were recruited from 

Site One, and two from Site Two. This was somewhat expected as Site One is a 

tertiary children’s hospital which has a much larger paediatric patient population 

than Site Two. Across the two settings nineteen children were recruited from 

hospital in-patient settings and three from out-patient areas. Twenty-one children 

were interviewed within a hospital environment on the same occasion as they 

were invited to participate in the study. One child from the out-patients 

department chose to be interviewed at home four days later rather than delay her 

return to school.  

 

Very specific details for individual children are not presented in order to preserve 

anonymity of both individual participants and also service providers. Children 

chose their pseudonyms used in this chapter and these have been presented 

exactly according to the children’s wishes; in places this includes misspellings. 

Belle thought it important to be identified as “four and a half” years. These choices 

are authentic to the child centred philosophical underpinning of this study.  

 

Theme One: The influence 
of certainty and 

uncertainty on children's 
procedural experiences

Children's 
understanding of 
the requirement 

for holding.

The importance of 
communication 
during children's 

procedures.

Theme Two: The 
importance to children of 
choice before and during 

their procedure.

Children's choices 
of distraction.

Children's choices 
of preferred people 

to hold them. 
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Due to the adoption of purposive sampling I achieved variation within the sample. 

Of the children recruited to the study fourteen were girls and eight were boys. The 

children recruited ranged in age from 4-12 years. Seven children were aged 4-6 

years; eight children aged 7-9 years and seven children were aged 10-12 years 

(Table 6.1). In presenting these findings I considered whether to include the ages 

of the children alongside their data or whether this would reduce the diverse 

abilities and experiences of the children down to their chronological age. After 

considerable thought I decided to include the ages of the children to demonstrate 

the eloquence and equity of contribution of the children, regardless of their age. 

 

Children were recruited from a broad range of medical and surgical specialties, 

for example oncology, surgery, rheumatology, as mentioned previously specific 

details of clinical areas are not presented in order to preserve anonymity of both 

individual children and service providers.  

 

Consistent with the child centred basis for this study the sample include diversity 

in children’s cognitive ability. The sample included four children with additional or 

complex needs: one child with profound and multiple learning disabilities, one -

with severe autistic spectrum condition, and two with significant cognitive and 

neurological deficits following neurological surgery and cranial radiotherapy. It did 

feel challenging to undertake interviews with these children, as I was unfamiliar 

with their preferred methods of communication. However, it would have been 

philosophically inconsistent with the aims of this study to exclude any child who 

was able to verbalise his or her perspectives. 

 

There was variety in the methods the children chose to engage with the study. 

Thirteen of the twenty-two children chose to augment their semi-structured 

interview with an arts-based activity. Interestingly, despite being offered a choice 

of drawing or sticker method all children merged the two arts-based approaches 

together into a drawing and sticker-based activity. This was unquestioningly 

accommodated to ensure children’s preferences for participation were promoted 

and this was congruent with the child centred philosophy of this study. Children 

who chose to supplement their interview with an arts-based activity were aged 

between 4 and 9 years, except for two children aged 10 and 11 years who had 
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additional needs. Children who chose semi-structured interview only were aged 

between 9 and 12 years apart from one 6 year-old. 

 

Brief demographic information about the children is provided in Table 6.1. A 

specific procedure is not identified in the table as the children typically began their 

narrative with a focus on one experience and later expanded this to include a 

multitude of experiences.  

 

Table 6.1: Demographic information of the children 

 

Pseudonym Age 

(Years) 

Specialty/Setting Site Diagnosis/Relevant 

medical history 

Aguero 11 General Surgery 1 Gastroenterology 

Amelia  4 General Surgery 1 Biliary Atresia 

Ariel 4 Oncology 1 Acute Myeloid 

Leukaemia & Liver 

Transplant 

Belle 4 1/2 Oncology 1 Acute Lymphoblastic 

Leukaemia 

Bulletproof 10 Oncology 1 Leukaemia 

Buttons 9 Orthopaedic 1 Hip malformation 

Captain America 4 Plastic surgery 1 Finger surgery 

Casey 9 Medical day Case 2 Allergies 

Darryl Dixon 12 Oncology 1 Hydrocephalus & Brain 

Tumour 

Ellie 10 Cardiac Surgery 1 Complex cardiac 

anomaly 

Elliott 4 Rheumatology 1 Osteomyelitis 

Ginny Weasley 9 Medical Outpatients 2 Dermatology 

The Hulk 5 Neuro-surgery 1 Cerebral Palsy & 

Spinal/Neuro-surgery 

Kilani 11 Oncology 1 Acute Lymphoblastic 

Leukaemia 



 

121 

Pinky Pie 9 Orthopaedic 1 Cerebral Palsy 

Contractures 

PrincessTwilightSparkle 9 Orthopaedic 1 Cerebral Palsy 

Contractures 

Rapunzel 6 Medical Day Case 1 Rheumatology 

Rigsby 7 Oncology 1 Brain Tumour 

Ross 10 General Medical 1 Oesophageal Ulcers 

Ruby Grace 7 General Surgery 1 Gastroenterology & 

Urology 

Sophie 9 Oncology 1 Acute Myeloid 

Leukaemia 

Super Ted 11 Neuro medical 1 Encephalitis 

 

6.2.2 Children’s descriptions of being held. 

 

As this study aimed to explore children’s experiences of being held for a clinical 

procedure, it was valuable to examine children’s descriptions of how they were 

held. The majority (n=17) of children reported being held by their parent, with 

others (n=7) reflecting on also being held by health professionals including nurses 

and doctors. One child described being held by a play specialist, and one by a 

grandparent. 

 

Children were asked to describe where on their body they had been physically 

held, and most children had been held on their hands and arms (n=18). Six 

children reported being held by their legs and other children reported each being 

held by their; neck (n=1); head (n=3) and sides and shoulders (n=2). Most 

children (n=16) described being held for their procedure whilst sitting on their 

parent’s knee. Four children talked about being held whilst on a hospital bed. 

 

The children in the study used a range of words to describe their feelings in 

relation to being held. Many of the words used by the children reflected negative 

emotions. These included feeling “distressed”, “grumpy” and “cross”, “annoyed”, 

“sad”, “frustrating”, “scared”, “frightening”, “panicking and worrying” and “worrying 

and worrying”. A broader descriptor used by two of the children was that they 

“minded” what was happening, but they were not more specific about this feeling.  
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However, not all emotions reported by children were negative with Captain 

America, aged 4 years using positive descriptors to describe his feelings when 

being held by a health professional as “safe” and “comfortable” which is depicted 

in Figure 6.2. 

 

Figure 6.2: Feeling safe and comfortable (Captain America) 

 

 

During image making three children purposely chose red hand shaped stickers 

which they spontaneously described as more forceful holding than the blue and 

green stickers. This was unexpected to me as I had not ascribed any particular 

meaning to the colours of the hand stickers when preparing the materials, and 

this understanding was explored during the interviews. Ruby Grace, aged 7 years 

independently adopted this approach and explained during her image making 

depicted in Figure 6.3 that she was held “firmly” on her limbs and less firmly on 

her head.  
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Figure 6.3: The forces of holding on different parts of the body (Ruby Grace) 

 

 

The children used a range of descriptors to report their perception of the force 

used during holding episodes. These descriptors have been categorised into 

three levels of force (‘firm/hard’, ‘medium’, ‘gentle/light’) reflecting the experience 

from the child’s perspective. Five children indicated that the force used to hold 

them was ‘firm/hard’ using the descriptors “very firmly”, “firmly”, “quite hard…. it 

was just hurting” and “very hard”. Medium range descriptors were used by one 

child, “well it was in the middle of hard and soft really, hard enough to work but 

not to hurt me”. 

 

Six children indicated that the force used during their holding experiences was 

‘gentle/light’ as it was not perceived as forceful. These descriptors included “not 

hard”, “gently”, “lightly” and “softly”.  

 

Some children did not describe being held for their procedure as a forceful 

restriction of their movement and their accounts linked to the holding to affection 

as described by Darryl Dixon, aged 12 years who explained “yes, I had hugs most 

really I think, not really holding me down” and Ginny Weasley, aged 9 years who 

said “yes it’s part cuddle really”.  
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The different levels of force used by different adults during clinical holding was 

discussed by the children, with some conflicting accounts. Some children 

expressed that adults unknown to them used less force to hold them than their 

parents. Children who discussed this stated that they preferred other adults than 

their parents to hold them, suggesting that the acceptability of force is linked to 

who is applying it, as described by PrincessTwilightSparkle aged 9 years who 

said “Well I think people that you didn't know would ask them to hold them down 

just gently.….instead of using all their strength to push you down, to hold you 

down”. Amelia, aged 4 years discussed a contrasting belief in the following 

exchange: 

 

Jill: “..do you think if you did the rules do you think the staff would hold the 

kids more strongly or less strongly?” 

Amelia; “Less strongly… like mummy does” (Amelia, aged 4 years). 

 

This exchange shows that some children understand different roles within a 

clinical procedure and associated holding which seems linked to trust and 

acceptability of force. None of children expressed a wish for additional force to 

be used.  

 

6.3 Children’s experiences of and learning from multiple procedures and 

being held  

 

Many children in this study, who were living with long term conditions described 

multiple episodes of holding during their interviews. Where the children chose to 

expand their discussion to compare and contrast procedures and episodes of 

being held this typically involved thinking back to different procedures conducted 

in different settings. Pinkie Pie aged 9 years compared and contrasted two 

episodes of being held for induction anaesthetic for dental extractions and having 

a blood sample taken. Through this comparison Pinkie Pie demonstrated her 

ability to reflect and learn from her experiences when she “had her teeth out”: 

 

Pinky Pie: “I had my teeth out. I was going to have my teeth out and they 

put a mask on me that brought out some gas or something like that. I didn’t 
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like it and was trying to shove it off, but the man was really strong, and he 

was putting it on my face, and I didn’t like it at all. I didn’t know he’d do that” 

 

Pinkie Pie later compared her challenging experiences of forceful holding during 

inhalation induction of anaesthetic to previous familiar experiences of sitting on 

her mother’s knee in the hospital for blood tests. She described how her anxieties 

increased when procedural actions and processes were unexpected and 

different: 

 

Pinkie Pie: “When I get my bloods done, I sit on my mum’s knee and I like 

that, I can do that.” 

Jill: “How was that different?’ 

Pinkie Pie: “It’s because it wasn’t like the mask which wasn’t very nice.” 

Jill: “Right” 

Pinkie Pie: “I was just a bit shocked, it wasn’t like the bloods, yeah I am used 

to having the bloods”. 

 

Many of the children described learning about procedures through their 

experiences and demonstrated a development of procedural knowledge and 

understanding of their preferred ways of coping or ‘getting through’ their 

procedures.  

 

Kilani aged 11 years, implied that he had gained understanding over multiple 

procedures of the reasons for him being held, he explained “I did understand, but 

not as much as I do now.” Belle, aged four and a half years, described how she 

benefitted from work with the play specialist to prepare her for some painful 

infusions of chemotherapy. Belle said “I like doing it in the steps, so the steps 

are… we wait for a minute, after we’ve done one time… I like stopping in the 

steps”. In her description Belle makes clear that she learned that being in control 

and empowered to direct the infusion facilitated her coping with the procedure, 

reflecting a competence to understand the ways which helped her cope. 

 

Children discussed how their experiences of multiple procedures enabled them 

to identify the approaches which had promoted and limited their ability to cope. 

Ross, aged 10 years, recalled previous experiences of receiving sedation and 
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expressed that he preferred to have sedation as it helped reduce his worry and 

the need for holding, as he understood that “if they [children] need it, everyone 

gets the sleepy medicine”. Later in his interview he added to this point saying 

“rather than having all the fighting and getting upset and scared, the sleep 

medicine would be better, yeah”. However, Ginny Weasley aged 9 years stated 

a preference for no sedation and explained “I like the idea of being awake and 

knowing what’s going on.” Here Ross and Ginny Weasley reflect their 

competence to identify what helps them cope during a procedure. This is an 

example of how children can learn and gain understanding of what works for 

them.  

 

The central concept was evident throughout the interpretation of the data was 

that children learned from their procedural experiences and associated holding 

and used this knowledge and understanding to work out how to best cope before, 

during and after procedures. Learning from procedural experience is a concept 

which is woven through the two themes which are ‘The influence of certainty and 

uncertainty’, and ‘The importance to children of choice’. The findings will discuss 

the factors children discussed as both supporting and limiting their ability to cope 

when they were held for procedures.  

 

These two themes are now presented and are grounded in the accounts of 

children. 

 

6.4 Theme 1: The influence of certainty and uncertainty on children’s 

procedural experiences 

 

Children’s accounts demonstrated how they developed an understanding of 

procedural events because of their repeated experiences of procedures and 

holding and this influenced their ability or inability to predict with certainty what 

was likely to happen in subsequent procedures.  

 

Aguero aged 11 years described comparing his experiences across time and how 

over numerous occasions he gained confidence about what to expect during 

blood tests, he explained “About a week ago I had this one put in and it was okay 

compared to the other times. Before this, the first time I came into this hospital 
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and I was admitted I panicked about them a lot...” Aguero also spoke of how over 

numerous experiences his uncertainty was reduced as he contrasted previous 

and more recent experiences of IV cannulation, which made him emotionally 

withdraw, recalling “….when I was getting distant, because obviously it was my 

first time, and I didn’t know”. Aguero described learning over repeated 

experiences of IV cannulation that his emotional responses become familiar to 

him and this caused him less fear as “you sort of learn that panic actually, it’s 

alright”.   

 

SuperTed, aged 11 years also described how she learnt across her experiences 

of clinical procedures to expect some uncertainty about whether her parents 

would be allowed to stay with her during lumbar puncture procedures “because 

the parents can, and sometimes they [health care professionals] don’t want the 

parents to stay”.   

 

Aguero, aged 10 years, talked about how his repeated experiences of a 

procedure allowed him to learn what to expect which reduced his uncertainty and 

anxieties: 

 

Jill: “So as you have these things done to you more and more often does 

that get easier or harder because you know what’s going to happen?” 

Aguero: “It is easier because obviously, I’ve had it done before and because 

you know what’s going to happen and you don’t need to worry about it.” 

Jill: “I see, so in some respects it gets easier because it is all sort of known?” 

Aguero: “Yes.” 

 

In contrast to Aguero’s positive outcome of learning from his experiences, Ross 

aged 10 years, described that knowing what would happen was not helpful to 

him. Ross recalled an experience of being held for induction of anaesthetic which 

he found very challenging despite oral sedation. Ross spoke of how his learnt 

experience of pre-operative sedation caused him to dwell on the experience at 

home between clinical procedures which increased his anxieties:  

 

Ross: “At home I worry about it” 

Jill: “I am sorry to hear about that. What specifically do you worry about?” 
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Ross: “The operations in the future”. 

Jill: “Now that you know about the sleepy medicine, are you going to ask 

about that in the future?” 

Ross: “It might make me more scared that I know what it’s going to do now, 

‘cause before I knew what the mask was going to do, but I didn’t know what 

the medicine was going to do.” 

 

Similarly, Ginny Weasley, aged 9 years, described how she reflected upon 

previous experiences before upcoming procedures and this prompted anxiety:  

 

Ginny Weasley: “Nervous because I know what’s happened before…. And 

that I don’t like it.” 

Jill: “Is that every time or sometimes?” 

Ginny Wesley: “Mostly every time.” 

 

Certainty and uncertainty of what would take place during a procedure was 

influential in supporting or limiting children’s ability to get through procedures. 

Underpinning the extent of certainty amongst children was their understanding of 

events before, during and after procedures and associated holding. Also, highly 

influential to children’s levels of certainty about what would take place was the 

communication with adults involved in their care. 

 

This theme is organised using two sub-themes: 

 

• Children’s understanding of the requirement for clinical holding, and  

• The importance of communication during children’s procedures.  

 

6.4.1 Theme One: Children’s understanding of the requirement for clinical 

holding 

 

“I would have just run away so it helps me get it done getting held down. And it 

needs to be done” Bulletproof 

 

An objective of this study was to explore children’s understanding of the rationale 

for clinical holding in acute care settings. The findings show that children have 
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significant levels of understanding for the rationale for holding and the benefits to 

them of the completion of their procedures. In this sub-theme I will present how 

children expressed their understanding of why holding was used, the influence of 

clarity of expectations of them within procedures and the outcomes of limited 

understanding.   

 

Many children’s responses suggested that they reflected on their procedural 

experiences and were able to process events in relation to the clinical procedure 

and associated holding. The Hulk aged 5 years revealed that his thoughts during 

being held for induction of anaesthesia were focused on his consideration of the 

rationale for the anaesthetic. He recalled “I’m thinking why do I have to go 

asleep……? Yeah, because I had to go asleep because they cut in the operation”. 

The Hulk expresses an ability to reflect on and link the requirement for an 

anaesthetic with the surgical procedure.  

 

Many children acknowledged the necessity for clinical holding to complete their 

procedure as they felt unable to co-operate with the procedure. This was 

described by Bulletproof, aged 10 years who explained “I don’t really think it 

would have been easier if they wouldn't have held me down, I would have just 

run away so it helps me get it done getting held down. And it needs to be done”. 

In response to my questions about if holding facilitated treatment or recovery, 

many children aligned the need for holding to the successful completion of a 

particular procedure which would benefit their recovery or relieve unpleasant 

symptoms. PrincessTwilightSparkle,aged 9 years explained her understanding of 

how being held contributed to her recovery from surgery: 

 

Jill: “So why was it important that you got held?” 

PrincessTwilight Sparkle: “It was important, because I needed to get my 

bloods done.” 

Jill: “Right, okay.” 

PrincessTwilightSparkle: “Because they needed blood for the operation.” 

Jill: “Do you think it’s important to the kids that they understand why the 

people are doing the holding?” 

PrincessTwilightSparkle: “Yeah” 
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Jill: “If you didn’t understand the importance I’m wondering if that might feel 

different?” 

PrincessTwilightSparkle: “Yes. I think it would feel different. In a bad way.” 

 

Bulletproof aged 10 years spoke of how while he knew that his treatment was 

important, he did not fully understand what was happening all of the time. 

Bulletproof described what he understood about a procedure which required him 

to be held to access his intravenous portacath: 

 

Jill: “At the time can you remember understanding why it was all happening, 

or did you think; Why are these people doing this to me?” 

Bulletproof: “Not really. I mean, I knew that the treatment would make me 

feel better.” 

 

Several of the children discussed in more detail what they understood about how 

important it was to have their procedure. Rigsby aged 7 years explained “… it all 

happened because it was important to get it [a procedure] done”. 

PrincessTwilightSparkle, aged 9 years explained the importance to her of 

understanding the rationale for holding episodes: 

 

Jill: “..so, do you think it’s important to the kids that they understand why the 

people are doing the holding?” 

PrincessTwilightSparkle: “Yes. I think it would feel different, if I didn’t know 

why..… worse.”  

 

Ellie aged 10 years explained how important it was to her to understand what was 

going to happen during the procedure: 

 

Ellie: “I’d prefer to know than them keeping it a secret.” 

Jill: “Why is that I wonder? Why would you like to know before?” 

Ellie: “Because I would like to know what’s actually happening, so they don’t 

just go straight into something that I don’t know what or why was 

happening”. 
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However, two children said that they did not understand why they had been held 

for their procedure. Ross, aged 10 years said; “I didn't know” when asked if he 

understood why he had been held. 

 

Kilani, aged 11 years described how his willingness to co-operate with a 

procedure was influenced by his understanding of how necessary the procedure 

was. He explained saying “I’d say ‘carry on’ because if you’re refusing to do it and 

you have to it then carry on, yeah. Carry on, but only do it if you have to, like need 

to do it.” Here, Kilani expresses an acceptance that overriding his agency is 

justified if a procedure has high importance to his well-being and recovery Kilani’s 

view reflects many of the children’s responses in this study where they 

demonstrated an ability to understand the clinical need for a procedure and the 

use of clinical holding. This ability to see the wider procedural picture contrasts 

with dominant societal positioning of children as incompetent, immature and 

unknowing.  

 

Children expressed that an understanding for the necessity of procedures and 

associated clinical holding promoted their ability to cope with the procedural 

events. It was clear from their accounts that their certainty in what would happen 

during procedures and their understanding of the rationale for procedures 

influenced their ability to engage with procedural events. 

 

Aguero, aged 11 years, described how he was prepared for venepuncture 

explaining; “yes they say that there’s going to be a sharp scratch, so you know 

what’s going to happen…. That’s the good way to do it”. SuperTed, aged 11 

years, commented that health care professionals “told me what they were doing 

and where they were up to” and described this as helpful in her ability to cope 

with the procedure. This is depicted in her image (Figure 6.4) which shows her 

smiling and cooperating saying “okay go ahead” and the health care 

professionals keeping her informed of their actions.   
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Figure 6.4: A nurse and a doctor ensure SuperTed understands is happening 
during a blood test 

 

 

Children talked about their understanding of the motivations of their parents 

involvement in holding, and this caused some of them to question their parent’s 

advocacy for them within clinical settings. Ellie, aged 10 years, explained “I felt 

like they were on the doctor’s side and not mine”, and similarly, Bulletproof, aged 

10 years, expressed thoughts in relation to conflict about parental involvement. 

However, Bulletproof’s thinking was combined with an understanding that his 

parents were focused on his best interests when he explained “I felt a little bit like 

they were trying to let them harm me in a way, but I knew they weren’t, it just felt 

like that”. However, Rapunzel, aged 6 years, understood her father’s involvement 

in holding her was because “daddy was thinking that he didn’t want me to be 

scared”. 

 

Children responded positively when asked to describe their understandings of the 

motivations of health care professionals during their holding experiences. 

Children reported that they perceived health care professional’s motivations to be 

in their best interests. Ginny Weasley, aged 9 years, described this by explaining 

“the nurse is thinking about being very careful”. SuperTed, aged 11 years, 
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perceived the nurse in her image to be thinking about performing a venous 

cannulation “nicely so it didn’t hurt”, and Amelia, aged 4 years, perceived that the 

nurse holding her was thinking that; “I [Amelia] might be going home tomorrow”.  

 

Rigsby, aged 7 years, discussed his perception that the nurses holding him were 

showing that they believed in his ability to comply with the procedure and they 

were thinking “You can do it!” Rigsby also perceived that health professionals did 

not view his previous inability to comply with induction of anaesthetic in a negative 

way. None of the children expressed a perception that health care professionals 

were negatively motivated to use holding to cause them harm.  

 

Children’s understanding of the motivations of their parents and health care 

professionals to use holding was framed as altruistic and in their best interests, 

even where this was questioned at times. This understanding promoted a sense 

of certainty and security for the children about what might happen before, during 

and after the clinical procedure and associated holding. The children clearly 

expressed that where adults express belief in the children’s ability to cope with 

procedures and associated holding this is influential in promoting their ability to 

get through it.   

 

Several children talked about how their understanding was inhibited by 

misleading information before or during a procedure. Bulletproof, aged 10 years 

discussed this in relation to the trajectory of a procedure. He explained how he 

“thought they were dead close to the end, and then she [health care professional] 

said; ‘seven more minutes”. He described how this made him lose trust in what 

health care professionals said in subsequent procedures explaining “so what they 

say, it doesn’t mean nothing in the end”.  

 

Other children described more positive and helpful aspects of health 

professionals’ communication. Children particularly valued health care 

professionals talking clearly about how children could sit and act during a 

procedure. Being told by a nurse to “keep nice and still” was described by 

Rapunzel, aged 6 years, as helpful in promoting her ability to successfully 

complete her blood test as this enabled her to “know what to do”. Similarly, 

Rigsby, aged 7 years, recalled being asked to “sit down” and told “you have got 
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to keep still” as useful in making clear what the expectations of him were during 

his radiation treatment as this would help “get it done”. He depicted this in his 

drawing which shows him receiving radiation therapy (Figure 6.5). 

 

Figure 6.5: Rigsby (and Monkey- a toy) receive radiation therapy 

 

 

6.4.1.1 Summary of 6.4.1 children’s understanding of the requirement for 

holding 

 

In this sub theme the children spoke of the development of their understandings 

of the rationale for holding and the importance of this to them, their understanding 

of the motivations of adults and the importance of clear information to promote 

their understanding.  

 

Most children, including some of the youngest, expressed a range of 

understandings about how if used appropriately, helped to get a procedure 

completed. Several children recognised that they would be unable to cope with 

the procedure without being held and they understood enough to be able to weigh 

up competing risks and benefits involved in clinical procedural decision making.  
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Children’s understandings of the motivations of adults as beneficent and that 

adults believed that children has the ability to get through procedures and 

associated holding encouraged children’s self-belief that they could cope. Coping 

was further promoted in children where they felt they understood what would 

happen before during and after their procedure, and adults’ expectations of them 

were clear to them. Where understanding of what would take place or was 

required of them was absent children’s ability to cope was diminished.  

 

6.4.2 The importance of communication during children’s procedures 

 

“…she said good boy and be brave…. and then I was brave.” Elliot 

 

In this sub-theme I present the value to children of communication with adults 

during procedures and associated holding, and the role this can play in their 

ability to cope. In this section I will also discuss the importance to children of being 

listened to and the ways in which they communicate their assent and dissent to 

clinical procedures and associated clinical holding.  

 

Children talked of a variety of experiences relating to communication with their 

mothers and fathers during their procedure. Most of the children, regardless of 

age, talked about the support and empathy they gained from their parents and 

explained how this communication was important to them and helped them cope, 

remain calm and cooperate during their procedures and associated holding. 

Casey, aged 9 years, drew an image of Casey’s mother stroking her hair to 

provide her with comfort during a painful injection which she had grown to fear 

(Figure 6.6). 

  



 

136 

 

Figure 6.6: Casey’s mother comforts her during a painful injection 

 

 

Sophie, aged 9 years, described how she gained comfort from the presence and 

words of her mother whilst she was sitting on her knee during a deep intra-

muscular injection. This was a procedure Sophie described a particularly 

challenging and which she had undergone several times before. She 

remembered that her “mum was saying it was okay and that she was there”. Elliot, 

aged four years, explained that when his mother expressed confidence in his 

ability to “be brave” this helped him to feel brave and be more able to cope with 

having an intravenous injection. Sophie, aged nine years, similarly described that 

her mother’s belief in her ability to cope, by telling her “you can do it” before and 

during her procedure to access a central venous line was important as it helped 

her believe that she could cope and get through the extended procedure. She 

depicted this in her image (Figure 6.7) which shows both of her parents 

supporting her by telling her “you can do it”.  
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Figure 6.7: Sophie’s parents support her during a procedure to access a central 
vein. 

 

 

These accounts from children reflect the importance to them of parental belief in 

their ability to cope and their developing understanding of what is helpful to them 

to get through a procedure and being held.  

 

In contrast, Sophie also described a different episode of care when 

communication with her mother and grandmother hindered her ability to co-

operate when she needed to have a venous blood sample taken as she did not 

feel that they listened to her. On this occasion she felt more able to cope and 

endure the procedure when her family members had left the room and the health 

professionals responded to her requests to stop the procedure; she explained: 

 

“Mum and nanny were trying to calm me down but I was just getting more 

upset- just kicking everyone more and more and then they went out and I 

started calming down a lot because I felt as if I could talk to the doctors more 

than I could with them” (Sophie). 
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Two of the children reported that their parents failed to communicate with them 

during holding episodes. SuperTed, aged 11 years, said “dad doesn’t say 

nothing”, and Amelia, aged 4 years, similarly reported that “mummy says nothing 

to me when it’s happening”. 

 

Children reported a range of experiences of communication with health care 

professionals, which were described as either supportive and unsupportive to 

their ability to cope with undergoing a procedure or an episode of clinical holding. 

 

Many children reported that professionals reassured and praised them before, 

during and after what were often distressing circumstances. Elliot, aged 4 years, 

described an interaction with a health care professional when he was scared; he 

explained that “she said, you’re gonna be okay”. Elliot also spoke of how praise 

from a health care professional enabled him to persist with a procedure despite 

his distress, noting that “…she said good boy and be brave…. and then I was 

brave”. Elliot depicts this in his image (Figure 6.8) which shows a health care 

professional encouraging him to be brave and his response of endurance 

expressed as “please be quick”. 
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Figure 6.8: Elliott being held and being brave. 

 

 

Several children reported that health care professionals introduced themselves 

by name at the start of their procedure. Ariel, aged 4 years, remembered “her 

name was [redacted] and she likes unicorns, she told me and my mummy”. 

However, the children in the study also described episodes where health care 

professionals communicated with the other professionals or parents present 

before, during and after procedures but not directly with them. These descriptions 

by the children suggest that health care professionals were distracted by the 

completing the procedural tasks at the expense of the quality of communication 

with children. The Hulk, aged 5 years, described an absence of any 

communication from the health care professionals to him during an examination 

of an intra cranial pressure monitoring device, inferring that the nurse may have 

been absorbed by the procedure. He recalled that the nurse said “nothing” as 

“she was just doing it [procedure]”. 

 

Ross, aged 10 years, described how health care professionals entered his room 

to remove his intravenous cannula without talking to him and explained:    
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Ross: “They just took it out.” 

Jill: “They just came in and took it out?” 

Ross: “Yeah” 

Jill: “Did they not chat to you at all?” 

Ross: “No” (Ross) 

 

Ross describes how on a different occasion, health care professionals again 

failed to communicate with him during a holding episode required for a blood 

sample, but although they did communicate with his parent. Ross recalled “no 

they didn’t say anything to me, but they told mum on the way out”. Ross described 

that this caused him to feel upset and “left out of what’s going on”. It is clear from 

Ross’ accounts that he felt excluded from what was going on and his feelings 

reflect a desire to understand his care. 

 

SuperTed, aged 11 years, also recalled an incident where after she had her 

central line dressing changed health care professionals had talked to each other, 

around her, but had not engaged in conversation with her: 

 

SuperTed: “She [doctor] said something to the nurse”. 

Jill: “But did she say anything to you?” 

SuperTed: “No, not to me”. 

 

Children discussed how sometimes health care professionals missed 

opportunities to engage with them and that this caused them to feel fearful and 

frustrated. Ross described how overhearing a conversation between health care 

professionals in an anaesthetic room prior to induction of anaesthesia caused 

him to feel fearful: 

 

Ross: “Mmm. They were talking about stuff other than the operation“ 

Jill: “Oh” 

Ross: “Making me more scared about it” 

Jill: “So they were talking to each other or were they talking to you?” 

Ross: “Talking to each other about other stuff than the operation. It scared 

me”. 
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Even though this exchange did not seem to involve distressing information or 

detail it caused Ross to feel scared.  

 

PrincessTwilightSparkle, aged 9 years, also described examples of sub-optimal 

communication by health care professionals. This related to the tone of verbal 

communication from health care professionals during a procedure which she 

perceived to be angry, she explained “sometimes when you ask them to stop 

people talk in a different way, like in an angry way. And frustrated sometimes”.  

 

Children reported the value to them of effective communication with adults and 

the positive effect this had on their sense of self belief and ability to cope with 

procedures. Conversely where communication was described as lacking, or 

directed only between the adults present, children felt overlooked and excluded 

and this provoked feelings of fear and distress.  

 

Children spontaneously spoke of the importance to them of being listened to 

within holding episodes and linked this to feeling in control of events. In this 

chapter the term listening infers the verbal and para verbal communication 

including tone of voice, pace of speech and other forms of audible 

communication. Most children reported feeling listened to by their parents and 

health care professionals as described by Rigsby, aged 7 years, who was clear 

in response to my question:  

 

Jill: “Do you think that the hospital people listen to kids enough? Do you 

think that they kind of just do what they want sometimes, or do you think 

that they do listen to what kids say?” 

Rigsby: “They do what kids say.” 

 

Where children reported instances of not being listened to, they also talked about 

how they used physical action to emphasise their wishes. Ellie, aged 10 years, 

recalled the response from health care professionals to her use of kicking to 

demonstrate dissent within an unfolding procedure and clinical holding episode 

and explained “Yes, they put their stuff away and talked to me and tried to calm 

me down.” 
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Here, the health care professionals were described as responding by removing 

the medical equipment and talking directly to Ellie to calm her down. She 

described the health care professionals as “really nice” in helping to talk through 

her fears and understanding her need to control events to successfully complete 

the procedure for venous catheterisation.  

 

Aguero, aged 11 years, similarly described health care professionals as listening 

to and acting upon his wishes in response to him physically pushing away 

professionals and equipment, saying that this prompted them, explaining that 

“then they listen and ask me to calm down”. Only one child (Kilani) identified that 

they did not feel that they had been listened to and did not feel in control of events. 

Interestingly, Kilani appeared to understand that they ignored his wishes and also 

understood the procedure was a necessary part of his treatment and care: 

  

Kilani: “…well they wasn’t listening but they had to do it… so..” 

Jill: “Do you think they were right to carry on or should have stopped?” 

Kilani: “Carried on, [pause] ..I don't think they don’t do things unless it’s 

really important”. (Kilani) 

 

Having an opportunity to express choices and have these authentically, rather 

than tokenistically, listened to by the adults within the clinical settings was 

important to children. However, this did not always happen as described by Pinkie 

Pie, aged 9 years, who said “they say they’re listening, but they’re not”. Kilani and 

Pinkie Pie describe learning that they could not be sure if their perspectives would 

be listened to by adults. Several children expressed frustration in not being 

listened to and Elliot, aged 4 years, said “I should be allowed to watch if I want 

to….. I don’t like the books and they give them to me and tell me not to look”. 

Here, Elliot’s frustration relates to learning that his expertise in his own 

preferences was not always recognised by health care professionals who 

sometimes overlooked his social agency.   

 

Casey, aged 9 years, expressed her wish for an intercom at her bedside which 

would provide her with a mechanism to have her wishes listened to by adults both 

inside and outside of her hospital room, explaining “there should be a button that 

they [children] can press and then they could hold on and talk to them like this; 
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‘this isn’t nice and I feel like I am going to cry, please can you stop please, thank 

you’’’. Casey’s need for an intercom suggests that she learned that her voice 

alone is not enough to gain the attention of the health care professionals to get 

them to take account of her feelings and wishes.   

 

Casey, aged 9 years, also identified that her preferences about the force of 

holding had not been listened to and she wished that children could have a voice 

in determining the acceptable use of force. She explained: 

 

Casey: “Yes, don’t hold on too hard.” 

Jill: “Who’s going to decide in your rules what too hard is? Is it the grown-

ups or the children?” 

Casey: “Children because they know”. 

 

Casey’s response reflects her belief that her experiences of being a child, being 

held for clinical procedures and having experience of what works for her means 

she is more competent to make some decisions than the adults present. 

Children’s accounts suggest that being authentically listened to by adults is very 

important to them and that a failure to be heard is aligned to a loss of control of 

events. This loss of control before and during a procedure was discussed as 

provoking uncertainty and fear.  

 

Children also discussed how they learned over multiple procedures how to 

communicate procedural assent and dissent. Most of children described using 

verbal communication to express their agreement to undergo the procedure as 

explained by SuperTed, aged 11 years, who recalled “I said, okay then, go 

ahead”. Two children described expressing cooperation using non-verbal 

methods such as by holding out their arm as told by Ginny Weasley, aged 9 years 

explained “I let her know I’ll be good by keeping my arm very still”. Ellie, aged 10 

years, described how she used both verbal and non-verbal communication to 

express her agreement to go ahead with her procedure, noting “I said I would lie 

on the bed and have it done. I lied on the bed… and I put my hand out and let 

them do it”. In acting to adopt the required positioning and remaining still, Ellie 

communicated her preferred choice of position and through her co-operation she 

avoided the need to be held.  
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Ellie, aged 10 years, and Aguero, aged 11 years, described what influenced their 

decision to co-operate with their clinical treatment.  

 

Ellie: “Because they were telling me that as soon as I get it done, the sooner 

it will be over.” 

Jill: “So it was the information that helped. If they had told you that at the 

beginning do you think that it would have made a difference to how you 

responded? Do you think you would have been able to do what they wanted 

in the first instance?” 

Ellie: “No, it probably would have been worse.” 

Jill: “Okay, looking back do you think there is anything the staff could have 

done differently?” 

Ellie: “No, I decided by myself”.  

 

In this example Ellie expressed that information alone was insufficient to promote 

her co-operation with insertion of a venous catheter. She independently decided 

to have the procedure completed. Aguero describes similar independence in how 

he overcame his fear of a deep intra-muscular injections:  

 

Aguero: “I struggle at first, and then later on I agree with it.”  

Jill: “So what happens with you to change?” 

Aguero: “I get over it by myself.” (Aguero) 

 

Children described instances where they did not feel their expressions of distress, 

dissent and attempts to gain control over the procedure were listened to and 

acted upon by health care professionals and/or parents. Using emphatic and 

clear words children clearly communicated their dissent, as described by Elliot, 

aged 4 years, who explained “I said get off” to the nurses to show that he did not 

want to be touched. Rigsby, aged 7 years, described providing a verbal direction 

(stop) along with justification that it hurts recalling “I said stop, it hurts”. Sophie, 

aged 9 years, also described being very direct in her communication with health 

professionals “I was saying no!”. When Ellie, aged 10 years, felt she was not 

listened to during a holding episode she amplified the way she expressed her 

dissent, and noted “Oh yes… I was screaming then as well”. Despite describing 
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clear instances of how they expressed overt dissent, the children described 

inconsistency in how their expressions were responded to, with some children 

reporting that the procedure was stopped, and others reporting no response at 

all from the adults in the room. This inconsistency of responses to verbal 

expressions of distress seemed to leave children with a sense of uncertainty and 

anxiety in predicting if and how they would be listened to during procedures and 

clinical holding episodes. 

 

Children also reported using non-verbal physical responses to communicate their 

dissent during a procedure where they were being clinically held. The most 

common term used to describe this physical movement was “wriggling” and was 

reported by four children aged from 4 to 9 years old. Belle, aged four and a half 

years, who, when asked “how do people know when you don’t like it?” replied “I 

wriggle a bit”, and Ariel, aged 4 years, said “I wriggle so they can’t get it done”. 

None of the older children identified wriggling as an approach to dissent. 

However, physically pushing away the person attempting to hold them was 

identified by three children aged 9 to 10 years. Pinkie Pie, aged 9 years, 

described the reason for pushing away during an interaction with a health care 

professional noting “He wouldn't stop, I was pushing away”. 

 

Some children reported a range of physical responses to communicate their 

procedural dissent with the use of holding. Three children reported that they 

kicked or considered kicking the adult attempting to clinically hold them. Ruby-

Grace, aged 7 years, explained that if necessary “…I would have just kicked 

someone.” Ellie, aged 10 years, spat at the health care professionals who were 

attempting to hold her for a procedure, she noted “I didn’t like it and spat at them”. 

Other children described different physical actions to express dissent. Darryl 

Dixon, aged 12 years, described an attempt to abscond from the clinical area to 

avoid a familiar clinical procedure and being held. He explained “I actually jumped 

out of the bed and tried to run out of the ward, my mum had to chase me”. Kilani, 

aged 11 years, explained how he had hidden his hands beneath his body in an 

attempt to prevent a familiar procedure being conducted; he remembered “I used 

to sit on my hands and like put my hands behind my back, and they [health care 

professionals] had to pull my arms out and hold them”. Kilani had experienced 
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this clinical procedure several times before and had learned some strategies to 

try and avoid or delay his procedure.  

 

Children also reported a lack of confidence that their dissent would be listened to 

or responded to and anticipated the need for physical actions to express their 

disagreement with their procedure. This was described by Bulletproof, aged 10 

years, who recalled an experience receiving radiotherapy treatment which 

provoked claustrophobia in him as it involved his head being placed within a nosy 

and confined space: 

 

Bulletproof: “..it was just really the noise” 

Jill: “The noise?” 

Bulletproof: “I was a bit claustrophobic as well, I didn’t like it” 

Jill: “I see, did you know that you weren’t going to like it?” 

Bulletproof: “Yes” 

Jill: “Okay, did you tell them that?” 

Bulletproof: “Yeah, but in case I pushed to get out as well.” 

 

The descriptions above are suggestive that children learned that when their 

verbal requests to stop or wait were not listened to, they then considered and/or 

used physical actions to communicate their dissent for being held for clinical 

procedures. Where the procedure is familiar to children there is evidence that 

children develop proficiency and tactics to delay or avoid completion.  

 

When thinking about suggestions to promote co-operation with clinical 

procedures and prevent the necessity for clinical holding, several children thought 

that how they had been held should not be used, despite recognising the 

necessity of their procedures. Darryl Dixon, aged 12 years, explained “well it has 

to be done doesn’t it, but not always like that”. Many of the responses reflected 

the value of involving children in making choices and decisions. Sophie, aged 9 

years, spoke about the value of time and space for children to be able to prepare 

themselves to cope with clinical procedures and said, “the doctors and nurses 

should wait until the kids are able to do it”. Pinky Pie, aged 9 years, understood 

the need for procedures to be completed, yet similarly valued providing children 

with a say in their procedural care. She commented that “when the child says 
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stop, they [health care professionals] have to stop for a minute, but they have to 

do it on the day of your appointment”. In these examples both Sophie and Pinky 

Pie articulate a desire to be more in control of events and direct the pace of their 

procedures.  

 

6.4.2.1 Summary of 6.4.2 The importance of communication during 

children’s procedures 

 

The children’s accounts make it clear that when parents and health care 

professionals communicate effectively with children it promotes the children’s 

self-belief in their competence to cope with procedures. Children expressed how 

they learnt through their experiences of multiple procedures what helps them 

cope. They also discussed how they gained understanding of how to 

communicate these needs, preferences and wishes. Where this social agency is 

recognised and accepted by adults, children’s coping is promoted. The children 

described being listened to as closely linked to feelings of empowerment, and 

these feelings promoted children to assent to and engage with procedures. When 

children did not feel listened to, they reported feelings of uncertainty, distress and 

loss of control which could at times be communicated through socially 

transgressive expressions of dissent.  

 

6.4.3 Summary of Theme 1: The influence of certainty and uncertainty on 

children’s procedural experiences.  

 

Within this theme I have presented my interpretations of the children’s accounts 

of their understandings of the rationale for clinical holding and the influence of 

communication on their procedural experiences. I have presented these sub 

themes as underpinning evidence for the broader themes of the importance to 

children of certainty and uncertainty. I propose that children’s ability to cope with 

clinical procedures and associated clinical holding is promoted when they feel 

certain and diminished when they feel uncertainty.  

 

Certainty for children in this context is promoted by their understandings of why 

the procedure or holding is needed and learning what will happen before, during 

and after a procedure. This is served through clear communication by parents 

and health care professionals. Certainty is further promoted by recognition of and 
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respect for children’s social agency and their ability to identify their best ways of 

coping, preferences and needs before, during and after procedures.  

 

Uncertainty for children is present when they lack understanding about clinical 

procedures, the expectations of them, or when information is provided to them it 

proves to be misleading. Uncertainty for children also relates to when they are 

not sure how their expressions of worry or dissent will be responded to by adults.  

 

6.5 Theme 2: The importance to children of choice before and during their 

procedure 

 

This theme explores the importance to children of choice within the completion of 

procedures and associated clinical holding, and the influence of choice on their 

ways of coping during holding episodes. The children in this study reported that 

their choice of who was involved in holding them was important as well as having 

their choice in the use of distraction. I now present the sub-themes of theme two: 

 

• Children’s choices of distraction, and 

• Children’s choices of preferred people to hold them. 

 

 

6.5.1 Children’s choices of distraction 

 

“I wasn’t focusing on this, I was focusing more on the TV” Aguero 

 

In this sub-theme I will present the descriptions of the children of the methods 

used, availability and usefulness of distraction to them during their procedures.  

 

Children reported that sometimes they had access to methods of distraction and 

sometimes they did not, and they spoke of the value of distraction to support their 

coping. Guided imagery was described by five of the children as being used 

during their procedure, where they were encouraged by staff and their parents to 

imagine a holiday or places to visit. Sophie, aged 9 years, recalled how her 

mother used guided imagery to distract her from an injection into her implanted 
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central line and explained “she [mother] said we could go places, [in their 

imagination] like there’s this zoo and jungle world”. 

 

Children discussed times when health care professionals had used jokes and 

humour, as a form of distraction. These instances of distraction were 

spontaneous. Bulletproof, aged 10 years, described how his ability to cope whilst 

waiting nervously in an anaesthetic room for blood results was supported when 

he was successfully and spontaneously distracted from his increasing anxiety by 

a surgeon and an anaesthetist: 

 

“The surgeon had to come down to talk to me because we was waiting for 

the results, so he came down to talk to me was very funny….. Then the 

anaesthetist came down and the anaesthetist said ‘hurry up [name] because 

he is on a fortune’ which made us all laugh”. 

 

Captain America, aged 4 years, also reported being successfully distracted from 

his pre-surgical anxiety by a conversation about his favourite drink with an 

anaesthetist:  

 

Jill: “Did she say do you like hot chocolate? Or was that your idea?” 

Captain America: “Yes, it was my idea.” 

Jill: “So what was she saying?” 

Captain America: “In goes the marshmallows, and the cream.’” 

Jill: “But you couldn't taste the hot chocolate?” 

Captain America: “Wanted to drink it!” (Captain America). 

 

In contrast, Ross, aged 10 years, described how a conversation about Star Wars 

was intended to distract him from his blood sampling. However, as the topic was 

generic rather than based on his own interests it only helped “a bit” in distracting 

him from his rising anxiety as “I haven’t seen the films, but I do like the Lego”. 

Ross depicted this conversation in his drawing (Figure 6.9) 
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Figure 6.9: A nurse talks to Ross about Star Wars. 

 

 

Visual distraction methods such as books, blowing bubbles, use of iPads and 

watching TV were also discussed by the children, although less frequently than 

verbal distraction. Aguero, aged 11 years, described how health care 

professionals purposefully provided a television to help distract him from a central 

venous cannulation procedure he had come to dread and that this was helpful; 

he explained that this was “because I wasn’t focusing on this, I was focusing more 

on the TV”. 

 

Other distraction techniques were offered in specialist areas such as an in-patient 

oncology ward where Kilani, aged 11 years, described how following previous 

distressing experiences he was taught breathing exercises by a play specialist to 

help distract him and help him remain calm during a finger prick blood test which 

he had previously found painful and distressing. He explained that he used these 

exercises: 

 

Kilani: “Just like whenever it hurt, breathing in and breathing out” 

Jill: “Did that help?” 
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Kilani: “It did yeah, it took my mind off what was happening at the end of my 

finger.” (Kilani) 

 

Although many of the children described they had used distraction techniques 

during a procedure, seven children reported that they were not offered distraction 

at any time. SuperTed, aged 11 years, who had undergone many procedures, 

said “No” when asked if she had ever been offered anything to distract her from 

a procedure. 

 

Several children reported that when health professionals or parents did not 

instigate distraction, or the techniques offered were not working for them they 

adopted self-distraction techniques. This was described by Ellie, aged 10 years, 

explained that when she was not being helped by health care professionals’ 

directions to think of something nice during a venous blood collection procedure, 

she managed to cope and get through it on her own. She recalled that “they tried 

to calm me down and said think of something nice, and then in the end I sat there 

and coped by myself”.  

 

Casey, aged 7 years, described how when she was waiting for a general 

anaesthetic she managed to distract herself by focusing on counting the teddy 

bears printed on her hospital gown: 

 

Casey: “Yes… I was counting the teddy bears on it.” 

Jill: “Perfect, did you choose to count them, or did somebody suggest you 

did?” 

Casey: “I decided, it took my mind off”. 

 

Aguero, aged 11 years, similarly described how he was independently able to 

identify that breathing worked for him as a technique to help him get through a 

procedure. He explained that he used the breathing and when asked where this 

technique had come from, he replied “I just learnt it myself”. Aguero later 

described learning to “un-panic” himself into feeling able to manage multiple 

attempts at venepuncture. His anxieties related to the intertwined experiences of 

being held and the procedure itself and he explained “I started to panic and then 

think I can settle myself down here…this is not the end of the world”. Aguero’s 
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response reflects an ability to be able to self-manage anxieties through 

positioning the event as “not the end of the world” alongside his previous 

experiences of blood testing.  

 

These accounts reflect that some children recognised the value of distraction to 

help them cope with undergoing a procedure. Some children reported learning 

from previous experiences and were able to develop their own effective strategies 

of self-distraction. These findings are strong evidence of the competence of 

children to construct their own ways of coping with clinical procedures and 

associated holding episodes.  

 

Some children reflected on their experiences across a range of clinical settings 

and identified an inconsistency in and uncertainty about the provision of 

distraction across clinical areas. They learned that materials such as toys, iPads, 

televisions or comics to help with distraction may or may not be available in a 

particular clinical area. Bulletproof, aged 10 years, who had previously had many 

procedures discussed this saying “…in the treatment room of course they have 

distractions of toys and stuff like that but not in the cubicle, so you don’t know”. 

 

Despite the long-term nature of the children’s clinical conditions, and the 

expressed uncertainty of whether distraction materials would be available, none 

of the children reported bringing their own tools and resources to the hospital 

when they were to undergo a procedure. 

 

The findings above describe some instances of when distraction from health care 

professionals supported children’s ability to cope with a procedure. However, 

some children described how they had learned that the methods of distraction 

offered to them were unhelpful. Elliot, aged 4 years, explained “I don’t like them 

talking, I don’t like books when they are doing it”. Instead, Elliot preferred to watch 

the procedure taking place, stating “I like to see it”, although he was unable to 

articulate the reason for his preference to watch.  

 

The Hulk, aged 5 years, who was undergoing wound cleaning described how his 

father unsuccessfully attempted to distract him using a television during a clinical 

procedure; he recalled “dad said look at the screen, but I didn't want to, it didn't 
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help”. Some children described being asked to engage with a method of 

distraction chosen by health care professionals, without being given a choice. 

Ginny Weasley, aged 9 years, described how she had been provided with a 

television and a movie during a prolonged and uncomfortable procedure to apply 

topical treatment to a large surface area of skin “because nothing is really going 

to take your mind off it and it just gets annoying there and you’ve got to watch it 

[television]”. What was intended as a form of distraction became an irritant to 

Ginny. Other children also discussed how it was important to them to be able to 

choose what to use to distract them during a procedure. PrincessTwilightSparkle, 

aged 9 years, explained how a lack of choice was problematic for her:  

 

PrincessTwilightSparkle: “There I have been offered to read a book or 

magazine”. 

Jill: “Did you find that helpful or not?” 

PrincessTwilightSparkle: “I didn't really read it because I didn’t like it.”  

 

PrincessTwilightSparkle’s account reflected other children’s views that when 

distraction methods such as books, magazines or television were provided within 

clinical areas these were often chosen by health care professionals and reflected 

assumptions about what would appeal to children. However, these assumptions 

were often wrong. Children expressed that they had learned which methods of 

distraction which would work for them, although their expertise often went 

unacknowledged by adults who failed to ask children what their distraction 

preferences were. Casey, aged 9 years, suggested that children should be 

encouraged to “ .. bring in their favourite toy or phone or something which is what 

they like”. In this example, Casey identifies the importance of children being able 

to choose distraction methods which are effective for them. The recognition of 

children’s competence to make choices reflects a need for a change of focus from 

current adult centred choices in the provision of distraction materials to a child 

centred approach.  

 

The value of distraction in reducing the need to hold a child during a procedure 

was discussed by few of the children in response to what would help them cope 

with having a procedure. SuperTed, aged 11 years, suggested that play 

specialists should always be available to support children during a procedure and 
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that play specialists could reduce the need for holding, but she also noted that 

“they [hospital] need more of them [play specialists] all the time”. 

 

Some children wanted to choose not to have distraction as they preferred to 

watch some or all of the procedure. This was SuperTed’s preferred option and 

she explained “when they were doing the bit where they’d put the spray on, I was 

looking rather than turn away”. Ginny Weasley, aged 9 years, suggested the use 

of audio books as distraction which would allow the child to be distracted while 

also being free to watch their procedure. 

 

Most but not all children described parents and health care professionals offering 

them distraction in the form of rewards such as gifts of chocolate, toys and 

stickers with the aim of getting the children to co-operate with their procedure. 

Children described this as useful in supporting them to cope with during their 

procedure. Interestingly, despite describing encouragement and praise during 

procedures none of the children identified these as a reward for their co-

operation.  

 

Kilani, aged 11 years, was supported by a play specialist to manage the pain 

associated with finger prick blood tests using rewards of play materials and he 

recalled:  

 

Kiliani: “They’d [play specialist] give me prizes I think.” 

Jill: “Did it make a difference?” 

Kilani: “Yeah” 

Jill: “How did it make you feel when you got the prizes?” 

Kilani: “Happy, like, it didn’t, it felt better because that hurt but then because 

I got the prize it didn't feel as bad”. 

Jill: “Ah.” 

Kilani: “It reduced the pain.” 

Jill: “Ah, so it was a pain then reward type thing. What kind of prizes were 

they?” 

Kilani: “Like, any prizes, like toys, games…” (Kilani) 
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Here, Kilani describes understanding the value to him of receiving the reward 

after the procedure which distracted him from the post procedure pain.  

 

Ruby Grace, aged 7 years, described how she was encouraged to complete a 

blood test when the doctor said “you can go home if you get it done”. Amelia, 

aged 4 years, described how a play specialist promised a reward if she could sit 

still, and this helped her to cope with a procedure to have her wound drain 

removed, “she said that if I keep still and be a good girl I will get a sticker and go 

home”. Amelia included this in her drawing (Figure 6.10) which depicts her 

requiring some holding to complete the procedure. 

 

Figure 6.10: Amelia is held to have a wound drain removed 

 

 

The experiences of Ruby Grace and Amelia highlight how the use of rewards 

helped them endure their procedure and avoid the use of clinical holding. It could 

be argued that the promise of discharge for desired behaviour during a procedure 

is also an implied promise of withholding discharge for unacceptable behaviour 

which is morally questionable within contemporary children’s care. The reward of 

a sticker could be viewed as morally more comfortable and less coercive as 

withholding of a sticker would carry less emotional consequence for the child.  
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Some children also reported that rewards were offered by their parents in return 

for them co-operating during their procedure. Ginny Weasley, aged 9 years, 

described how small prizes from her mother were effective in focusing her 

thoughts and helping her to keep still during a procedure which required holding. 

Ginny pictured herself sitting on a chair during a procedure and being held (Figure 

6.11) and she recalled how she focuses on thinking: 

 

Ginny: “Normally about the prize afterwards” 

Jill. “Oh, well you’re not the first person to have thought about prizes. What 

kind of prizes are they?” 

Ginny: “well some of them are little key rings or things like that”. 

Jill: “Oh nice, does that help?” 

Ginny: “Yes it makes it more bearable”. (Ginny Weasley) 

 

Figure 6.11: Ginny Weasley focusing on “the prize” during a procedure which 
required holding. 

 

 

6.5.1.1 Summary of 6.5.1 Children’s choices in distraction 

 

Children reflected on the value of distraction to them in coping with clinical 

procedures and associated holding. For some children it was useful and for 

others it was not useful. Where it was not provided, children were able to draw 

on previous experiences to develop methods of self-distraction. It is clear from 

children’s descriptions that their choices in relation to distraction methods and 



 

157 

how they engaged with the distraction offered were often not acknowledged by 

the adults around them. The distraction methods and application were frequently 

prescribed by adults. The lack of acknowledgement of children’s knowledge and 

agency gained through multiple clinical procedures is not aligned to child centred 

care and contrasts with contemporary positioning of children as competent social 

actors.  

 

6.5.2 Children’s choices of preferred people to hold during a procedure 

 

“I’d prefer Mummy…..or someone I know to hold me down” 

PrincessTwilightSparkle 

 

Fourteen children in the study described a preference over which adult held them 

for their procedure. These reports were often in response to a question such as 

“who do you like to do it?” or, in some cases the children raised this matter 

spontaneously. Most of the children (n=9) who expressed a preference identified 

their parents as their preferred people to hold them as this made the experience 

of their procedure more positive. The children identified that they learned they 

could trust their parents not to act in unexpected ways during their procedure. 

This was based on their experiences of parental kindness and guidance in day-

to-day life and in relation to previous clinical procedures, which in many cases 

spanned the lifetime of the child. Thus, parents were the common factor across 

children’s experiences of procedures and holding episodes. As such parents held 

a place of privilege, allowing the children to predict and trust their parent’s 

responses and motivations of care for them and this reduced their fears during 

holding episodes. Amelia, aged 4 years, described that she preferred her mother 

to hold her as her mother was “special”. Casey, aged 9 years, provided the 

following rationale for her preferring her mother to hold her still, explaining “I 

would actually have preferred my mum because she is kind and tells me what to 

do”. PrincessTwilightSparkle, aged 9 years, expressed a preference for her 

mother or someone whose behaviour she could predict to hold her still during 

procedures as “I’d prefer Mummy….or someone I know to hold me down, 

…because if you know someone you know what they’re going to do”.  
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Many children likened being held by their parent to affection. Sophie, aged 9 

years, described how her fear was diminished by the involvement of her mother 

in the holding, noting “I just trusted her because she is mum, and so it felt less 

scary”. Bulletproof, aged 10 years, talked of his father’s involvement in holding 

him using a cuddle as a means of “sharing the horrible moment” whist he had a 

venous cannula accessed. He further explained “I felt better when I was having 

a cuddle and being held down”. 

 

The Hulk, aged 5 years, also identified that his parents were the best people to 

hold him if it was necessary. In responding to a question around improving 

holding practices he felt that only parents should be allowed to hold their children:  

 

The Hulk: “Only adults are the parents hold them”. 

Jill: “Only parents holding not the hospital staff, would you prefer that?” 

The Hulk: “Much better”. 

 

In contrast to this, five children expressed a preference for health care 

professionals to hold them if needed rather than their parents. Elliot, aged 4 

years, described getting “cross” when his mother held his hand rather than the 

nurse because he did not “want her” to participate in holding, but he was unable 

to explain why. 

 

SuperTed, aged 11 years, explained that it was important for children to be 

supported to say who stays with them or holds them during a procedure, saying 

“sometimes they [children] don’t want the parents to stay in and do it, and that 

should be allowed”. Casey, aged 9 years, also raised the importance to children 

of having choice over who was involved in holding them, noting “it should be the 

children who got the choice of whether it is the hospital staff or mum and dad”. 

She speculated how she could express her preferences in the clinical 

environment and said “I would say that if you’re holding on too hard the children 

would be able to say ‘is it okay for my mum holds me?’ or something like that”. 

 

Interestingly, none of the children reported that they were not given the choice of 

who was involved in holding them or that their choices were declined. This 

suggests that while some aspects of children’s competence to understand their 
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own ways of coping are unacknowledged by adults involved in their care, the 

importance of preferred people is understood, acknowledged and 

accommodated. 

 

Seven children expressed no preference for who was involved in holding them 

for a procedure as illustrated by Captain America, aged 4 years, who said “I don’t 

mind who does it”. The children who expressed indifference to who held them for 

procedures were predominantly aged 4-6 years, suggesting that the concept of 

who holds might become more important to children as they get older.  

 

6.5.2.1 Summary of 6.5.2 Preferred people to hold during a 

procedure 

 

Children described clear preferences of who they would like to be involved in 

clinical holding episodes. They were able to articulate the reasons for their 

choices and primarily this related to feelings of trust and their ability to predict the 

responses of their parents or health care professionals they knew. In some cases 

parents’ holding was aligned to affection which was described as supporting 

children’s coping. Children reported that being held by the person of their choice 

supported their coping during procedures and associated holding, and that 

broadly these choices were recognized and accommodated by adults involved in 

their care.  

 

6.5.3 Summary of Theme 2: The importance to children of choice before 

and during their procedure  

 

Within this theme I have presented my findings about the importance of choice 

for children in relation to distraction and the adults involved in holding them. I 

propose that for children having choice promotes children’s ability to 

communicate and enact their best ways of coping with clinical procedures and 

associated holding, and that not having choice diminishes it.  

 

In this context children’s choices are promoted by adults who recognise children’s 

social agency and their competence to know their own ways of coping. Promoting 

agency and coping can be achieved through offering choices to children about 
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who they would prefer to hold them, and whether they would benefit from 

distraction or not. Choice is promoted through seeking guidance from children 

about the best method of distraction and if distraction is wanted. Limiting 

children’s choices occurs when adults prescribe forms of distraction, and make 

children engage in unwanted distraction.  

 

Within these findings there is an interesting contrast in the children’s accounts of 

their choices. Children’s choices of who held them was clearly respected, yet their 

choices in methods of and engagement with distraction was not always respected 

and accommodated.  

 

6.6 Summary of findings 

 

The findings of this study indicate that children use previous procedural 

experiences to learn and construct understanding of what works best for them to 

help them cope before, during and after procedures and associated clinical 

holding. The findings also highlight that this expertise is not always recognised 

by parents or health care professionals. Influential factors which promote 

children’s ability to cope within this context are certainty about knowing what is 

going to happen, knowing how adults around them will act and knowing that their 

choices and expressions of dissent will be listened to and acted upon. Children’s 

ability to cope is inhibited by a sense of uncertainty about events and adult’s 

expectations of them, and an absence of choices. A thread throughout these 

findings is the critical importance to children of a recognition of and respect for 

their social agency in relation to their care. 
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Chapter 7: DISCUSSION 

 

7.1 Introduction 

 

This chapter will begin with a return to the aims and objectives of this study to 

examine whether and how these have been achieved. Following this, I will 

present a discussion of the relevant findings from this study within the context of 

current evidence to identify where this study is consistent or contrasts with 

existing knowledge and evidence, and where original contributions are proposed. 

 

7.2 Aims and objectives 

 

The aim of this study was to explore the experiences and perceptions of children 

with long term conditions of being held for clinical procedures in hospital 

environments. The study objectives aimed to examine the specifics of holding 

practices such as the rationale for clinical holding, children’s feelings of being 

held, the methods used to hold them and how children perceived parental 

involvement during holding. Whilst the accounts of the children were dominated 

by their broader experiences of undergoing procedures, all the children shared 

their views and experiences of being held for a procedure, including the force of 

the holding and their understandings of the reasons for holding and the 

motivations of the adults who held them. Children in the study did not describe in 

detail which methods had been used to hold them as it seemed that the exact 

nature of holding was blurred ’in the moment’. However, children did respond to 

the question “how would you like it [holding] to be done if you had to choose?” 

Even in response to this question, the specifics of positions were not discussed 

but children explained that the practice of holding would be improved through 

listening to them and informing and preparing them (and thus creating a greater 

sense of certainty).  

 

Findings from this study highlight that children with long term conditions learn 

about clinical procedures and being held through their repeated procedural 

experiences. For children with long term conditions, every clinical procedure is a 

learning event and they accumulate knowledge and understanding about what 



 

162 

happens, why it happens, what to expect, what they like and dislike, before, 

during and after procedures and what works best to help them.  

 

I will now describe the findings of the study and situate these within the context 

of existing literature and evidence.  

 

7.3 Children’s understanding of the requirement of holding 

 

A core contribution of the study was that children, across the age range, 

demonstrated good understandings of the reasons why they had been held for 

their procedures, and were able to articulate their experiences and feelings about 

being held. These accounts are now discussed and set against contemporary 

literature. Children described their experiences of having a clinical procedure and 

procedural holding through reporting what happened, where on their body they 

were held, and the degrees of force they report being used.  

 

The majority of the children described being held by their hands and arms, and 

legs; less commonly they talked of being held by their neck, head and shoulders. 

Children described being held while sitting on their parent’s knee and a few 

children described being held on a hospital bed. This level of detail in children’s 

descriptions of being held for procedures has not been documented in the 

literature and these are original contributions to knowledge. Currently there is no 

consensus in defining the practice of holding of children for procedures in acute 

clinical settings, and little is known about where on their body children prefer to 

be held. Although reports by health care professionals do exist in relation to 

targeted limb or partial/whole body holding (Folkes et al, 2005; Crellin et al, 2011) 

and potentially involving the restriction of head movement (Brenner 2007a), there 

are no first-person accounts by children of being held for procedures in the 

research literature. Professional guidance about how to hold children (RCN, 

2019; RRN 2019) is based upon expert (adult) opinion and limited empirical 

knowledge which does not include research evidence from children. The only 

empirical evidence of how the use of positioning directly influences the distress 

of a child showed that infants who were held in an upright position for a specific 

intervention demonstrated less distress than those held supine (Sparks et al, 

2007).  
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Children in this study described a range of force used during their holding 

experiences, and this variability across procedures impacted upon their ability to 

predict what would happen to them. The children described the degree of force 

used during holding episodes, reporting a diversity of experiences from firm/hard 

force (“very firmly”, “quite hard… it was just hurting” and “very hard”) through to 

medium force (“it was in the middle of hard and soft really, hard enough to work 

but not to hurt me”) and gentle/light force (“gently’, “lightly” and ‘softly”). Some 

children, who described being held by their parents, did not recognise the holding 

as forceful restriction at all if held by their parent and they aligned their experience 

to affection, such as “hugs”. These findings add to the limited evidence about 

what happens during holding episodes in clinical areas and shows that children’s 

descriptions were weighted towards the firm/hard level of force rather than the 

gentle/light force. This finding supports existing evidence that children experience 

what could be judged to be restraint more often than clinical holding (Bray et al, 

2016) and contrasts with professional guidance which proposes that any holding 

should involve the “use of limited force” which should be “necessary, 

proportionate and justifiable and only used to prevent serious harm” (RCN, 

2019:5). 

 

Currently there is little empirical evidence describing the degree of force to be 

applied to children being held for clinical interventions in within acute care 

settings. This is problematic as the force and extent of holding children is 

subjective and vague (Svendesen et al, 2017) which can cause inconsistency in 

health care professional’s practices (Lombart et al, 2019). The subjectivity and 

inconsistency of force used may impact upon children’s experiences, and 

potentially promote further uncertainty for children. Health care professionals 

have self-reported that they adjusted the forcefulness of their holding in response 

to children’s resistance (Svendesen et al, 2017), although this finding contrasts 

with the findings of an observation study (Bray et al, 2016) where health care 

professionals persisted to hold children despite high levels of distress. Lombart 

et al (2019) examined the force used and extent of holding children during 

procedures and quantified the levels of force and extent of restraint used from 

none, mild, medium, forceful, to extremely forceful restraint, the parts of the body 

held and the number of adults required to hold the child still. Lombart et al’s (2019) 
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work developed a tool to quantify the force and extent of holding, which was 

validated within experimental settings, but not clinical practice areas. The findings 

of my study are consistent with those of Lombart et al (2019), in relation to the 

wide range of force which is reported as being used during holding episodes, and 

adds to what is known by using children’s directly reported experiences of the 

range of force used.  

 

7.4 Children’s reflections of being held 

 

A core contribution of the study was to generate evidence that children aged 4-

12 years demonstrated their ability to consider their experiences in order to make 

sense of them. Although the children did not explicitly discuss reflecting on their 

experiences, they articulated their thoughts and feelings about their procedures. 

They reflected on what they assumed were the motives of health care 

professionals and parents who held them during their procedure and discussed 

this in relation to feelings of trust or mistrust of adults. This second-guessing of 

how adults would behave, or act informed how they could judge or predict what 

was likely to happen during a procedure. Children in this study expressed 

complex and at times contradictory thoughts and feelings about who they could 

trust or mistrust during their procedures. The next sections will discuss what and 

how children considered these concepts.  

 

I will begin by relating the concept of trust to this study. Many children reported 

that they believed that their parents and health care professionals had strong 

altruistic motives towards them and their best interests despite holding them for 

distressing and often painful procedures. Children linked these beliefs with trust 

in adults involved in their procedures. However, a minority of children said that 

they were not always met with honesty during procedures, and this led to feelings 

of mistrust. Children described mistrust being linked to when they felt that they 

had been misled about events during procedures, such as “so when they say, it 

doesn’t mean nothing in the end”. This finding highlights the importance of 

children feeling they can trust the people looking after them during procedures 

and the role it plays in reducing feelings of uncertainty.   
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Trust involves the belief in the goodness of another’s moral intentions, not just 

his or her habits (Baier, 1986). Features of trust are vulnerability, risk, care and 

power, with the trustee being required to have reasonable confidence that others 

will act with goodwill towards them (Carter, 2009b). Rotenberg (2010) describes 

three elements of interpersonal trust which are honesty, reliability and emotional 

factors. Honesty is the belief that others engage in behaviour which is benign and 

not malicious in nature. Reliability is the belief that others will do as they say and 

keep their word or promise and emotional factors include the belief that others 

will not cause emotional harm, are trustworthy with information and will not 

criticise or cause embarrassment. Trust is the cornerstone of all therapeutic 

relationships and has added meaning where there are power differentials such 

as between health care professionals and patients in health care contexts (Carter, 

2009b). The promotion of trust in children’s procedural care through age-

appropriate honesty is advocated in clinical guidance (British Psychological 

Society, 2010). 

  

Trust in health care professionals and parents has been found to be important 

in helping children feel safe in hospital (Salmela et al, 2010), and central to this 

is the child’s sense of knowing what will happen during a procedure. As 

discussed above, a child’s belief in their ability to predict a forthcoming event is 

central to their assessment of their perceived ability to cope with an event 

(Jaaniste et al, 2007; Bray et al, 2016) and has been found to be associated 

with feelings of safety and security during clinical procedures (Bray et al, 

2019a). This trust and certainty were particularly important for children in 

relation to who would be involved in holding them and how holding would 

happen. Most children in the study expressed that it was important for them to 

be able to choose who would hold them during a clinical procedure, and their 

preference in most cases was their parents. Children spoke specifically of trust 

in their parents as they would know how their mother or father would act; “I’d 

prefer mummy….because if you know someone you know what they’re going to 

do”. Children also felt a sense of security that their parents were motivated to 

care for them, and this trust reduced their fears and promoted certainty during 

procedures and associated holding episodes. This finding contrasts with 

evidence suggesting that parents have concerns that holding their child for 

procedures will negatively affect their child’s trust in them and be harmful to the 
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parent-child relationship (Swallow et al, 2011; Brenner 2013b). At times their 

trust in their parents was expressed by children as likening the holding to 

affection which was powerful in supporting their coping with procedural holding. 

Children learned over multiple procedures who they could trust, and they 

constructed their own understanding through their experiences and carried 

forward this learning.  

 

Many children in this study reported positive communication with health care 

professionals and described this in association with high levels of trust in those 

caring for them. The link between good communication and trust is evident in the 

literature, with children reporting a high degree of trust in nurses in hospital 

settings (Brenner et al, 2013; Rotenberg et al, 2015), and their trust in nurses 

being positively influenced by the interpersonal qualities of the nurse (Brady, 

2009). Specifically, being humorous, fun, kind, calm and with good listening skills 

and honesty is valued by children in establishing and maintaining trusting 

relationships (Brady, 2009). Children in this study described that their sense of 

certainty about what would happen during procedures was promoted when adults 

clearly communicated their expectations of them. As the children stated in this 

study, this communication and clear direction helped them to “know what to do”. 

This finding reflects that, in these instances, children found adults helpful in 

scaffolding and supporting their procedural experiences, guiding them to “know 

what to do”.  

 

Children identified that when they were uncertain about events it raised their 

anxieties and caused mistrust with health care professionals. This finding adds 

to existing evidence which identifies the importance to children of reducing 

uncertainty during clinical procedures (Bray et al, 2019a; Bray et al, 2021). 

Through their experiences, children constructed knowledge of who could be 

trusted during procedures and when to be fearful. 

 

Despite some children expressing dissent during procedures, findings from this 

study suggest that children learned to have an awareness that adults’ 

motivations are altruistic and focus on children’s best interests; “sometimes it 

can feel like they are on the doctor’s side, but I know they’re not”. Sheehan and 

Feely (2020) examined how children, aged 9-12 years, perceived the trust in 
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nurses within a hospital setting and found that while trust in nurses was closely 

linked to feeling of safety and less fear. These findings are consistent with 

outcomes from this study in terms of how trust influences children’s sense of 

safety in hospital. However, Sheehan & Feeley (2020) also found that trust in 

nurses diminishes as children get older, and in children with multiple hospital 

admissions. This finding is in contrast with the findings of this study, which did 

not find that trust differed across age ranges. Children’s trust in health care 

professionals can be fragile and is easily compromised by painful procedures 

(Bricher, 1999; Salmela et al, 2010). This is important in the care of children 

with long term conditions who often require repeated clinical interventions which 

they find challenging to undergo and which potentially threatens the fragility of 

trust between children and adults involved in procedures making trust more 

fragile.  

 

Whilst the literature acknowledges that the preparation of children for clinical 

procedures to reduce feelings of uncertainty and fear is important (Bray et al, 

2019a), there is less evidence around the role of trust in reducing a child’s 

procedural anxiety and specifically how trust could be developed and promoted. 

The findings from this study add to the knowledge base that children learn who 

they can trust to predictably protect their best interests and predictably respond 

to their distress in a supportive way. 

 

7.5 Children’s understanding of procedures 

 

Children in the study talked about what they knew and understood about their 

procedures. They expressed understanding about why their procedure was 

necessary, what they thought was likely and unlikely to happen to them during 

their procedure and knowing who would do what in terms of procedures. This 

knowledge and understanding influenced children’s sense of certainty and 

uncertainty about what to expect during a procedure and this was described as 

directly influencing their levels of anxiety, distress or confidence.  

 

The children described how it was important to them to know what would happen 

during a procedure and how this importance was sometimes recognised and 

supported by adults, and at other times were overlooked. Many children talked of 
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constructing knowledge in terms of “knowing what would happen”, “knowing who 

would do what” and understanding the necessity for a clinical procedure or 

associated holding. Children described the importance to them of being prepared 

for what was to happen, if there was inconsistency, this increased children’s 

sense of uncertainty and anxiety. A lack of preparation and explanation is 

suggestive of adults approaching procedural planning and care with their own 

priorities in mind, an adult centred approach, and not a child-centred focus. The 

children’s reported ‘ways of knowing’ will now be discussed.   

 

Children described that understanding the need for their procedures was very 

important to how they experienced clinical procedures. Children demonstrated 

that they understood that at times they would not be able to cope with a procedure 

without being held to keep still. There is very little written about children’s direct 

accounts of being held for clinical procedures and what they understand about 

the need for being held. Currently the evidence is heavily dominated by the 

accounts of parents (McGrath & Huff, 2004; Brenner 2013b) and health 

professionals (Kirwan & Coyne, 2017; Svendsen et al, 2017). This could imply 

that the concerns and needs of adults have been prioritised over those of 

children, whose understanding remains unknown. Alternatively, the lack of 

children’s accounts may reflect difficulties inherent in conducting research with 

children. There is one paper in the literature which describes children’s first-hand 

accounts in relation to their preferences for procedural preparation and children’s 

responses during holding episodes (Bray et al, 2016) This work positions 

children’s voices amongst the views of parents and health care professionals, 

although there is minimal focus in the paper their accounts. The finding that 

children in this study expressed some understanding of the need for and 

importance of their procedures being completed is important as it recognises that 

children can contribute to the planning for a procedure.  

 

In relation to this study, children described how knowing what would happen to 

them during a procedure and/or being held and who would do what during a 

procedure was important to them and reduced their sense of uncertainty. This 

finding is consistent with literature suggesting that children are at their best during 

procedures when they are provided with an explanation of the trajectory of events 

(Matsumori et al, 2006; Bray et al, 2021) as this can go some way toward limiting 

anticipatory anxiety (British Psychological Society, 2010). This finding is also 
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indicative of the social constructivist learning theory which emphasises the role 

of adults in supporting children’s learning needs. As the children stated in this 

study, this communication and clear direction helped them to “know what to do”. 

Children used information to inform their sense of certainty about events which 

enabled them to develop competence to cope, because they knew what they 

would need to cope with. This certainty provided the children with a sense of 

safety and control over events and adds to the existing literature (Bray et al, 

2019b) which identifies the importance to children of being communicated with 

directly by adults as this helps them to judge and predict the events which will 

happen during their procedure (Coyne & Kirwan, 2012; Matsomuri et al, 2016; 

Bray et al, 2021). However, it is important to recognise that not all children want 

to know everything about a procedure (Boylan, 2004; Bray et al, 2021). Despite 

being asked about their preferences none of the children in this study talked about 

wanting information withheld from them, and none of the children reported being 

asked how much information they felt comfortable with. This finding adds to the 

literature relating to the importance to children of choosing what supports them 

to cope before and during their procedure.  

 

Children specifically valued the opportunity to explore the sensory experiences 

such as what a procedure will feel, look and sound like to inform what they could 

expect during a procedure before the event. In these instances, children relied on 

their trust in health care professionals and their parents to accurately convey 

realistic expectations of their forthcoming experience. This finding resonates 

professional guidance (British Psychological Society, 2010) and the work of 

Svendsen & Bjork (2021) who found that describing the sensory outcomes of 

procedures was persuasive to children to change resistant behaviours. The 

importance of time to help children process potential procedural experiences is 

well established (Janniste et al, 2007; Bray et al, 2019a). Currently, there is 

extensive evidence in literature reporting on ways children can be informed about 

and prepared for clinical procedures (British Psychological Society, 2010: Bray et 

al, 2021a; Bray et al, 2021b), but little evidence relating to the preparation of 

children which specifically includes the potential for clinical holding.  

 

The learning and understanding these children with long term conditions gained 

through every clinical procedure, helped them predict what was likely to happen 
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during procedures and what would help them get through the event. There is also 

evidence from this study that children valued and benefitted from efforts by adults 

to prepare and empower them during procedures, this scaffolded or supported 

learning also reflects social constructivist theories of children’s learning. 

However, much of children’s learning in this study was independent of, and 

unplanned by adults as children’s knowledge of what helped them was often 

overlooked.  

 

7.6 The importance of communication during children’s procedures 

 

A core contribution of this study was to highlight the importance to children of 

feeling listened to; children reported that being listened to helped them enact their 

procedural preferences within procedural care. Children also talked about the 

importance to them of having choices or ‘a say’ within procedural planning and 

episodes of holding. These two elements of feeling listened to and having choices 

will now be discussed in relation to how children were able to influence their 

procedure through their previous procedural learning. 

 

7.6.1 Children needing to feel listened to 

 

Children in this study spoke of the importance to them of feeling “listened to” in 

terms of what was important to them within procedures. For children it was 

important to them to be able to use what they had learned about their preferences 

from previous experiences to influence the conduct of future procedures. Children 

expressed that when they felt listened to, this was in the form of their preferences 

being respected and accepted and acted upon within procedures. Children 

closely linked being heard in this way to feelings of confidence in their ability to 

cope with a procedure, and having a sense of control, which prompted feelings 

of certainty about what would happen and feeling safe. These findings are 

consistent with existing evidence relating to the importance to children of being 

heard in planning their care (Coyne et al, 2014), and feeling safe and in control 

of events (Bray 2019b) through the reduction of uncertainty (Kirwan & Coyne, 

2012; Schalkers et al, 2016).  
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However, not all children had experienced feeling listened to. At times children 

perceived that adults’ listening to be inauthentic, tokenistic and unhelpful, saying 

that “they say they’re listening, but they’re not”. This finding is consistent with 

existing evidence where children report tokenistic listening to children in acute 

health care settings (Livesley & Long, 2013; Schalkers et al, 2016; Davies et al, 

2019). Avoiding tokenism in listening to children in clinical settings involves a 

differentiation between superficially listening to children and taking full account of 

what they are saying; Roberts (2017) describes this as bringing listening from the 

margins to the mainstream. This is important within procedural care because 

children have been found to communicate their emotional distress primarily non-

verbally during clinical procedures (Kleye et al, 2021) which requires health care 

professionals to ensure that they are open to the communication needs of 

children by being active listeners (Davies et al, 2019).  

 

Children talked of the value to them of adults purposefully designing approaches 

to empower them during a procedure. This was described by children who spoke 

of the importance of being listened to and having their preferences respected in 

directing the pace of events during a procedure, which they associated with 

feelings of control, “I like doing it in the steps”.  

 

In contrast to the value of feeling listened to, some children in this study reported 

a sense of disempowerment when the communication between adults excluded 

them and they felt “left out of what’s going on”. This finding reflects the 

established barriers to effective listening to children in health care settings and 

the importance of the communication skills of health care professionals, although 

these skills alone will not ensure that children’s views will be given due weight 

(Davies et al, 2019). This sense of exclusion provoked feelings of fear and 

distress in hospitalised children, which resonates with the findings of Coyne & 

Kirwan (2012) and often persists despite evidence that health care professionals 

understand the value to children of participating in decisions about their care 

(Schalkers et al, 2016). Findings from this study support evidence that despite 

being recognised as important, listening to children during procedures remains 

inconsistent in practice (Twycross & Finley, 2013) and that there is a difference 

between health care professionals recognising the importance of listening to 

children, and a commitment to hearing what they have to say.  
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At times, children did not feel that their emotional distress was listened to despite 

communicating their distress as verbal and physical aggression. This finding is 

consistent with existing literature describing children’s use of socially 

transgressive behaviours during clinical procedures in surgical settings (Li & 

Lopez, 2006), which is frequently overlooked by adults involved in the holding of 

children (Bray et al, 2016; Svendsen & Bjork, 2021). This study adds to existing 

knowledge as children reported that they learned to anticipate that adults would 

not always recognise or respond to their verbally expressed distress. Children 

anticipated the need to regain a sense of control using physically expressed 

dissent to communicate their inability to cope. This finding is consistent with 

evidence from literature reflecting that adults are often unresponsive to children’s 

distress during procedures (Graham & Hardy, 2004; Dashti et al, 2012; Bray et 

al, 2018b) and that overriding children’s expressions of dissent can be justified 

by the completion of the procedure (Page et al, 2015; Bray et al, 2016; Svendsen 

et al, 2017).  

 

Lombart et al (2020) describe that health care professionals hold a hierarchy of 

obligations to the child during clinical procedures and associated holding, with 

completion of the procedure the highest priority. Lombart et al, (2020:238) 

propose that this belief causes health care professionals to dehumanise the child 

in favour of completing the procedure which they describe as “transient 

empathetic blindness”. Lombart et al’s (2020) work is consistent with previous 

evidence that physical safety concerns are highly influential in the decision 

making of health professionals (Bray et al, 2018b), while children’s psychological 

safety requires greater consideration (Bray et al, 2016) and is less evident in 

literature outside of anaesthetic settings (Lewis et al, 2007; Homer & Bass, 2010). 

 

Findings from this study contribute to the evidence by adding the directly reported 

voices of children who experience being overlooked and not heard during 

procedures during episodes of “transitory empathetic blindness” (Lombart et al, 

2020:238). Some children described that when they did not feel listened to, they 

made deliberate decisions to give or withdraw their co-operation in a procedure 

and they demonstrated this withdrawal through use of verbal and non-verbal 

dissent. This dissent often deliberately and purposely transgressed socially 
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accepted behaviours to make clear the strength of their feelings and it was aimed 

at regaining a perception of control over events. In contrast, some children in the 

study recognised that it made sense for their dissent to be overlooked as 

otherwise “I would have just run away”. Children’s dissent whilst being held for 

procedures has been described before (Bray et al, 2016; Svendsen et al, 2017), 

but the strategic nature of their dissent during procedural holding in order to be 

heard has not previously been directly reported by children and is a new 

contribution to knowledge.  

 

In some cases, children had learned and anticipated that their requests to stop 

the procedure would be overlooked by parents and health care professionals. In 

these circumstances, children reported purposely provoking the abandonment of 

procedures using physical and verbal cues to indicate their need for a break. This 

need for flagging of distress is despite evidence (Homer & Bass, 2010; Bray et 

al, 2018b) to suggest that procedures should be re-evaluated and abandonment 

considered in cases of exceptional distress. Children reported that uncertainty 

about the planned duration of a procedure caused them anxiety, as this 

diminished their ability to predict the likely trajectory of events during a procedure. 

Literature suggests that unresponsiveness of health care professionals to 

children’s distress is linked to the belief that cessation of procedures prolongs 

children’s distress and that children’s best interests were served by getting it over 

with quickly (Crellin et al, 2011; Olmstead et al, 2014; Bray et al, 2016; Bray et 

al, 2018b; Lombart et al, 2020). Despite children in this study expressing the 

belief that adults have their best interests at heart, children’s accounts do not 

support adults over-ridding their distress to ‘get it over with quickly’. In contrast, 

most children expressed their preference to be informed, listened to, prepared 

and allowed time to process the information in order to rehearse the known series 

of events. Children in this study were clear that feeling listened to and contributing 

to the planning of their care was important to them, and this promoted their 

engagement rather than diminished it.  

 

These accounts provide evidence that children value being listened to and 

feelings of not being heard and disempowerment cause distress, fear and 

provoke dissenting behaviours and are consistent with existing knowledge 

(Kirwan & Coyne, 2012: Schalkers et al, 2016; Svendsen & Bjork, 2021). This 
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finding reflects evidence that ensuring that children feel authentically listened to 

and heard can promote their ability to cope with clinical procedures through giving 

children back a sense of control and building trust (Coyne et al, 2014).  

 

7.6.2 The importance to children of making choices about what works for 

them 

 

If children did not feel listened to, they reported that this impacted on their ability 

to express choices and influence their procedure. Children discussed that having 

their choices recognised, acknowledged and respected reduced uncertainty 

within their procedure. In this way children communicated their attempts to enact 

their knowledge and understanding about how they best coped during 

procedures.  

 

Children in the study described how they learned that sometimes their choices 

were recognised by adults, and on other occasions they were not. Despite the 

rights of the child being well established for over 30 years (UN, 1989) the practice 

of involving children in the decision-making process about their clinical care is 

inconsistent (Hallstrom & Elander, 2004; Coyne, 2006; Davies et al, 2019). This 

is due to a lack of awareness amongst health care professionals of the 

requirement for, and competence of children to participate in decisions about their 

care (Cavet & Sloper, 2004). It may also arguably reflect that health care 

professionals have limited awareness that for children, each procedural holding 

episode is an opportunity for them to learn and develop expertise in what works 

for them.  

 

A frequent topic of concern for children was that they did not always feel their 

choices and preferences were respected in relation to the provision of distraction 

during procedures and described a variety of experiences. Where children’s 

preferences for distraction were overlooked, children were prevented from 

enacting what they had learned from their previous procedural holding 

experiences. I will now briefly describe the use of distraction in children’s clinical 

care.  
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Distraction operates on the assumption that it captures a child’s cognitive 

resources making it difficult for them to focus on the procedure (Birnie et al, 2014), 

thereby reducing pain, distress and anxiety (Koller & Goldman, 2012). Distraction 

is well established in literature with strong empirical evidence to support the 

efficacy of a variety of methods (Uman et al, 2008: Uman et al, 2010; Birnie et al, 

2014). Despite distraction being a successful (Olmstead et al, 2014) and 

commonly employed method to reduce children’s procedural distress (Svendsen 

& Bjork, 2017) little evidence exists in relation to children’s direct reports of the 

value to them of distraction during procedures and being held.  

 

Children in this study demonstrated clear understandings of the value of 

distraction to them in supporting their coping during procedures, reflecting a 

passive coping strategy of disengaging with the procedure (Bento et al, 2020). 

However, some children noted that adults did not offer them the choice of 

undertaking the procedure with or without the distraction, which they found 

unhelpful. Children also reported that the approach to distraction often did not 

reflect their interests and reflected adult assumptions of what would interest 

children and thereby accidentally constraining children’s choices (Sirkko et al, 

2019). The absence of choices in respect of distraction was described as 

frustrating and irritating to some children, “..it just gets annoying when you’ve got 

to watch it”. This description reflects evidence that health professionals persist 

with distraction techniques despite children’s refusal to engage with them 

(Ormstead et al, 2016; Bray et al, 2016) and fail to recognize a range of coping 

mechanisms for children, or their ability to know what works best for them.  

 

Evidence from this study relating to the inconsistent and at times insensitive 

provision of distraction reflects a lack of recognition within some health care 

settings of children’s agency to identify their own best ways of coping during 

procedures. These descriptions from children reflect the conflicts and tensions 

for adults in relation to their beliefs about children’s vulnerability (Punch, 2016) 

and the rights of children to participate in matters which concern them (UN, 1989; 

Livesley & Long, 2013; Davies et al, 2019).  

 

The notion of respecting choices reflects the theoretical concept of children’s 

agency which Ruscoe et al, (2018) define as children having the capacity to 
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engage with health knowledge and skills and playing an active role in meeting 

their own needs. The descriptions of children in this study of having their 

agency overlooked by adults in reflects existing literature related to acute 

paediatric hospital settings (Montreuil & Carnevale, 2016; Davies et al, 2019). 

Carnevale et al (2015) argue for the benefits of a more nuanced approach to 

children’s agency within health care settings and propose that children’s 

potential for agency and vulnerability can both be recognised and co-exist. As 

such, children’s agency can be viewed as a broad and varied range of agential 

capacity and potential which can fluctuate and be influenced by environmental 

and contextual factors which both support and inhibit an individual child’s 

agential ability. Consistent with this framing of children’s agency, several 

children in this study demonstrated competence in understanding the 

boundaries to their agency within holding episodes, recognising that at times 

overriding their choices was the right thing to do where the necessity of the safe 

completion of the procedure was clinically imperative. Whilst seemingly 

contradictory, the acknowledgement by children that their agency has 

boundaries reflects an advanced understanding of the complex and competing 

risks and benefits involved in decision making.  

 

Despite the widespread acceptance of the concept of children’s agency within 

health care settings (Montreuil & Carnevale, 2016) children in this study 

described adult centred choices of distraction and exposed a need for a change 

of focus from adult-centred choices to a more child-centred approach to the use 

and provision of distraction. In these circumstances adults seemingly meet their 

own needs to ‘do something’ rather than seek to be child-centred in their 

approach to procedural care (Bray et al, 2018a). Findings from this study provide 

directly reported evidence that some children’s decision-making opportunities 

and agency to enact what they have learned from their experiences are 

dependent on the attitudes of adults rather than their own capabilities. This 

supports previous evidence (Parsons et al, 2016), but importantly provides 

directly reported accounts from children, which is new to the current evidence 

base. Children in this study further reported that when faced with ineffective 

and/or unwanted or absent forms of distraction they were able to use their 

experiences to construct their own forms of distraction which worked for them 

and is consistent with existing literature which shows that children can distract 
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themselves during needle related procedures (Birnie et al, 2014). This finding 

provides evidence that within procedural holding children used their experiences 

to learn what did and did not work to distract them independently of the 

involvement and assumptions of adults.  

 

In contrast to their concerns about choices of distraction, children expressed that 

their preferences and choices in relation to who held them for procedures were 

consistently respected and accommodated, with no child reporting their choice 

being over-ruled, overlooked or declined. Where children have their choices 

recognised in health care settings there is evidence that they welcome 

participating in decision making in their care (Montreuil & Carnevale, 2016) 

although this has been found to be limited to small decisions (Coyne et al, 2014) 

be biased towards older children (Schalkers et al, 2016) and can be impeded by 

a lack of understanding amongst health professionals (Boland et al, 2016). In line 

with existing literature most children in this study welcomed participation in 

decision making about their care (Cavet & Sloper, 2004; Coyne, 2006). However, 

it is important to recognise not all children did welcome this, reflecting previous 

findings that it is important not to make assumptions about children’s preferences 

and to take an individualised approach to children’s involvement in decision 

making about their care (Lambert et al, 2008). 

 

7.7 Conclusion 

 

The aim of this study was to explore the perceptions and experiences of children 

with long term conditions who are held for clinical procedures in acute hospital 

settings. The study found that for these children, every clinical procedure is a 

learning event from which they accumulate knowledge and understanding about 

what happens, why it happens, who is likely to be involved, who to trust, what is 

expected of them, and whether they will be listened to and be offered choices in 

their care. Children’s fears and anxieties about procedures and being held for 

them were amplified by uncertainty and minimised how they were able to predict 

events. Children demonstrated clear knowledge and understandings of their 

individual and preferred ways of coping with procedures and associated holding. 

However, their expertise was inconsistently recognised and supported by health 

care professionals and parents. These findings offer an original contribution to 
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knowledge as existing evidence often considers procedures as one-off events 

and minimal attention has been paid to how and what children learn across 

multiple procedural events. In the next chapter I consider the study findings at a 

conceptual level to better present the process of learning from multiple procedural 

events as described by children in this study. 
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Chapter 8: Children’s procedural experiences, 

considering the role of learning theory 

 

8.1 Introduction 

 

The findings from this study highlight that, for children with long term conditions, 

every procedural experience is a learning event. Over the course of repeated 

experiences children accumulate knowledge and understanding about what 

happens, why it happens, what to expect, what they like and dislike before, during 

and after their procedure and what works best for them about how to cope during 

procedures. Existing evidence and research often only consider children’s 

procedures as a one-off event and there has been minimal attention paid to how 

and what children learn from multiple procedural events.  

 

After collecting and analysing the data and writing up the findings and discussion 

chapters, I sought to understand the children’s accounts of their procedural 

experiences at a conceptual level. The core concept was clearly that children 

learned from their procedural experiences, and as such I began to read 

extensively the literature discussing how children learn. I then explored literature 

relating to theoretical frameworks of how people, not necessarily just children 

learn from their experiences. This literature was helpful in developing my 

conceptual understanding of the findings of this study. One theoretical framework 

(Kolb, 1984) was particularly helpful in offering an interesting perspective I could 

use to consider the findings from my study. This work is not offered as a 

theoretical framework to underpin this study, but as one way to critically consider 

the inductively derived findings. Before moving onto a detailed discussion of 

Kolb’s work and its application to my study findings this chapter will firstly provide 

an overview of the main theories, ideas and concepts which are helpful in 

understanding how children learn. 

 

8.2 Educational psychology and theories of children’s learning 

 

Educational psychology, which is described as the study of how people learn, 

remember and interact, with a strong emphasis on mental processes (Pritchard, 



 

180 

2018), identifies several theories about how children learn. Whilst there are many 

learning theories and variations of these theories, the most prominent are 

cognitive, behaviourist and constructivist theories of learning. In the context of 

this chapter, I have summarised the main theories, seminal authors and concepts 

relating to how people learn and have critically considered these in relation to the 

children in my study (Table 8.1). 

 

Table 8.1: Theories of how children learn 

 

Focus How learning 

occurs or is 

achieved 

Consideration of the value of the 

theory to the study findings 

Cognitivism 

Based on the work 

of Piaget (1952) 

cognitive theories 

of learning place 

an emphasis on 

the processes 

involved in 

children learning 

specific facts or 

tasks.  

 

 

Learning occurs 

through information 

processing such as 

the use of memory, 

organisation and 

neurological 

connections (Reid, 

2005). 

 

I quickly discounted this theory as I 

felt it was less relevant to the way 

children described learning facts 

and their familiarity with tasks 

relating to their procedures and 

how they processed procedural 

information. This cognitivist theory 

did not help me in understanding 

the process of how children 

learned and developed their 

understandings of procedures.  

 

Behaviourism 

Based on the work 

of Skinner (1988) 

behaviourist 

theory focuses on 

observable 

behaviours in 

people during the 

learning process 

(Athey, 2007).  

 

 

Behavioural 

principles of reward 

and re-enforcement 

(behaviourism) 

relates to children’s 

learning through 

conditioning rather 

than their 

understanding 

(Reid, 2005).  

 

While there were elements within 

the children’s data on being 

rewarded, both verbally and with 

prizes, this theory did not 

adequately explain the 

descriptions from children on the 

process of their learning across 

multiple procedures. Furthermore, 

although I was interested in 

children’s behaviours, I was also 

interested in the development of 

understanding which is not fully 

accommodated in behaviourism.  
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Importantly, my focus was not just 

on what children ‘did’ during 

procedures, or just what 

happened. My focus was wider as 

I wanted to explore the meanings 

of the experiences to children. I 

felt focusing on the behaviourist 

learning theory would not support 

me to conduct an in-depth 

examination of children’s 

meanings.  

Constructivism 

The theory of 

constructivism is 

underpinned by 

the work of Dewey 

(1938) who first 

introduced his 

experiential 

learning theory as 

‘learning by doing’ 

 

Constructivism 

focuses on the 

ways in which 

people actively 

create, or 

construct 

knowledge from 

their experiences.  

Learning takes 

place when new 

information is built 

into and added onto 

an individual’s 

current structure of 

knowledge, skills 

and understanding 

(Pritchard, 2018). 

 

As the children in my study 

described learning through and 

from multiple procedural 

experiences the theory of 

constructivism resonated more 

closely to my work than 

cognitivism and behaviourism. 

Importantly, as constructivism 

accepts that children construct 

knowledge from their experiences 

which they then apply to existing 

understandings to create new 

understanding. Thus, theory has 

the potential to explain the 

meaningful learning children 

attached to their procedural 

experiences.   

 

The critical consideration of some of the main learning theories, as outlined 

above, led me to explore constructivist learning theory in more depth and I will 

now discuss some of the different approaches within this theory of learning.  

 

8.2.1 Constructivist theories of children’s learning 

 

I was initially drawn to constructivist theories of learning and the work of Dewey 

(1938) despite having its roots in formal educational settings because of the 

recognition that experiences are socially constructed. I felt that the social 

construction of experiences reflected the social context and social interactions 

which occur during children’s procedures, and the importance of previous 
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experiences on learning. In this way, Dewey’s work has resonance with the 

findings of my study as he recognised the influence of diverse and unique 

experiences on children’s opportunities to learn, and the value of looking at each 

child as an individual with distinct learning needs.  

 

However, my broader reading highlighted that Dewey’s work had been further 

developed by educational psychologists to represent two main approaches of 

constructivist theories of learning, which are centred around the way they frame 

the child as constructing knowledge independently or with the support of others. 

These sub-theories are represented by the work of several learning theorists who 

describe their work as being divided into cognitive constructivism and social 

constructivism, these are considered in Table 8.2. 

 

Table 8.2: Sub-theories of constructivist theories of how children learn 

 

Cognitive constructivist theories of children’s learning 

Focus 

Cognitive constructivists propose that children learn independently though 

mentally organising and reorganising new information after new experiences 

(Pritchard, 2018). These mental reconstructions happen by relating new 

experiences to prior knowledge that is already meaningful and well understood 

(Wassermann, 2000). This theory is informed by Piaget (1952) who proposed 

that children learn by through the mental construction of ideas which he called 

schema. 

How learning is achieved 

Piaget theorised that the construction of new schema result from the interaction 

of two mental activities which he called assimilation and accommodation. He 

argued that as children increasingly experience their world, their schema grow 

increasingly complex as a result of the interchange between assimilation and 

accommodation, and the collective revisions and additions to their schema 

represent cognitive development.  

Usefulness to my study 

 

I was initially drawn to Piaget’s work, in particular the theories of assimilation 

and accommodation which are evident in my findings. However, as a result of 

my critical reading, I acknowledged some limitations in the application of this 

theory to the accounts of children in my study. Firstly, this theory was too rigid 

in its assumptions about chronological age and learning and did not reflect the 

accounts of learning by children in my study. Piaget’s work relates to his theory 

of maturation and this conflicted with the accounts of the children in my study. 
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Secondly, while this theory had resonance with my study as many children 

spoke of independently learning and relearning across their repeated 

procedures, children also spoke of the ways in which their learning about their 

procedures was supported by their parents and health care professionals. 

These accounts were not explained solely by a cognitive constructivist 

approach to children’s learning.  

Social constructivist theories of children’s learning 

Focus 

Social constructivist theorists focus on adults assisting children’s learning 

through the relationships between the child and others who are more 

experienced or knowledgeable in what could be learned and the influence of 

the social context of their lives (Pritchard, 2018). Bruner (1963) and Vygotsky 

(1978) are recognised as influential thinkers within the field of social 

constructivist learning (Fisher, 2005). 

How learning is achieved 

Bruner (1963) and Vygotsky (1978) theorised that children’s learning is 

influenced by their environment and social context and can be positively 

influenced by others. These theorists proposed that children’s learning could 

be enhanced and supported through support from adults using purposeful 

approaches to facilitate a child’s opportunities to construct new knowledge and 

thereby assist learning; Bruner (2006) described this as scaffolding.  

Usefulness to my study 

The theory of social constructionism and the work of Bruner and Vygotsky who 

recognised the influence of adults to promote children’s learning had 

resonance for my study as children’s accounts describe how interventions from 

adults could facilitate their learning. However, this theory did not provide 

adequate explanation for the accounts from children who reported learning 

independently during their procedural experiences.  

 

As outlined in the table above, both cognitive and social constructivist 

perspectives of children’s learning point to a child learning from their experiences 

with or without the intentional support from others. Both theories resonated with 

the findings of my study, so I continued to search for and a model of learning 

which reflected both theories of constructivism. This was needed to reflect the 

ways children in my study reported learning independently through learning 

through their procedural experiences, which were unintended and often 

overlooked by adults, and with the support of adults in deliberate approaches to 

provide experiential learning for children opportunities.  
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Before I discuss my choice of experiential learning theory it is important to provide 

a brief overview of what is meant by learning from experience and experiential 

learning. 

 

8.2.2 Learning through experience and experiential learning 

 

The children in this study did not describe passively experiencing procedural 

events as each procedural episode was a unique and meaningful experience and 

learning event. Before describing learning through experience, it is important to 

clarify what is meant by experience. Boud et al (2000) define experience as not 

simply an event that happens, but an event with meaning and as such meaning 

is the essential part of experience. Learning through experience is succinctly 

summarised by Dewey (1925:244) who stated that; “events are present and 

operative anyway; what concerns us is their meanings”. Boud et al (2000) 

suggest that experience is more than observation, or passively undergoing 

something, but requires active engagement with the environment, of which the 

person is an important part. In line with this thinking, the children in this study 

learnt ‘something’ from each of their procedural experiences, whether or not they 

were explicitly recognised or assigned the role of a learner.  

 

The link between experience and learning is a strong one (Bergsteiner et al, 

2010) with the two concepts often being discussed interchangeably and 

sometimes they are described as meaning the same thing (Moon, 2004; Mughal, 

2011). Confucius (450BC) observed:  

 

“Tell me, and I will forget. Show me, and I may remember. Involve me, 

and I will understand”.  

 

Confucius’ observation is supported by contemporary theories of learning, which 

recognise that learning builds on and develops from experience and can only 

occur if the experience of the learner is considered at some level (Dewey, 1938; 

Kolb, 2015). 

 

However, there is an important distinction between learning from experience and 

experiential learning. Learning from experience is described as taking place in 
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natural and unplanned everyday contexts (Usher & Soloman, 1999) without an 

intention for learning to take place (Boud, et al, 2000). In our day-to-day lives we 

are all learning all of the time often without giving it much thought. Experiential 

learning is viewed as an experience which is purposely constructed with the 

explicit intention for learning (Mughal, 2011). Experiential learning approaches 

recognise that understanding is not a fixed or unchangeable element of thought 

but is formed and reformed through experience and as such is a continuous 

process (Kolb, 2015).  

 

8.2.3 The evidence for children’s experiential learning. 

 

Much of the literature which focuses on theories of experiential learning 

addresses learning within the context of higher education (Fry et al, 2003; 

Bergsteiner et al, 2010), particularly in relation to training for health care 

professionals such as simulated clinical learning (Johnson, 2020).  

 

Recognition of the role of experiential learning with children is evident in the 

literature, particularly over the last 20 years. The literature relating to children’s 

experiential learning mainly focuses on intentional and constructed learning 

within educational setting such as classrooms (Etheridge & Branscombe, 2009; 

Ronkko & Aerlia, 2015; Seaman et al, 2017) and other environments such as 

world heritage sites (Yang & Meng-Chau Lau, 2019), aquariums (Cainey et al, 

2012), museums (Lin et al, 2012), natural settings (Knight, 2009; Forest 

Education, 2021) and sports settings (Bowers & Green, 2013). Much of this 

literature is focussed on the role of experiential learning and how this form of 

learning supports the delivery of curricula. There is less literature which considers 

or applies the notion of experiential learning to children’s acquisition of knowledge 

or understanding within health care contexts. The literature which does exist is 

orientated around the use and effectiveness of experiential learning within 

specific health care contexts, and with specific interventions, these are 

summarised in Table 8.3. 

  



 

186 

Table 8.3: Key examples relating to the effectiveness in the use of experiential 
learning approaches to promote children’s health and well-being. 

Experiential learning in the promotion of children’s oral health hygiene 

Authors (year) Methodology Findings 

Sfeatcu et al 

(2019) 

Three stage experiential 

learning activity to promote 

education in oral hygiene 

with young people aged 13-

16 years. 

Improved oral hygiene in the 

young people who 

participated in the experiential 

learning education compared 

to a control group. 

Zhu et al 

(2020) 

Simulated role play 

experiential learning activity 

prior to a dentist visit with 

children aged 7-8 years. 

Reduced dental anxiety in the 

children who participated in 

the experiential learning 

activity compared to a control 

group.  

Experiential learning in the promotion of healthy eating and nutrition with 

children 

Authors (year) Methodology Findings 

Dudley et al 

(2015) 

Systematic literature review 

examining the use of 

educational strategies to 

promote healthy eating and 

nutrition in children aged 4-

11 years. 

Healthy eating and nutrition 

were associated with reduced 

food consumption and energy 

intake; increased fruit and 

vegetable intake; and 

increased nutritional 

awareness when experiential 

learning activities used.  

Parmer et al 

(2009) 

Educational intervention 

using classroom teaching 

and an experiential learning 

gardening activity with 

children aged 7-8 years. 

Consumption of vegetables 

was promoted amongst the 

children in an experiential 

learning activity compared to 

children who were excluded 

from the activity. 

Experiential learning in the promotion of physical exercise with children 

Authors (year) Methodology Findings 

Petersen et al 

(2012) 

Experiential learning 

intervention of to peer group 

activity and organised 

games to promote physical 

activity in young people 

aged 11-17 years.  

Physical activity was 

promoted in the experiential 

activity (regular exercise) 

group compared to the control 

group. 

 

Experiential learning in the promotion of self-care in young people with Type1 

diabetes mellitus  

Authors (year) Methodology Findings 
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Spencer et al 

(2013) 

Educational programme 

designed using experiential 

learning approaches to 

develop self-care 

behaviours in young people 

aged 13-15 years with 

diabetes mellitus.  

Young people using 

experiential learning 

demonstrated greater 

development of self-

management and acceptance 

of type 1 diabetes mellitus 

compared to a control group. 

 

As this chapter considers children’s experiential learning, the next section will 

briefly consider what is known about children’s learning through their procedural 

experiences. The literature contains evidence that children’s previous 

experiences are important to consider as part of preparing them for a clinical 

procedure. However, this is not currently discussed in relation to the pedagogy of 

experiential learning theory. Evidence shows that sub-optimal procedural 

experiences can lead to procedural anxiety if children need to experience 

subsequent procedures (Janniste et al, 2007) Procedural experiences have been 

shown to be improved if children are informed and prepared for their procedure 

(Smith & Callery, 2005) and this preparation can promote the ability of children to 

construct some understanding of their procedure and learn what will happen 

before it happens (Bray et al, 2021). In addition to information needs, other 

interventions such as role play and simulated environments use experiential 

learning (Dalley & McMurtry, 2015) to offer children an opportunity to learn 

something about their forthcoming experience. Similarly, carefully planned and 

managed experiences within clinical settings such as pre-admission visiting has 

been used to provide a partial experience for children, and this has been found 

to be effective in promoting faster recovery from surgery and fewer negative 

effects for children (O’Shea et al, 2010; 2011). In the absence of real-world 

experiences this approach of informing children and offering them simulated 

learning aims to facilitate their coping through some idea of what to expect. These 

examples from literature reflect purposefully designed experiential learning 

opportunities for events which are recognised as anxiety inducing for children. 

There is little evidence within the literature of examining the process of learning 

for children in the day-to-day procedural encounters which are frequent within 

children’s health care, and how these influence children’s subsequent 

experiences and care.  
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8.3 My choice of an experiential learning theory 

 

My search for a theory of learning which encompassed both independent and 

supported ways of learning led me to the work of Kolb (1984) who developed a 

cyclical model of experiential learning based on a constructivist learning theory. 

Kolb’s experiential learning theory is constructivist in that it proposes that 

knowledge is constructed from the combination of grasping and transforming an 

experience (Kolb, 1984). Whilst not specifically focused on children’s learning, 

Kolb acknowledges the influences of the work of Dewey (1938) and Piaget (1952) 

on the development of his model and, as such, he recognises the capacity of 

individuals to learn independently. However, Kolb’s model also recognises and 

describes the ways in which his experiential learning cycle can be adapted to 

facilitate learning depending on a person’s learning style. In this way Kolb 

recognises, while not explicitly, the social constructivist theory of learning through 

the influence of intentional and scaffolded experiential learning. As Kolb’s work 

seemed at this point to capture both cognitive and social constructivist theories 

of learning I examined Kolb’s work more closely for further resonance with my 

study findings.  

 

Kolb proposes that learning is a cognitive process which involves adaptation to 

and engagement with the environment (Bergsteiner, et al, 2010; Bos, et al, 2015). 

In reading about Kolb’s model, I was drawn to the consideration of the importance 

of the environment in learning, as this resonated and was influential in the 

learning processes of the children in my study. Secondly, Kolb’s work was of 

particular interest as it helped provide a broader explanation of experiential 

learning than previous theorists whose confined their application to educational 

settings. In the next section I will critically explore Kolb’s (1984) theory of 

experiential learning which uses a cyclical model to explain experiential learning.  

 

8.3.1 Kolb’s (1984) experiential learning theory and model 

 

Kolb’s (1984) work is the best known of the experiential learning theories 

(Mughal, 2011; Ronkko & Aerila, 2015; Bos, 2015) and involves two components 

to explain how people learn from their experiences. The first component is a 

model which he proposes explains the process of learning from experience. This 
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model involves a four-stage cycle where knowledge results from the combination 

of understanding and transformational experience and in this way the learner 

achieves an understanding of the learning rather than simply remembering 

information (Kolb, 1984). Kolb’s model involves four stages (Figure 8.1) which he 

describes as modes of learning, each of which require different actions for 

learning to be successful. The second component of Kolb’s theory is oriented to 

the influence of learning styles on the ways people learning from their 

experiences. The first component of Kolb’s theory is highly relevant to my work 

and will be the focus of my discussion chapter, whereas the second component 

which is focused on learning styles has greater relevance to those planning 

structured learning opportunities for children.  

 

Kolb (1984) model (Figure 8.1) proposes that following an experience (described 

as a concrete experience) the learner reflects upon the event (described as a 

reflective observation) and at this point processes their ideas to form and re-form 

their understanding towards new impressions and ideas (described as abstract 

conceptualisation). Finally, the learner then uses the new understandings to 

inform their decisions to test the revised ideas (described as active 

experimentation).  

 

Figure 8.1: Model of experiential learning (Kolb, 1984). 
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Despite the cyclical basis for this model, Kolb identifies that a learner may begin 

the process at any point. Kolb (2015:49) describes experiential learning, the 

construction of new knowledge, as “a process where knowledge and 

understanding is created through the transformation of experience”. Kolb (1984) 

proposes that experiences are grasped through concrete experiences and 

abstract conceptualisation and transformed through reflective observation and 

active experimentation.  

 

I will now describe and critique the four learning modes which make up Kolb’s 

experiential learning cycle and propose some responses to the criticisms of these 

modes and outline their relevance to children’s learning. 

 

8.3.1.1 Mode One: Concrete experience 

 

Within the first mode of Kolb’s (1984) experiential learning cycle the learner 

encounters a concrete experience. The experience encountered in this mode 

may be a result of either learning from previous experiences as part of a cyclical 

learning event, or from a new experience. Kolb proposes that an experience has 

meaning for the learner and, for learning to occur active engagement rather than 

passive observation is required. Essentially this is where the learner experiences 

something meaningful to them from which they learn, and which forms the basis 

of consideration in the next mode. This mode is universally experienced by 

learners of all ages.  

 

8.3.1.2 Mode Two: Reflective observation 

 

Within the reflective observation mode of Kolb’s (1984) model he proposes that 

learners must be able to reflect on and observe their experiences from many 

perspectives. Kolb proposes that reflections are assimilated and distilled into 

abstract concepts. Essentially this is where the learner breaks down their 

experience to provide the basis of new constructions in mode three.  

 

Kolb (1984) does not clearly define what he means or defines as reflection and 

instead draws on explanations from the work of theorists such as Dewey, (1938) 

and Piaget, (1952) who influenced the development of his theory. In the absence 
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of clarity of what Kolb understood reflection to be, and to clarify my own thinking 

about the role of reflection in children’s learning I examined the literature on 

reflection and selected Moon’s (2004:82) definition of reflection:  

 

“Reflection is a form of mental processing- like a form of thinking- 

that we may use to fulfil a purpose or to achieve some anticipated 

outcome, or we may simply ‘be reflective’ and then an outcome can 

be unexpected. Reflection is applied to relatively complicated, ill-

structured ideas for which there is not an obvious solution and is 

largely based on further processing of knowledge and understanding 

that we already possess.” 

 

I chose Moon’s definition of reflection above because it acknowledges the 

comprehensive nature of reflective processes. Moon recognises the formalised 

and conscious aspect of reflection which resonates with children’s ability to reflect 

when supported by adults as part of scaffolded and structured learning activities 

(Etheridge & Branscombe, 2009). The definition also recognises the unprompted 

and natural human tendency to deconstruct their experiences which children 

demonstrated throughout this study. 

 

8.3.1.3 Mode Three: Abstract conceptualisation 

 

Kolb (1984) proposes that within the abstract conceptualisation mode of learning, 

learners integrate and reform their previous knowledge and understanding to 

form new concepts or constructs because of what has been considered through 

reflection. Essentially this is where it becomes clear to the learner what has been 

learned in preparation for trying out the revised learning in the final mode.  

 

However, Kolb is not specific in his expression of the concepts of knowledge and 

understanding which he believes to be integral to experiential learning. I sought 

greater clarity through wider reading and found that on the concepts of knowledge 

and understanding are interconnected but tangibly different, despite often being 

used interchangeably (Moon, 2004; Mughal, 2011).  
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Knowledge is described as an awareness of facts and information gained through 

either education or experience, and often relates to a theoretical understanding 

of a subject (Welbourne, 2001). Understanding is more nuanced and describes 

multiple mental constructions which involve the perception of meaning or 

significance, or the provision of an explanation and application to context 

(Newton, 2012). Learning involves both the acquisition of knowledge and the 

development of understanding, specifically the ways in which a child makes 

sense of whatever has been taught or experienced (Watkins, 2009). These 

definitions are broad and not specific to health contexts. However, these 

descriptions align with my view of the concept of understanding which reflects the 

connecting of facts and newly acquired knowledge into an integrated and 

cohesive whole. I specifically chose Watkins’ framing of learning because, unlike 

the discussion of learning within Kolb’s work, Watkins focuses on children’s 

learning, and has relevance to children learning from naturally occurring 

experiences and not only from intentional episodes of learning.  

 

The abstract conceptualisation mode of learning within Kolb’s (1984) model is 

where knowledge and understanding are reconstructed and the learner (the 

learners in my study were children) makes sense of what has been learned. As 

such, this can make application of Kolb’s model more challenging to apply to 

children’s learning than to adult learners, as it has been suggested that children 

learn differently to adults (Athey, 2007) and their learning can be heavily 

influenced by age, cognitive, social and emotional development (Fisher, 2005). 

However, it must be remembered that in common with children, not every adult 

has the capacity to independently undertake all four modes of learning. 

 

8.3.1.4 Mode Four: Active experimentation 

 

The final active experimentation mode of Kolb’s (1984) learning cycle involves 

the learner using the newly reframed and reconstructed knowledge and 

understanding from the previous ‘thinking’ mode to test their learning in real world 

contexts. Essentially, this is where the learner acts to test what has been learned. 

This aspect of Kolb’s model can be particularly problematic to apply with 

children’s experiential learning as Kolb’s theory assumes that the learner will 

have the social agency to enact what they have learned through the process of 
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the experiential learning cycle. This limitation is not recognised by Kolb, or in 

wider literature. However, this highlighted how children in my study described that 

their choices were inconsistently recognised by parents and health care 

professionals, and their voices were inconsistently heard.  

 

8.3.2 Kolb’s (1984) inventory of learning styles 

 

In addition to the model of experiential learning described above, Kolb proposes 

that learners may have preferences for specific modes of learning within his cycle, 

which he refers to different learning styles. Kolb identifies four different learning 

styles; divergent (who prefer concrete experience and reflective observation), 

assimilators (who prefer reflective observation and abstract conceptualisation), 

convergent (who prefer abstract conceptualisation and active experimentation), 

and accommodators (who prefer active experimentation and concrete 

experience). Kolb proposes that each learning style has a relationship with 

professional disciplines and his work extensively describes teaching and learning 

approaches which can apply his proposal to different disciplines.  

 

This aspect of Kolb’s experiential learning theory did not resonate with the 

accounts of children in my study. Literature relating to children’s learning styles 

is limited and mainly relates to formal educational settings (Akplotsyi, 2011) and 

there is little that specifically considers health care settings or learning in 

naturalistic, unplanned and unintended ways. In addition, the children in my study 

did not always recognise that they were learning across their multiple procedures 

and when they did, they did not speak of their preferred ways of learning. For 

these reasons I felt that Kolb’s learning styles inventory had limited relevance to 

the consideration of the findings from my study. 

 

8.3.3 Criticisms of Kolb’s (1984) theory 

 

Despite the wide application of Kolb’s experiential learning cycle to the 

development of experiential learning in higher education (Fry et al, 2003; 

Bergsteiner et al, 2010) and organisational training and development (Sikander, 

2015) the model has drawn significant criticism and has some notable limitations. 

These debates and limitations will now be briefly outlined.  
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Kolb’s work has been subject to contradictory criticisms of using overly complexity 

terms and language used to convey his ideas (Fowler, 2008) and being simplistic 

(Forrest, 2004; Bergsteiner et al, 2010). In response to these criticisms Kolb 

(2015) revised the terms used in his learning modes to experiencing, reflecting, 

thinking and acting in an attempt to clarify the concepts. He did refute the 

arguments of complexity, pointing to the widespread application and evaluation 

of the model across diverse educational settings, which Kolb (2015) argues 

implies the model is accessible and applicable to real world settings.  

 

Despite acknowledging that learning takes place as a result of reflecting on 

experiences that have occurred in both fabricated reality (such a fictional 

simulation scenarios to replicate social reality) and social reality itself (Kolb, 1984) 

the focus of Kolb’s theory is grounded in intentional and organised learning 

typically by adults in higher education (Fry et al, 2003; Bergsteiner et al, 2010). 

In this way Kolb’s model has been described as a model for teaching, rather than 

a model for learning (Moon, 2004) as it pays little attention to naturally occurring 

and unintentional learning experiences. This is an important limitation to the use 

of Kolb’s model within my study because the context of children’s procedural care 

necessarily involves emotions of fear and distress which would be unethical to 

replicate in constructed experiences designed for learning.  

 

Sikander (2015) argues that Kolb’s (1984) model is overly focused on individual 

learning experiences, which limits application of the model to learning within 

larger social groups such as workplaces or within diverse teams and groups. As 

before, Kolb (2015) points to the widespread adoption of his model within 

organisational training and development as evidence of the flexibility of his model 

in diverse settings.  

 

Boud et al (2000) argue that the importance of reflection on experiences within 

Kolb’s cycle is under emphasised. Kolb (2015) acknowledges the importance of 

reflection within experiential learning and counters the argument by suggesting 

that reflection is but one facet of the holistic process of learning from experience. 

He also argues that reflection in isolation can become retroflection which can 

isolate the learner in their own self-confirming world unable to reach conclusions 
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or test them in action. I found this argument persuasive in identifying reflection as 

a valuable part of a broader approach to experiential learning.   

 

Much of the criticism of the model relates to the interpretation of learning styles 

which influence the learner’s engagement with each mode of learning and how 

these can be purposely manipulated to facilitate the construction of learning 

opportunities (Mughal, 2011). 

 

Dieleman and Husingh (2006) suggest that Kolb overstates the importance of 

learning preferences and styles and views this as somewhat reductionist, pointing 

out that learners may well be able to learn in their non-preferred approaches, or 

that learning styles may be influenced by context and time. In response Kolb 

(2015) acknowledges that learners can learn outside of their preferred style, and 

further acknowledges that learners may vary their preferred learning style over 

time or in response to different situations and focus of learning. 

 

The criticisms of Kolb’s work which relate to his theories of learning styles did not 

influence my consideration of how useful this model was to my explanation of 

children’s learning in my study. This is because the learning styles aspect of 

Kolb’s work relates to the purposeful construction of experiences from which 

people prefer to learn, in contrast to the naturally occurring events of children’s 

procedures which were often overlooked as learning experiences. 

 

8.4 Critical consideration of the contribution of Kolb’s (1984) model to 

the conceptualisation of the study findings 

 

In seeking a conceptual basis for the discussion of the findings of the study I was 

particularly drawn to the underpinning philosophy of Kolb’s (1984) ideas as he 

conceptualises learning not as a fixed or unchangeable element of thought, but 

as something formed and reformed fluidly through experience. This view of 

learning and the development of understanding as cyclical seemed consistent 

with the experiences described by the children in my study who, due to the long-

term nature of their health conditions, were subject to repeated episodes of 

clinical procedures and being held. In this way, Kolb’s model acknowledges that 

learning is a continuous process and recognises that learners bring their own 
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ideas, beliefs and understandings from previous experiences to each new 

experience. This accumulation of learning from experiences reflected the diverse 

experiences of children in the study who had often experienced both positive and 

negative experiences of procedural holding and this learning influenced each new 

procedure.  

 

Crucially, Kolb’s model of experiential learning accepts and acknowledges that 

learners achieve different levels of depth and complexity of learning. I felt that this 

aspect of the model was very important and relevant to understanding the themes 

in my study, as it offered the plasticity required to accommodate the broad range 

of development of children aged 4-12 years which could influence the complex 

process of children learning from their experiences in hospital.  

 

8.4.1 Children’s Experiential Procedural Learning Cycle 

 

As described above, Kolb’s (1984) cycle of experiential learning was useful in 

helping me to understand the accounts of the children at a conceptual level 

following analysis of the findings. Aspects of Kolb’s work reflected the accounts 

of the children’s learning very accurately, although other aspects required 

amendment. For these reasons I have chosen to amend some of the terminology 

within Kolb’s experiential model of learning to better reflect the findings of this 

study and to add clarity to the interpretation. The amended model is shown in 

Figure 8.2. 
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Figure 8.2: Children’s Experiential Procedural Learning Cycle (developed from 
Kolb, 1984). 

 

I will now describe the usefulness of each of the modes of Kolb’s (1984) model 

to understanding the accounts of the children and explain the rationale for 

amending the terms used by Kolb to better express the voices of the children in 

my study.  

 

8.4.1.1 Children’s concrete experiences 

 

Within this mode of experiential learning Kolb’s (1984) model was useful in 

considering children’s descriptions of what they experienced. Despite procedures 

and holding being familiar to many of the children in the study, each episode 

involved a unique set of factors for the children in my study to experience and 

learn from. Factors could include the clinical procedure itself as some, but not all, 

children underwent a range of clinical interventions with some involving more or 

Children's 
experiences of 

having a 
procedure

Children 
expressing 

thoughts and 
feelings about 

their procedural  
experiences

Children 
developing 

understanding  
about their 

experiences of 
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Children acting on 
what they learned 

to inform 
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experiences
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less potential for distress than others. Other factors could include a variety of 

physical settings for the procedure to take place such as open ward areas or side 

rooms, within both in and/or out-patient areas. Other factors important to children 

such the familiarity or number of health care professionals involved in the 

procedure and whether the procedure was planned and anticipated or conducted 

with short notice were diverse. Finally, there was further variation in the level of 

preparation a child received before the procedure. This list of factors is not 

exhaustive, but the factors ensured that every child, despite a level of familiarity 

with the procedure, had a unique experience each time they had a procedure.  

 

Such diversity and uncertainty of children’s experiences is consistent with the 

view of Boud et al (1993; 2000) who suggest that learning from experiences 

always relates to what has gone before. They propose that there is never a clean 

slate on which to begin, as new experiences link to previous experiences, which 

may have had positive or negative effects, to inform new learning. The children 

in this study all arrived at their clinical procedure with different prior experiences 

and knowledge of clinical procedures. In this way personal history affects the way 

in which someone experiences an event and what is acknowledged as 

experience.  

 

This study demonstrates that children, even young children, can describe their 

procedural experiences and how these experiences can influence and impact on 

subsequent experiences. Children in my study were able to articulate their 

experiences of being held for clinical procedures (e.g. diversity in terms of 

physical settings and a variety of health care professionals and family members.) 

This ability to articulate their experience resonates with Kolb’s notion of ‘concrete’ 

experience’ which emphasises the meaning attached to an experience. However, 

in my adaptation of Kolb’s model (Figure 8.2) I have chosen to use the term 

‘children’s experience’ as this provides a more direct and clear description of the 

accounts of the children. 

 

8.4.1.2 Children’s reflective observations 

 

Kolb (2015:42) describes the second mode of his model as reflection which, he 

suggests requires an ability to “reflect on and observe experiences from many 
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perspectives” and involves consideration of the abstract which is without a 

tangible or physical existence. Initially, I found this problematic when attempting 

to apply this mode to children’s procedural learning as it challenges 

understandings about children’s development of abstract reasoning skills. 

Abstract reasoning is typically not thought to arise until the last stage of children’s 

cognitive development between the ages of 12-15 years; this would suggest that 

abstract thinking is beyond the children in my study who were aged 4-11 years. 

My experiences as a children’s nurse and as a mother caused me to question the 

extent to which all of the children in my study could fully reflect on the different 

perspectives of those present. However, many believe that children are capable 

of some consideration of abstract concepts long before the onset of adolescence 

(Fisher, 2005). Etheridge & Branscombe (2009) conducted a qualitative study 

where children aged 3-5 years and adults engaged in reflection about their 

experiences of an anti-bias curriculum. This study reported that the learning 

processes of both adults and children reflected Kolb’s cycle and proved to be 

parallel in many ways. The children were able to evidence their reflective thinking 

through verbal discussion, and the adults through journal writing. Kolb’s cycle has 

also been found to be relevant with children in a study by Ronkko & Areila (2015) 

who report that Finnish children in first grade (children’s ages in the text are 

unspecified, but children’s images state 7 years) demonstrated their ability to 

engage with reflective observation within an experiential learning activity 

involving storytelling and craft activity. Both papers report children’s ability to 

meaningfully reflect within classroom settings which challenges the Piagian 

model of cognitive development. Findings from my study similarly show that 

children had some ability to meaningfully reflect on their procedures and consider 

abstract elements of their experiences such as trust and the motivations of the 

adults present.  

 

It may be that the conceptualisations of reflection to date and in traditional 

children’s development models have been too binary, suggesting that a child can 

either reflect or not. However, Moon (2004) argues that reflection is not binary 

(achieved/not achieved) notion but is highly variable in relation to its usefulness 

to learning, subject to the complexity of processing of information, thoughts or 

feelings and thinking in order to revise an understanding. For this reason, Fry et 

al (2003) identify reflective observation as the mode within Kolb’s cycle where 
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learners most benefit from feedback from others. The children in my study 

seemed to engage on their own in a process of unsupported reflection. The 

accounts and associated feelings they discussed in the interviews had often not 

been formally reflected on previously. It appeared from the children’s accounts 

that the feedback from parents and health care professionals which could have 

helped structure children’s procedural reflections was absent. To support 

children’s experiential learning, Etheridge & Branscombe (2009) identify the need 

for reflection to be facilitated by adults to support and maximise the learning 

process.  

 

In contrast to health care settings, children’s reflection is well established in 

classroom settings as an important element of experiential learning (Athey, 2007; 

Martlew et al, 2011: Barwani, 2015). Adult supported reflection enables children 

to learn from their experiences, thoughts and feelings (British Psychological 

Society, 2010) and in classroom settings has been found to be effective (Barwani, 

2015). Structured intentional learning activities with built in reflection offers 

children an opportunity to give sense to their experience (Watkins, 2009). 

Children have been supported to learn from their experiences in diverse 

educational settings such as heritage sites (Yang & Meng-Chau Lau, 2019), 

museums (Lin et al, 2012) and natural environments (Forest Education 2021). 

 

Despite limited evidence directly addressing adults supporting children’s 

reflection in clinical settings in relation to procedures, but there is some 

discussion around the value of post-procedural de-brief for children. The British 

Psychological Society (2010) offers guidance which describes the value of 

debrief for children following procedures (e.g. inviting children’s views to learn 

what would help them most for subsequent procedures). Debrief post procedure 

offers children several advantages, including building their resilience and coping 

skills and promoting a child-centred and individualised approach to procedural 

care (Pruitt et al, 2008). The findings from this study certainly support this 

conclusion. This is particularly important for children who have long term 

conditions who are likely to have to undergo ongoing procedures and who have 

who have the competence to learn from their cumulative positive and/or negative 

experiences. Debriefing post procedure could offer health care professionals an 
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opportunity for health care professionals to explore a child’s understanding of 

their experience. 

 

There is an increasing body of evidence, such as trauma informed care, that 

recognises the importance of supporting children to explore their previous 

experiences to improve future outcomes of care in health care settings. Trauma-

informed care, which is a contemporary approach which recognises the 

importance of providing services which are sensitive to the possibility that children 

have experienced past or ongoing traumatic situations with implications for their 

current and future functioning (Cutuli et al, 2019). In addition, pain related work 

(Noel et al, 2012; Noel, 2016; Pavlova et al, 2020) explores the potential for 

children’s previous experiences of pain to shape their subsequent constructions 

of pain memories. Noel et al (2012) propose that children’s constructions of pain 

memories can be reframed to improve their future experiences of care. Currently, 

there is a paucity of evidence reporting children’s involvement in reflection on 

their procedural holding experiences in health care settings to better understand 

the impacts on children.  

 

In relation to the usefulness of the Kolb’s cycle to support the findings of this study 

it is important to observe that neither of the examples of trauma-centred care and 

the reframing of pain experiences cited above explicitly refers to the concept of 

children reflecting on their experiences. As such, I viewed the capacity of children 

aged 4-12 years to meaningfully reflect on their procedural experiences as 

unreported in literature. However, children’s ability to express their thoughts and 

feelings with the support from adults to explore and inform revised 

understandings is evident in the literature, and for this reason I have chosen to 

re-label Kolb’s (1984) learning mode. My choice of terminology for this phase of 

my amended model ‘Children’s Experiential Procedural Learning Cycle’ (Figure 

8.2) is Children expressing thoughts and feelings about their experiences. This 

terminology more closely represents the findings from this study which 

demonstrate children’s ability to express complex thoughts and feelings about 

their procedural experiences.  
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8.4.1.3 Children’s abstract conceptualisations 

 

In the third mode of Kolb’s (1984) model of experiential learning he proposes that 

learners integrate and reform their previous knowledge and understanding to 

form new concepts or constructs because of what has been observed through 

reflection, and this mode was useful in understanding the accounts of children. 

Kolb describes learning as a process where knowledge and understanding is 

created through the transformation of experience, although he is not explicit about 

whether his model is applicable to the ways in which children learn. However, 

Kolb’s description of the development of knowledge through experiences is 

consistent with descriptions of children as active knowledge builders (Hirsh-

Pasek et al, 2015) who can construct knowledge and understanding using 

scaffolded exploration (Darling-Hammond et al, 2008). This finding about how 

children learn from their procedural experiences reflects a social component of 

learning as described by Vygotsky’s (1978) social constructivist theory which is 

credited by Kolb (1984) as influential in the development of his model. Vygotsky 

emphasised that children unlike adults, do not learn in isolation. Vygotsky 

proposed that the context of learning is highly influential, and he emphasised the 

importance of the contributions of families, communities and other children to how 

children learn. Bruner (2006) used the metaphor scaffolding for the role of adults 

play in the structuring of children’s learning, whereby the adult provides structure 

or a series of steps for the child to take to a new experience in order to 

successfully to add to initial learning. Application of scaffolding to support the 

development of children’s knowledge and understanding has been proposed to 

be useful in effective pre-procedural preparation for children (Jaaniste et al, 2007; 

Bray et al, 2019a) where adults facilitate the development of children’s 

understanding and knowledge through support. Such support is designed to 

provide the assistance necessary to enable children to develop understanding 

which they would not be able to manage alone (Hammond & Gibbons, 2005) and 

which follows the child’s lead (Pesco & Gagne, 2017). However, the extent to 

which scaffolded learning follows the child’s expressed existing knowledge and 

understanding is unclear. Bruner (1963) observed that to provide scaffolded 

learning the adult needs to be alert to what the child already knows so they can 

build on the existing knowledge and understanding to support development in a 
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structured way. There is a paucity of evidence in procedural preparation literature 

to suggest that exploring what is already known to a child is widely accepted 

practice. Evidence from this study suggests that while some children benefitted 

from scaffolded and intentional procedural support from their parents or health 

care professionals, such as clear instructions of what was expected of them, other 

children often worked independently to piece together their experiences to 

construct understandings of procedures and clinical holding episodes without the 

intentional structured support of adults. In this respect the choice of Kolb’s work 

allowed for both approaches to be accommodated in the supporting theory for 

this study.  

 

Children in this study learned from their experiences of being held for procedures, 

although it is unclear how much of this learning was intended or supported by 

adults. For this reason, I have chosen to retain the concept of this mode of 

learning from Kolb’s mode, in my model Children’s Experiential Procedural 

Learning Cycle (Figure 8.2) although I have adapted the terminology to Children 

thinking about their experiences of procedures as I feel that this offers greater 

clarity than Kolb’s term ‘abstract conceptualisation’.  

 

8.4.1.4 Children’s active experimentation. 

 

When considering Kolb’s (1984) model to underpin this study I found the fourth 

and final learning mode held most tension between Kolb’s assumptions and the 

accounts of children in my study. This was because Kolb’s model assumes that 

a learner has sufficient agency to enact what they have learned from an 

experience to inform and shape future experiences. However, children may have 

limited agency to enact and test their new understanding and adults may limit 

their agency in health care settings.  

 

Adults may disregard children’s rights to enact what they have learned through 

their procedural experiences due to a lack of awareness that learning has taken 

place, and this could lead to them unintentionally limiting children’s ability to enact 

their choices and preferences within procedures (Sirkko et al, 2019). In contrast, 

and as discussed in Chapter 3, adults who hold power over children may have 

an awareness of children’s learning but intentionally choose to disregard their 
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agency and override their views, believing the child to be in need of protection 

through adult decision making (Christensen & Prout, 2005; Hogan, 2005). 

However, it is also important to remember that these limitations are not exclusive 

to children. Adults have been found to feel disempowered in healthcare settings 

(Grant & Ramcheran, 2010) and may similarly lack opportunities to enact learning 

from their experiences and thus influence their care.  

 

Kolb’s assumption that learners are free to actively experiment with what they 

have learned from their experiences resonates with the obligation of adults to 

offer children the opportunity to express their views and be heard. This obligation 

is best expressed within Article 12 of the UNCRC Rights of the Child (UN, 1989). 

The Convention states that children who are capable of forming their own views 

have the right to express those views and to have those views taken seriously 

(UN, 1989) and, as such, simplistically suggests that children have the agency to 

have a voice within procedural planning. However, the rights conveyed to children 

within the UNCRC challenge the power dynamic between children and adults. 

Lundy (2007) argues that Article 12 only offers children the opportunity to express 

their views and points out that it remains up to adults to decide to what extent 

these views are valued and given due weight. There is a critical imperative for 

adults to elicit the views and preferences of children, and to give them due weight, 

to ensure that services are responsive to children’s needs (Coyne and Kirwan, 

2012). It is important to recognise that adults are dependent upon children to 

provide this information. Despite Article 12 and recognition of the value of 

children’s perspectives, the views of children are often seen as less valid than 

those of adults in health care settings and are therefore often overlooked (Davies 

et al, 2019); this is because children are historically positioned as vulnerable, 

incompetent and irrational. 

 

Children in this study reported that they learned (over repeated procedures and 

over time) that sometimes they would feel listened to by adults, and at other times 

they would not, which added an additional source of uncertainty for some 

children. It is clear from this study that children valued having the opportunity to 

enact their learning which was either supported or not by their parents and health 

care professionals. For this reason, in my model ‘Children’s Experiential 

Procedural Learning Cycle’ (Figure 8.2) I have chosen to amend Kolb’s model to 
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include a broken line between the final learning phase and the new experience 

to signify a potential barrier between what has been learnt and this learning 

influencing future experiences for a child. In addition, I have amended Kolb’s term 

for his final learning mode ‘active experimentation’ to Children acting on what they 

learned to add clarity.   

 

Many children in this study demonstrated the ability to learn from their 

experiences to make informed decisions to enact their preferred ways for 

procedural care to take place. This finding resonates with the views of Alderson 

(2007) and Bray et al (2012) who recognise that children’s competence to 

contribute to decisions about their care in clinical settings is constructed through 

experiences rather than chronological age.  

 

Several children in this study clearly communicated that their uncertainty was 

reduced and their ability to cope during procedures was supported when they felt 

listened to and when their choices and decisions were accepted, encouraged and 

thus supported by adults. When their agency was supported, the children 

welcomed their expertise being used to inform their care. Recognition of this 

competence and their agency is very important to children. The children 

described conflicting experiences of trying to enact their agency; at times they felt 

listened to and their choices were recognised and respected, but at other times 

their perspectives were either not sought or over-ridden by adults.  

 

In summary, despite the resonance and tensions in the application of Kolb’s 

model of experiential learning to my findings I found it useful to help critically 

consider how children learn within clinical contexts. In particular, Kolb’s notion 

that learners grasp experience through their concrete experiences and abstract 

conceptualisations clearly reflect findings from this study. Furthermore, Kolb’s 

proposition that learners construct knowledge and understanding through the 

transformation of experiences through reflective observation and active 

experimentation is also useful in describing children’s learning.  

 

The findings from this study and evidence from literature suggest that children 

have some ability to reflect on their experiences and a clear desire to experiment 

to test their learning. In this way, Kolb’s ideas on experiential learning are 
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consistent with findings from this study. The difference between Kolb’s work and 

my findings are that children need support from adults to achieve transformation 

of their learning through reflection and experimentation. To consider what this 

conceptual understanding could add to practice, the next section will examine 

more closely how the ‘Children’s Experiential Procedural Learning Cycle’ could 

be applied in practice to improve children’s experiences of procedures.  

 

8.5 ‘Children’s Experiential Procedural Learning Cycle’; 

recommendations for clinical practice 

 

My amended version of Kolb’s model (Figure 8.2) reflects the ways in which 

children learn from their procedural encounters and associated holding 

experiences. Below is a version of the ‘Children’s Experiential Procedural 

Learning Cycle’ (Figure 8.3) to show how application in practice could support 

children’s experiential procedural learning and experiences. This aims to promote 

children’s ability transform their experiences through reflection and enacting their 

preferences and choices. In this way it is hoped that with the support of adults 

children will be able to improve future experiences during procedures and any 

associated procedural holding. I propose that the use of this cycle will allow 

children’s learning to be acknowledged and supported by adults involved in their 

procedural care. Attention to the different phases within the cycle aim to enable 

health care professionals to grasp the importance of every procedure in the 

experiences of children with long term conditions.  
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Figure 8.3: ‘Children’s Experiential Procedural Learning Cycle’ (adapted from 
Kolb,1984). 

 

The cycle above (Figure 8.3) provides some prompts and questions which health 

care professionals may use to support or scaffold a child’s procedural learning. 

The recommendations for clinical practice with children and how these could be 

implemented in practice, the education and training of health care professionals 

and future research are outlined in the final chapter of this thesis. I will now 

discuss how health care professionals could scaffold or support children’s 

procedural learning according to the four phases of the cycle.  

Supported 
Experience

Supported 
Reflection

What happened?

What went well for you?

What did not go well for 
you?

Did anything happen that 
you didn't understand?

Supported  
Conceptualisation

What did you learn from what 
happened?

What can happen next time 
to make it a better expereince 

for you?

Did anything happen to make 
it worse for you?

Do you have any questions?

Supported 
Experimentation

What shall we do next time?

What would you like to try?

What would you like not to 
do?
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8.5.1 Supported experience 

 

As noted earlier, this study demonstrates that children can describe their 

procedural experiences in detail. They can also describe and report what they 

learn from these procedural experiences and how they influence and impact on 

subsequent experiences. Thus, health care professionals must recognise this 

prior learning and experiences and offer opportunities to acknowledge and build 

on children’s knowledge and understanding as a basis for improving their 

experiences. This recognises the responsibility of adults to support children’s 

learning to inform and improve future experiences. 

 

8.5.2 Supported reflection 

 

Children in this study were able to make sense of what happened and to develop 

knowledge and understanding to inform their learning. Currently there is limited 

evidence of an awareness amongst health care professionals that children’s 

thoughts and feelings about procedural care are part of the process by which 

children learn about their procedures. It is important for health care professionals 

to recognise the value of supporting children to express their thoughts and 

feelings to inform and clarify their learning to improve their future experiences. 

 

8.5.3 Supported conceptualisation 

 

Children’s experiences of procedures and being held for them would benefit from 

consistent support from health care professionals to think about their procedural 

experiences and identify what they have learned from them. There is limited 

evidence in literature that children experience such support consistently and in 

ways they can predict or trust and use within procedures.  

 

8.5.4 Supported conceptualisation 

 

To improve children’s procedural experiences where it is safe to do so, I propose 

that procedural planning should include opportunities for children to identify and 

apply their procedural learning through enactment of their preferences and 

choices. The aim is that health care professionals and parents recognise 
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children’s agency and support children’s choices ensure to they feel listened to 

and empowered within their procedures. 

 

8.6 Conclusion 

 

This chapter has summarised the application of learning theories to help 

conceptually understand the findings and discussion of my study at a conceptual 

level. I explored the literature and key thinking and developments within children’s 

education psychology and read the works of the key thinkers in this field. I was 

influenced by the works of Piaget (1952), Bruner, (1963) and Vygotsky (1978) 

and found resonance between my findings and both cognitive and social 

constructivist theories of children’s learning with the accounts of the children in 

my study. This led me to the work of Kolb (1984) who used these works, and 

those of others to develop his theory of experiential learning. On exploration of 

Kolb’s work and his critics I found both resonance and tensions in the usefulness 

of his model to understand the accounts of the children in this study. For this 

reason, I amended Kolb’s model to better reflect children’s learning from their 

procedural experiences. This amended version of Kolb’s work underpins 

recommendations for practice to support children to learn from their experiences 

and to use this learning to improve their experiences of future procedures. This 

was an unexpected and unplanned but welcome outcome.  
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Chapter 9: Conclusion 

 

9.1 Introduction  

 
In this chapter I present the limitations of the study and consider 

recommendations for practice and for training and education of health care 

professionals and further research. Finally, I conclude this PhD thesis by 

reflecting upon the methodological, philosophical and research design choices I 

made during my doctoral journey. In this section I also summarise the themes of 

the study findings in the context of the aims and objectives of the work. The thesis 

concludes with the voice of Darryl Dixon aged 9 years who summed up all I hoped 

to achieve.  

 

9.2 Limitations of the study  

 

This study met the aim of the research which was to explore the experiences and 

perceptions of children aged 4-12 years with long term conditions of being held 

for clinical procedures in hospital environments. Despite meeting this aim, I 

recognise that limitations exist. In this next section I will critically discuss the key 

limitations of the study and how these could be addressed in future work.  

 

The sample size for this study was small relative to the numbers of children with 

long term conditions held for procedures in hospital settings.  

 

This study included a broadly representative sample in terms of girls and boys, 

the age range across the inclusion criteria and clinical experiences of both 

medical and surgical specialities. However, children with an oncology diagnosis 

were over-represented in the sample and this limits the diversity of the sample to 

some extent. The fact that only two children were recruited from site two (a 

secondary care centre) limits the insight gained about how children’s experiences 

may differ between secondary and tertiary care settings. Since no non-English 

speaking children were included, this limits the relevance and transferability to 

the wider population of children across the U.K., a multi-cultural society. The 

exclusion of the experiences of non-verbal children is a major limitation of the 

study as a significant proportion of children with long-term conditions are non-
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verbal. It is important that future research seeks to explore the experiences of 

children who do not speak English or are non-verbal. 

 

Despite the focus of this study being on the experiences of children, during the 

conduct of the data collection phase of my study I was frequently met with both 

parents and health care professionals keen to describe their experiences of 

holding their child or children in their care. However, despite their interest, I 

remain confident in my decision to limit my study to exploring the experiences of 

children. This is because the perspectives of parents and health care 

professionals exist in the literature, and children’s directly reported experiences 

were unknown. I have considered whether I should have broadened the focus of 

my study to include the experiences of both adults and children. On reflection, I 

feel that my choice in focusing on children’s experiences was sound, as the 

limitations of time and resources involved in a part-time doctoral study with such 

a broad focus may have limited the depth in which I could engage with children’s 

voices. 

 

9.3 Recommendations for practice 

 

9.3.1 Every procedural experience is important to children and will shape 

future experiences 

 

For children with long term conditions who will require repeated procedures every 

experience of a procedure needs to be recognised as important and with the 

potential to shape future procedural encounters. Health care professionals need 

to be aware that children learn from each of their procedural experiences and will 

require support from them and their parents as appropriate, before, during and 

after each procedure. How children’s learning and experiences can be supported 

is outlines in Figure 8.3 which details key questions health professionals can ask 

to support children in expressing their thoughts and feelings and shape their 

future experiences.  

 

9.3.2 Children’s rights to express their views 

 

It is important for health care professionals to listen to children, respect children’s 

right to express their views and choices and have these acted upon. As identified 
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in the learning cycle (Figure 8.2), children should be encouraged and supported 

to share ‘what works for them’ during their procedure and express their 

procedural choices and preferences. Children would benefit from consistent 

support from health care professionals to think about their procedural 

experiences and identify what they have learned from them. 

 

9.3.3 The role of health care professionals in supporting children’s learning 

during procedures and holding episodes 

 

Health care professionals should recognise that they play an important part in 

scaffolding and supporting children’s experiences and learning before, during and 

after a procedural event. 

 

The final phase of my ‘Children’s Experiential Procedural Learning Cycle: 

Supporting Learning’ cycle relates to supported experimentation. To improve 

children’s procedural experiences where it is safe to do so, I propose that 

procedural planning would benefit from a consistent approach to supporting 

children to experiment with the outcomes of their learning through enactment of 

their preferences and choices where it is safe to do so. For this reason, I have 

described the final phase of my ‘Children’s Experiential Learning Cycle: 

Supporting Learning’ (Figure 8.2) as supported experimentation with the aim that 

health care professionals and parents recognise children’s agency and support 

children’s choices ensure they feel listened to and empowered within their 

procedures. 

 

9.3.4 Documentation of procedural events 

 

Every procedure and episode of procedural holding should be recorded to inform 

future procedures. Potentially this could be within a single document like a patient 

passport. This ‘procedural passport’ should include information for the family to 

use at home to document a child’s preparation, a summary of previous 

experiences and a clear indication of a child’s preferences about what they would 

like to happen and/or not happen during future procedures. 
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9.4 Recommendations for training and education of health care 

professionals. 

 

9.4.1 Training and education in children’s agency 

 

Health care professionals may benefit from training and education about the 

concept of children’s agency, and how to support parents to recognise their 

child’s agency within health care.  

 

9.4.2 Using the Children’s Experiential Procedural Learning Cycle: 

Supporting Learning as an educational tool. 

 

Health care professionals should consider the use of ‘Children’s Experiential 

Procedural Learning Cycle’ (Figure 8.2) with prompts to promote children’s 

learning from each procedural experience. Using this cycle in clinical settings 

would aim to facilitate communication between children and adults within 

procedural management in clinical settings. Ideally, the use of the cycle would 

promote children having a voice, feeling listened to in clinical settings and having 

the opportunities to enact what they have learned. 

 

9.5 Recommendations for Research 

 

9.5.1 Examining the usefulness to children of the ‘Children’s Experiential 

Procedural Learning Cycle’ model for children, parents and professionals.  

 

Mixed methods research is needed to explore the use and impact of the 

‘Children’s Experiential Procedural Learning Cycle’ model on children’s 

procedures. This would include gaining insight into the perceptions of children, 

parents and health professionals as well as the impact the application of the 

model has on procedural practice.  

 

9.5.2 Exploring the influence of specific long-term conditions on 

children’s learning from their experiences.  

 

Research could focus on the ways in which children with specific long-term 

conditions cared for within different clinical specialities (e.g. oncology, 
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rheumatology) learn from repeated clinical experiences. This could focus on what 

different phases of the cycle would look like if applied in clinical practice 

 

9.5.3 Exploring the holding experiences of children outside of acute 

hospital settings. 

 

Qualitative research is required to explore the procedural experiences of children 

with both acute and long-term conditions outside of hospital settings such as in 

children’s hospices, primary care settings such as walk-in centres, dentists, 

general practice and health visiting services as well as care delivered in children’s 

homes. 

 

9.5.4 Researching the holding experiences of children without long term 

conditions. 

 

Further work is important to examine the process of procedural learning in 

children who were not part of this study, such as children without long term 

conditions, non-verbal children and non-English speaking children. 

 

9.6 Conclusion  

 

In this thesis, I have demonstrated that I have met the aims and objectives of the 

study which were to explore the perceptions and experiences of children with long 

term conditions of being held for clinical procedures in acute care settings. In this 

conclusion I will summarise the thesis by considering the literature, methodology 

and methods I adopted, followed by what I learned and how these findings have 

value in in informing clinical practice. I will conclude with the limitations of the 

study. 

 

I used an integrative review method to identify empirical evidence relating to 

children’s procedural holding in acute clinical settings. This method was very 

useful in supporting me as a novice researcher to locate and consider the 

evidence base. The literature describes a lack of consensus relating to terms 

used for holding children, and conflicting evidence about the role of health care 

training on the practice of holding children for procedures in clinical settings. 

Alongside the lack of consensus there is also an absence of professional 
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guidance and support across a range of health care professions. Literature 

suggests that holding is often viewed by professionals as inevitable, especially 

with younger children, and that children’s physical safety is considered of high 

importance regardless of the levels of children’s expressions of distress or 

dissent. The importance of children’s psychological safety is under reported in 

literature. The current evidence is dominated by the perspectives and 

experiences of parents and health care professionals with children’s perspectives 

lacking.  

 

I adopted social constructionism as a philosophical paradigm as it aims to 

understand lived experiences from the point of view of those who live them. This 

paradigm encouraged me to adopt child-centred methods and approaches to 

seek a child’s eye view of their experiences and embrace their abilities and 

agency. The research design was carefully constructed to empower children to 

express their perspectives through semi-structured interviews which children 

could choose to augment with their choice of two arts-based activities.  

Much of my research design was informed through engagement with 

stakeholders with expertise. A Children’s Advisory Group informed the choice of 

materials and the study objectives. Parents and a primary school teacher 

supported my understanding of the fitness for purpose of the research 

documentation.  

 

The findings of my study reflect the aims and objectives of the study. Children 

expressed that where they felt a sense of certainty and an ability to predict events 

during a procedure that this enhanced their sense of safety. However, where they 

felt uncertainty this contributed to a greater sense of anxiety and distress. 

Children learned across multiple procedures what would happen, who to trust, 

and that at times they would be listened to and at other times their agency would 

be overlooked. Feeling listened to and having choices in their care was valued 

by the children and contributed to their sense of safety within procedures.  

 

The findings highlight how children with long term conditions construct knowledge 

and understanding through their experiences of multiple procedures and this 

learning influences and informs future experiences. Children demonstrated clear 

knowledge and understandings of their individual and preferred ways of coping 
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with procedures and associated holding. This expertise was inconsistently 

recognised and supported by health care professionals and parents.  

 

Considering the findings alongside theories of learning and, specifically, an 

amended version of Kolb’s (1984) model of experiential learning highlighted how 

even young children, could describe their experiences, had the ability to express 

their thoughts and feelings about what happened to them and drew 

understanding from these cognitive processes to inform revised mental 

constructions of what they learned. The final phase of Kolb’s model involved 

children trying out their new understandings in the real world, using and applying 

what they had learned before, during and after procedures. However, in many 

cases this was described as interrupted and/or facilitated by the adults involved 

in their procedures.  

 

And finally, as with any study that has children at its heart and which respects 

children’s agency and wisdom, the concluding words of this thesis are from a 

child. Darryl Dixon, aged 12 years sums up pretty much everything I have 

learned, and one of the most important messages from six years of undertaking 

my PhD;  

 

“Well it has to be done doesn’t it? But not always like that”. 
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Appendix 2: Data extraction chart (ordered chronologically oldest to newest) 

 

Author/s 
Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

Selekman 
& Snyder 
 
1995 
 
USA 

To describe 
the 
perceptions of 
pediatric 
nurses about 
restraint use 
with children. 

Design 
 
Descriptive 
survey. 
 
Data Collection  
 
Questionnaire 
using closed 
questions 
measured by a 
Likert rating 
scale. 

Practical nurses 
and RN’s 
 
Eight hospitals 
including general 
paediatric 
hospitals (n=2), 
paediatric units 
within a DGH 
(n=2), paediatric 
rehabilitation 
hospitals (n=2) 
and paediatric 
psychiatric units 
(n=2).  
 
60 respondents 
(response rate 
ranged from 5%-
58% across 4 
settings)  

The clinical setting influenced the perceptions 
of the need for restraint. Nurses working in 
psychiatric and rehabilitation settings perceived 
more need for restraint in their practice than did 
nurses working in hospital settings.  
 
The age of the child influenced nurse’s decision 
making to use restraint, with younger children 
seen as more likely to require restraint.  
 
The setting influenced nurse’s rationale for use 
of restraint or alternatives to it. 

Limitations 
 
The poor response 
rates in some settings 
(n=5.7%) may have 
influenced the findings 
of the study. 

Strengths 
 
Piloting of the 
data collection 
tool.  
 
Other 
 
Difficult to assess 
the quality of the 
questionnaire as it 
was not provided.  
 
Open ended 
questions asked 
nurses to list their 
reasons for using 
restraints but not 
what informed 
these decisions.  
 
 

Robinson 
& Collier 
 
1997 
 
UK 

To explore 
staff attitudes 
of holding 
children still.  
 
To examine 
the prevalence 
of holding, and 
the perceived 

Design 
 
Mixed methods 
 
Data Collection 
 
Anonymous 
questionnaire 
using tick box 

Nurses working in 
two different 
paediatric hospital 
settings.  
 
 
153 participants 
(40% response 
rate) 

The nature of a procedures influenced nurses’ 
reported views about the frequency and 
necessity of holding.  
 
The primary rationale for holding related to the 
necessity of the procedure and children’s 
safety. 

Limitations 
 
None stated 

Strengths 
 
The study 
attempted to 
capture all nurses 
working in the 
sample frame to 
effectively 
represent the 
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Author/s 
Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

necessity 
amongst 
nurses.  

and open-ended 
questions, and 
vignettes. 

 
 

A child’s age was influential in nurses’ decision 
making. Younger children were perceived to 
need holding more often than older children.  
 
Nurses were uncertain about legal issues in 
relation to holding and only 16% (n=24) had 
received training in clinical holding.  

widest range of 
views.  
 
Other 
 
There is a lack of 
clarity of the 
reporting of the 
settings, 
(unknown 
services and 
number of 
settings). 
 
There is a lack of 
clarity in the 
reporting of 
respondents 
(unknown if the 
term nurses 
indicates 
registered general 
nurses, registered 
children’s nurses, 
support workers 
or student 
nurses).  
 
Lack of detail 
about research 
design and 
methodology.  

Stacey et 
al 
 

To explore of 
usual sedation 
practices and 

Design 
 
Quantitative 

Consultant 
Intensivists 
(n=11); registrar 

38% (n=9) of PICU’s in the study routinely using 
restraint to prevent treatment interference.  
 

Limitations 
 
None stated 

Strengths 
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Author/s 
Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

2000 
 
UK 

prevalence of 
physical 
restraint in 
PICU’s in the 
UK. 

 
Data Collection 
 
Telephone 
survey 

(n=8); Senior 
House Officer 
(n=1); senior 
nurse (n=4) 
 
PICU’s in UK  
 
24 responses 
(100% response 
rate)  

58% (n=14) of PICU’s routinely assess a 
sedation score, but 38% (n=9) used this to 
influence sedation requirements of individual 
children.  
 
Opioids and benzodiazepines were the most 
commonly used form of sedation. 
 

High response 
rate enables a 
national picture to 
be described. 
 
Other 
 
Lack of clarity in 
the reporting of 
the study design 
or the data 
collection tool.  
 

McGrath et 
al 
 
(Paper 1) 
 
2002 
 
Australia 

To understand 
the psycho-
social aspects 
of treatment 
for childhood 
Acute 
Lymphoblastic 
Leukaemia 
(ALL) 
 
 
 
To explore the 
experience of 
children’s ALL 
treatment from 
the 
perspective of 
parents. 

Design 
 
Qualitative 
longitudinal 
design. 
 
Data Collection 
 
Open ended 
interviews at two 
points across the 
first year of 
treatment. 

Parents of 
children (9 months 
to 10 years) with 
ALL. 
 
Paediatric 
oncology unit in 
two tertiary care 
settings. 
 
2 mothers, 4 
fathers.  
 
 

Parent’s welcomed being able to take part in 
holding their child but found this distressing, 
which was exacerbated by repeated episodes 
of holding their child. Some parents reported 
feeling obligated to participate in holding their 
child.  
 
Parents experienced difficulty handling their 
child’s distress but reported the development of 
strategies, including preventative strategies, 
through repeated exposure to involvement in 
holding episodes.  
 
Parents reported that mothers participate in 
holding their child for procedures more than 
fathers and are less affected by the involvement 
than fathers.  
 
Both mother’s and father’s report a negative 
influence of their involvement in holding on their 
relationship with their child.   

Limitations 
 
None stated 

Strengths 
 
This study 
collected data 
from two tertiary 
care settings 
which added to 
the rigour of the 
study avoiding the 
influence of 
cultural bias. 
 
Other 
 
The paper 
included only 
minimal details 
about nature of 
the interviews.  
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Author/s 
Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

McGrath & 
Huff 
 
(Paper 2) 
 
2003 
 
Australia 

To understand 
the psycho-
social aspects 
of treatment 
for childhood  
ALL 
 
 
 
Exploration of 
father’s 
experiences of 
restraining 
their child for 
treatment in 
oncology 
settings.  

Design 
 
Qualitative 
longitudinal 
design. 
 
Data Collection 
 
Open ended 
interview 

Fathers of 
children (9 months 
to 10 years) with 
ALL. 
 
Paediatric 
oncology unit in 
two tertiary care 
settings. 
 
4 fathers.  
 

Father’s found their child’s hospital admission 
challenging. 
 
Fathers found witnessing their child’s treatment 
distressing and adopted a role of advocate.  
 
Fathers considered themselves better able to 
cope with and participate in treatment and 
holding than female partners.  
 
Fathers felt a tension between supporting their 
children and setting boundaries for behavior 
and associated this with male roles. 
 
  

Limitations 
 
None stated 

Strengths 
 
This study 
collected data 
from two tertiary 
care settings 
which can reduce 
the influence of 
cultural bias. 
 
Other 
 
Further clarity is 
required around 
the nature of the 
interviews.  
 
It is unclear within 
the longitudinal 
design when the 
interviews took 
place. 
 
Lack of specificity 
about qualitative 
design. 
 
Some proxy 
reporting of 
father’s 
experiences by 
mothers in the 
findings.  
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Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

Snyder 
 
2004 
 
USA 

To explore 
and describe 
the 
intervention 
strategies of 
paediatric 
critical care 
nurses and 
parents to 
ensure the 
technical 
interface and 
avoid 
treatment 
interference 

Design 
 
Qualitative 
ethological 
 
Data Collection 
 
Observation of 
children 
 
Semi-structured 
interviews with 
children and their 
parents during 
PICU admission. 
 
Examination of 
health care 
records for 
evidence of 
patient reaction 
to technological 
devices and staff 
responses. 

Children aged 3-6 
years (n=18) 
Parents of eligible 
children. 
 
PICU within a 
children’s hospital.  
 
 

Twelve of 18 children attempted treatment 
interference.  
 
Parents used physiological, psychosocial and 
manual restraint with their children. Nurses 
used these strategies (including wristlets and 
anklets) and also used activities for distraction 
and environmental restraint such as wrapping 
of equipment.  
 

Limitations 
 
None stated.  

Strengths 
 
Clear explanation 
of the age range 
of the participant 
children. 
 
Other 
 
There is a lack of 
detail about the 
observations. The 
time taken and 
structure of the 
observations are 
unclear.  
 
The purpose of 
the health care 
record review is 
unclear.  
 
Some children 
has clear recall of 
being restrained. 
 
It is unclear why 
nurses were not 
interviewed given 
the stated aim of 
the study. 
 
It is unclear how 
many parents 
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Author/s 
Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

participated in the 
interviews. 

Graham & 
Hardy 
 
2004 
 
UK 

To describe 
restraint use of 
children in 
radiography 
settings.  

Design 
 
Mixed methods 
cross sectional 
survey 
 
Data Collection 
 
Postal 
questionnaire 
 

Registered 
Radiographers 
(n=139) 83% 
response rate. 
 
Six hospitals 
 
 

93% (n=130) of respondents reported that 
restraint was used with children having x-ray 
exam.  
 
19% (n=25) of respondents had received 
training in restraining children, and 8%(n=11)  in 
distraction as an alternative to restraint.   
 
73% (n=74) indicated a need for guidelines, and 
84% (n=110) indicated a need for training on 
restraining children. 

Limitations 
 
None stated. 

Strengths 
 
The questionnaire 
is included in the 
paper for 
appraisal. 
 
The questionnaire 
was subject to 
pilot. 
 
Other 
The questionnaire 
was not piloted 
nor a validated 
tool.  

Ofoegbu & 
Playfor 
 
2005 
 
UK 

Explore the 
practice of 
physical 
restraint in 
paediatric 
intensive care 
settings 

Design 
 
Cross sectional 
survey 
 
Data Collection 
 
Postal 
questionnaire 
with open and 
closed questions. 

A representative 
health care 
professional at 
every PICU facility 
in the UK (n=28) 
response rate of 
88% 
 
 

68% (n=19) of health care professionals on 
PICU reported that physical restraint was 
applied to children using manual holding, 
splinting of limbs and swaddling techniques.  
 
Health care professionals reported that none of 
the units obtained written consent, but 53% 
(n=15)  gained verbal consent, although it was 
unclear if this was from the parent or child.  

Limitations 
 
None stated 

Strengths 
 
The sample 
represented 
practice across 
the UK. 
 
Other 
 
The reporting is 
not clear whether 
the questionnaire 
was anonymised. 
 
Only minimal 
details provided 
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Author/s 
Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

about the study 
design.  
 
It is unclear who 
completed the 
questionnaire on 
behalf of each 
unit.  
 
  

Lewis et al 
 
2007 
 
USA 

To explore the 
experience of 
paediatric 
anaesthetists 
of restraining 
children pre 
anaesthesia. 
 
 

Design 
 
Mixed methods 
survey: closed 
questions and 
vignette 
 
Data Collection 
 
Anonymised 
postal 
questionnaire 
containing 
structured 
response, open-
ended questions 
and use of a 
vignette. 

Paediatric 
anaesthetists 
n=463 of a 
random sample of 
852 (57%) from 
the 1461 eligible 
paediatric 
anaesthetists  
 
 

9% (n=41) of respondents had cancelled one or 
more cases for child refusal in the previous year 
and 45% (n=196) over a career respectively.  
 
44% (n=194) used restraint in the majority of 
induction of <1 year old, and 2% (n=8)in 
children >11 years.  
 
Respondents were less comfortable with 
restraint in older children and less likely to 
proceed with induction. Twelve years was the 
median age when respondents stated they 
would respect the child’s refusal to proceed.  

Limitations 
 
Response rate was 
57% 
 
Respondents restricted 
to the Society of 
Pediatric Anesthesia 
and may not represent 
the whole population of 
US anaesthetists.  
 
Qualitative data 
interpretation open to 
bias.  
Respondent 
interpretation of 
terminology may 
influence findings. 
  

Strengths 
 
Strong sample 
population as 
75% practiced in 
a paediatric or 
teaching hospital 
& 59% stated 
their practice 
was >75% 
paediatric. 
 
 
Other 
 
Insufficient detail 
about how open-
ended response 
data were 
managed.  
 
 
Limited findings in 
relation to the 
study aim of 
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Author/s 
Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

techniques used 
for anaesthetising 
reluctant children. 
 

Sparks et 
al  
 
2007 
 
USA 

To explore the 
effectiveness 
of parents 
holding their 
children 
upright rather 
than supine for 
IV insertion.  

Design 
 
Randomised 
Controlled Trial.  
Children 
allocated to two 
different 
positions. 
 
Data Collection 
 
Observation 
using video 
recorded 
procedures and a 
validated 
observation of 
distress score.  
 
Parental 
satisfaction was 
measured using 
a validated 
questionnaire.   
 
Nurse 
satisfaction score 
using a Likert 
scale. 

Children (aged 9 
months to 4 
years) & parents. 
 
Paediatric 
emergency room 
in a tertiary care 
children’s hospital.  
 
118 subjects 
undergoing IV 
insertion.  

Children were less distressed and parents more 
satisfied with upright rather than supine 
positioning when children require IV insertion.  
 
The upright position did not significantly alter 
the requirement for reinsertion attempts.  

Limitations 
 
Narrow age range 
studied restricts the 
generalisability of the 
findings.  
 
 

Strengths 
 
Distress score 
and parental 
satisfaction score 
were validated. 
 
Other 
 
Children in the 
supine position 
were held by staff 
and therefore 
conclusions 
cannot be drawn 
on the influence 
of the positioning.  
 
Children’s 
perspectives 
could have been 
included in this 
study.  
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Author/s 
Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

Demir  
 
2007 
 
Turkey 

To explore 
paediatric 
nurses’ ideas 
and attitudes 
towards 
physical 
restraint in 
Turkey. 

Design 
 
Descriptive, 
analytical cross 
section design 
 
Data Collection 
 
Face to face 
interview using a 
questionnaire 
with open ended 
questions. 

Children’s nurses 
(n=21) 91% 
response rate. 
 
The nurses were 
from 17 paediatric 
medical, surgical, 
and ICU wards 
across 4 
secondary care 
hospitals.  
 
 

The questionnaire indicated that staffing 
shortages increased the use of restraint.  
 
Incidence of restraint was influenced by the 
experience of the nurse in charge. With 
inexperience increasing rates of restraint use.  
 
59% (n=71) of respondents self-reported use of 
alternatives to restraint, but these were not 
identified.  
 
Mechanical wrist and ankle restraint were most 
commonly applied to children.  
 
The nurses reported that they did not seek or 
receive verbal or written consent from children 
or their parents for restraint. 
 
25% (n=30) of nurses report physical 
complications (such as joint contracture, 
oedema & cyanosis from wrist restraint and 
ecchymosis and laceration from wrist and ankle 
restraint) as a result of restraint.  

Limitations 
 
Limitations of self-
report method. 

Strengths 
 
Data was 
collected across 
four sites in one 
large city 
potentially 
capturing a 
variety of 
specialisms and 
setting cultures 
potentially 
improves 
generalisability. 
 
Other 
 
In three hospital 
sites the response 
rate was 100% 
which captures 
the whole sample 
frame.  
 
Data collection 
tool was piloted.   

Alexander 
et al 
 
2010 
 
Ireland 

To explore the 
attitudes of 
carers to the 
physical 
restraint of 
their child 
during 
induction of 
anaesthesia.  

Design 
 
Mixed methods: 
questionnaire 
using closed and 
open responses. 
 
Data Collection 
 

Parents of 
children aged 1-
16 years (n=889) 
89% response 
rate. 
 
Tertiary care 
children’s hospital 
 

Parents expressed dissatisfaction with restraint 
of their child for anaesthesia.  
 
62% (n=551) of parents would opt for sedation 
for their child if it were offered to avoid restraint.  
 
Parents report feelings of guilt following 
participation in restraint.  

Limitations 
 
Small sample 
 
Weak data collection 
method.  
 
 

Strengths 
 
High response 
rate of 89% 
 
Other 
 
The quality of the 
questionnaire is 
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Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

 
 

Paper 
questionnaire 

 difficult to assess 
as it was locally 
developed and 
not validated. 
 
It is unclear why 
children aged 
under one year 
were excluded 
from this study.  
 
Only parents of 
children receiving 
day surgery care 
were included in 
this study. A wider 
sample frame to 
include non-
elective surgery 
would have 
addressed the 
research aim 
better. 
 
  

Homer & 
Bass 
 
2010 
 
UK 

To gain a 
consensus 
amongst 
paediatric 
anaesthetists 
on what 
constitutes 
acceptable 
and 
unacceptable 

Design 
 
Mixed methods 
online survey 
 
Data Collection 
 
Online 
questionnaire 
using structured 

Members of the 
Association of 
Paediatric 
Anaesthetists of 
Great Britain and 
Ireland.  
 
N/A 

Paediatric anaesthetists reported use of 
restraint declines with increasing child age.  
 
Distraction is reported as frequently employed 
with children under the age of 6 years.  
 
Decisions about restraint are reported as 
influenced by the urgency of the procedure, 
developmental delay and pre-operative 
discussion.  

Limitations 
 
The response rate of 
52% may limit 
representativeness  
 
Survey tool was not 
validated. 
 

Strengths 
 
The questionnaire 
is included in the 
paper for 
appraisal 
 
 
Other 
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Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

practice of 
physical 
restraint of 
children.  

and free text 
responses. 

310 responses 
(response rate of 
52%) 
 

 
Consensus was not achieved on what 
constitutes physical restraint and what degree 
of restraint is any, is acceptable. 
 

Terms for restraint 
were not clarified.  
 
 

The questionnaire 
was not piloted or 
validated.  

Crellin et al 
 
2011 
 
Australia 

To quantify the 
extent of 
restraint used 
and relate 
restraint used  
to procedure 
and patient 
age 

Design 
 
Quantitative 
prospective 
observational 
study 
 
Data Collection 
 
Observation 
using a locally 
developed 
clinical report 
form.  

Children aged 6 to 
42 months 
receiving 4 
identified clinical 
interventions (IV 
insertion n=33); 
NGT insertion 
n=30; inhaler via 
spacer n=33; O2 
saturation n=28) 
 
Paediatric 
Emergency 
Department in a 
tertiary care 
children’s hospital. 
 
124 children were 
observed. 
 

82% (n=102) of procedures were successful on 
the first attempt, 
 
Physical restraint was used in 72% (n=89) of 
observed procedures. 
 
All children undergoing IV and NGT insertion 
required restraint. 64% of children requiring 
inhaler via spacer (n=21/33) and 18% (n=5/28) 
of children requiring O2 saturation 
measurement required restraint.  
 
Greater force of restraint was reported NGT 
and IV insertion than inhaler via spacer 
application and O2 saturation.  
 
Restraint use diminished with age. 87% of 
children aged 6-18 months (n=41/47); 68% of 
children aged 18-30 months (n=28/41); 57% of 
children aged 30-42 months (n=20/35).  
 
 
 

Limitations 
 
Limitations were 
identified in relation to 
the variables which 
were not controlled, 
including the use of 
distraction and parental 
presence.  
Observation tool was 
not validated.  

Strengths 
 
Piloting of the 
data collection 
tool and video 
recording of the 
observations to 
moderate data 
collection.  
 
 
Other 
 
The age of the 
sample population 
limits the findings 
and limits 
application to 
practices across 
the setting.  
 
No reference to 
ethical 
governance of the 
study. 

Brenner 
 
2013 b 
 

To describe 
parent’s 
experiences of 
their child 

Design 
 
Qualitative 
design 

Parents (n=7; 4 
mothers; 3 
fathers) of 
children who had 

The parents disclosed feeling conflicted about 
their role in holding their child. 
 

Limitations 
 
Small number of 
participants.  

Strengths 
 
Lengthy 
interviews with 
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Author/s 
Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

Ireland being 
restricted for a 
clinical 
procedure.  

 
Data Collection 
 
Face to face 
semi structured 
interview. 
 

been held in the 
previous 2 years 
in hospital 
settings. 
 
 
 
 

The parents perceived staff as objectifying their 
child and being task focused. 
 
The parents wanted greater information about 
holding episodes. 

parents (60-90 
minutes) and 
appropriate 
design to meet 
the study aims.   
 
Other 
 
Minimal reporting 
of detail about the 
study design.  
 
Limited reporting 
of the hospital 
setting, such as 
secondary, 
tertiary or 
specialty care.  
 

Brenner et 
al  
 
2014 
 
Ireland 

To explore 
nurses’ 
perceptions of 
the practice of 
restricting a 
child for a 
clinical 
procedure. 
 
 

Design 
 
Qualitative 
design 
 
Data Collection 
 
Three focus 
groups 

Registered nurses 
(RN) (n=20) 17 
Children’s nurses; 
3 General nurses 
all with > 3 years 
post registration 
experience. 
including  
 
Tertiary care 
children’s hospital. 
 
 

Decision making on whether to hold a child or 
not is reported as being based upon 
characteristics of a child such as their age and 
perceptions of their cognitive ability.  
 
Some nurses reported that the restriction of 
movement is inevitable. 
 
The nurses discussed a lack of consistency of 
approach to the restriction of movement.   

Limitations 
 
None reported 

Strengths 
 
There is a 
detailed 
description of 
data analysis 
 
Other 
 
It is unclear why 
RN’s with < 3 
years post 
registration 
experience were 
excluded.  
 



 

275 

Author/s 
Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

It is not reported 
in the paper who 
moderated the 
focus groups 
which could be 
highly influential 
to the disclosures 
of the 
participants.  
 
It is unclear how 
current nurse 
manager’s clinical 
practice was to 
inform their 
participation. This 
is relevant as they 
were the largest 
group within the 
sample. 

Brenner et 
al  
 
2015 
 
Ireland 
 
 

To explore the 
practice of 
restricting a 
child’s 
movement in a 
hospital. 
 

Design 
 
Quantitative: 
factorial design 
 
Data Collection 
 
Paper 
questionnaire 
including 
interchangeable 
vignettes 
delivered via 
internal hospital 
post.   

Registered 
Nurses (n=166) 
including 
children’s and 
non-children’s 
trained. Response 
rate of 63% 
 
Tertiary care 
children’s hospital 
 
 

Nurses reported being more likely to restrict a 
child where they had training on safe holding, 
and when there was no play specialist 
available. 
 
Registered General Nurses reported being 
more likely to hold children than the nurses 
registered as Children’s Nurses.  
 
Requirement for IV cannulation and a child 
being less than five years of age was reported 
as increasing the likelihood of a child being 
held.  

Limitations 
 
Participant responses 
to the vignettes may 
reflect desired 
responses as opposed 
to their real life practice 
choices. 
 
Potential for vignette 
fatigue resulting in the 
less considered 
responses.  
 

Strengths 
 
Clear 
methodology. 
 
Other 
 
It is unclear how 
participants were 
recruited.  
 
The study may 
have benefitted 
from a mixed 
methods 
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Year 
Country 

Aim Design & Data 
Collection  

Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

approach 
including 
observation of 
practice.   
 
 
 

Bray et al 
 
2016 
 
UK 

To explore 
what happens 
when children 
undergo 
clinical 
procedures 
within cute 
hospital 
settings.   
 
 

Design 
 
Exploratory 
qualitative design 
guided by 
principles of 
Grounded 
Theory. 
 
Data Collection 
 
Semi-structured 
observation of 
clinical 
procedures. 
 
Semi structured 
interviews with 
children, parents 
and health 
professionals 
involved in the 
observed 
episodes. 

Health 
professionals, 
children (1-16 
years), and 
parents   
 
 
Tertiary care 
children’s hospital.  
 
31 Observations 
(n=31) 
Interviews (n=47; 
4 children; 21 
parents; 22 health 
professionals) 

Health professionals and parents followed two 
trajectories; Perseverance to complete the 
procedures in spite of the child’s dissent and 
perseverance to complete the procedure in a 
child centered way.  

Limitations 
 
Less interview data 
was collected from 
children than adults, 
and although this was 
explained this fact limits 
the extent to which the 
child’s perspective 
informs the findings. 

Strengths 
 
Diverse 
population of 
children in the 
sample. 
 
Other 
 
There is clarity of 
the research 
methodology and 
design. 
 
This study was 
undertaken in one 
hospital setting 
increasing the 
likelihood of 
cultural bias 
influencing 
findings. 
 

Kirwan & 
Coyne 
 

To explore 
nurses’ 
perceptions on 

Design 
 

Registered 
Children’s Nurses 

Restraint was reported by nurses to be a 
common practice.  
 

Limitations 
 

Strengths 
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Aim Design & Data 
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Population 
Setting 
Sample size 

Findings Author stated 
limitations 

Reviewer 
Comments 

2017 
 
Ireland 
 
 
 
 

restraint use in 
a children’s 
hospital. 

Quantitative 
survey 
 
Data Collection 
 
Quantitative 
questionnaire 
developed for 
this study. 

(n=50) response 
rate of 62% 
 
Two in patient 
wards, out-patient 
and emergency 
departments, and 
theatre within one 
children’s hospital. 

Children up to 4 years were reported as more 
likely to be held than older children.  
 
Nurses reported that restraint was most often 
used for IV cannulation, administering 
medication and to prevent treatment 
interference.  

Small sample size 
limits the 
generalizability of the 
findings.  
 
This study was 
confined to one setting 
increasing the 
likelihood of cultural 
bias influencing 
findings. 
 
Social desirability risk 
to responses.  
 
Quantitative approach 
may limit the scope of 
findings to reflect 
literature and not every 
relevant topic.  
 
Quantitative tool used 
was not validated.  

Clear justification 
for the study. 
 
 
Other 
 
No justification for 
choice of data 
collection 
settings. 
 
This study was 
undertaken in one 
hospital which 
increasing the 
likelihood of 
cultural bias 
influencing 
findings.  
 

Svendsen 
et al 
 
2017 
 
Norway 

To explore 
nurses’ and 
physicians 
perspectives 
on, and 
reasoning 
about the use 
of restraint 
during medical 
procedures on 
newly 
admitted pre-

Design 
 
Explorative 
qualitative design 
 
Data Collection 
 
Face to face 
semi structured 
interviews.  

Health 
professionals 
included nurses 
(n=8); physicians 
(n=7).  
 
Secondary care 
setting of 
children’s unit. 
 
 
 

Findings identify disparate views on the 
definitions and use of restraint in 3-5 year olds. 
 
Two main findings: 
 
Ways to limit the use of physical restraint and 
its negative consequences. Professionals self-
reported investment of time to prepare the child 
for the sensory experience and sequencing of 
steps of the procedure.  
 

Limitations 
 
The main researcher 
was a paediatric nurse 
and this was felt to 
carry the potential to 
influence the data 
through unknown 
power differentials with 
nurse respondents.  
 

Strengths 
Clear 
methodology 
 
 
Other 
 
Data analysis is 
described but not 
explicitly aligned 
to a framework.  
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Year 
Country 

Aim Design & Data 
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Setting 
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Findings Author stated 
limitations 

Reviewer 
Comments 

schoolers in 
somatic 
hospital care 

 Health care professionals’ experiences with the 
role of parents and their influence on restraint.  
(Parents emotional responses to their children’s 
restraint was felt to influence children’s 
behavior positively and negatively.) 

The challenging nature 
of the topic was stated 
as potentially 
influencing the 
recruitment of the 
sample.  

Limited use of 
direct quotations 
to support the 
interpretation of 
data and support 
credibility of the 
findings.  
 
Inclusion and 
exclusion criteria 
are not justified. 
 
Findings are 
restricted to one 
clinical procedure, 
peripheral venous 
cannula insertion.   

Bray et al 
 
2018 (a) 
 
UK 
 
New 
Zealand 
 
Australia 

To explore the 
international 
perspectives 
on how health 
professionals 
report their 
views on the 
holding of 
children for 
clinical 
procedures.  
 

Design 
 
Mixed methods: 
self -
administered 
electronic 
questionnaire. 
 
Data Collection 
 
Mixed methods 
online 
questionnaire 
using open and 
closed questions 
and three 
vignettes 

Health 
professionals 
(n=712) included 
radiographers, 
radiologists, 
technicians, play 
specialists, nurses 
and doctors 
identified through 
network and 
snowball 
sampling. 
 
Variety of settings 
globally 
 
 

Widespread reported use of distraction of 
children to avoid the requirement of holding. 
 
Primacy of the belief that speed of completion 
was important, and in the child’s best interests.  
 
 
Health professionals reported that they could 
experience difficulty in balancing different 
agendas, rights and priorities during holding 
episodes.   

Limitations 
 
None stated 

Strengths 
 
Effective use of 
vignette. 
 
 
Other 
 
Use of network 
and snowball 
sampling does not 
allow clarity for 
the consideration 
of the relevancy 
of participants 
experience, or 
qualifications. 
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Setting 
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Findings Author stated 
limitations 

Reviewer 
Comments 

 

Bray et al  
 
2018 (b)  
 
UK 
 
Australia 
 
New 
Zealand.  

To explore 
holding 
children for 
procedures  

Design 
 
Mixed methods: 
self-administered 
electronic 
questionnaire. 
This paper 
reports on the 
quantitative data. 
 
Data Collection 
 
Questionnaire 
using Likert 
rating scale and 
dichotomous 
questions. 
 
 
 
 
  

Health 
professionals 
included 
radiographers, 
radiologists, 
technicians, play 
specialists, nurses 
and doctors 
(n=872). 
 
Variety of settings 
globally 
 
 

This paper reports on the quantitative data.  
 
81% (n=697) of respondents reported that 
children were held still quite or very often. 
 
Holding children still for procedures was 
reported from all participating countries. Holding 
was reported as being influenced by training, 
access to guidance, country of practice and 
profession.  
 
15% (n=118) respondents reported that 
children’s permission and parental consent is 
often not sought prior to holding. Where such 
permissions were obtained the likelihood of 
holding taking place was reported as reduced. 
 
 

Limitations 
 
The questionnaire did 
not identify the level of 
force involved in the 
reporting of holding 
children. 
 
Non-probability 
sampling has the 
potential for bias. 

Strengths 
 
Appropriate 
analysis of data. 
 
Other 
 
Unclear how 
respondents were 
required to be 
working in 
settings where 
children were 
held, but were 
defined as 
academics.  
 
International 
perspective 
reflects developed 
world only. 

Lombart et 
al 
 
2019 
 
France 

To validate the 
metrological 
criteria of a 
scale 
measuring the 
intensity of 
restraint, the 
Procedural 
Restraint 
Intensity in 

Design 
 
Quantitative 
 
 
Data Collection 
 
PRIC scale 
performance 
scored by 
watching video 

Nurses (n=4); 
physicians (n=2) 
and Paediatric 
Registrar (n=1)  
 
Tertiary Care 
Children’s 
hospital.  

The PRIC scale validated to measure intensity 
of physical restraint in children during clinical 
procedures in a reliable and reproducible way, 
although with some limitations.  

 Limitations 
 
An absence of a gold 
standard for the 
construct validity of the 
intensity of force. 
 
Validation was limited 
to experimental setting 
and not real world.  

Strengths 
 
Re-evaluation of 
scoring added to 
the rigour of this 
study. 
 
Other 
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Reviewer 
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Children 
(PRIC) scale.  

recordings of 
holding episodes 
(n=20) compared 
with Numercial 
Rating Scale 
scores.  

This scale needs 
to be validated in 
clinical practice.  
 
This is the first 
tool to measure 
intensity of 
physical restraint.  
 

Lombart et 
al 
 
2020 
 
France 

To explore the 
perspectives 
and 
behaviours of 
healthcare 
professionals 
toward forceful 
physical 
restraint in 
pediatric care.   

Design 
 
Qualitative 
ethnographic 
 
Data Collection 
 
Focus groups 
(n=5) 

Nurses, hospital 
aids, 
physiotherapists, 
health care 
educators. 
 
30 participants 
(all female) 
 
Paediatric wards 
and emergency 
departments (n=5) 
Across 4 
secondary care 
hospitals. 

Restraint remains common despite its 
contradiction with the duty to protect the child 
and the child’s rights. 
 
Four themes identified: 
 

1. A regrettable paradox which is often 
uncontested. This theme relates to 
professional sense of obligation to 
complete the procedure. 

 
2. From a taboo term to a feeling of 

unease. These theme highlights 
professionals’ feelings of guilt and 
aversion to the term.  

 
3. Constraints which allow the use of 

force. This theme relates to the 
justification for restraint.  

 
4. A laborious practice that results in the 

child being forgotten during the care 
procedure. This theme refers to the 
hierarchy of priorities which favours 
completion of procedures.  

Limitations 
 
All female participants 
preclude the views of 
male care givers.  
 
The limitations of 
transcription may 
influence the meanings 
and cultural 
associations of 
findings.  
 
Observation of practice 
would have been 
beneficial to this study 
design.  

Strengths 
 
Very thorough 
justification for the 
adoption of the 
ethnographic 
approach taken.  
 
Thorough 
description of the 
data analysis 
process. 
 
Clear evidence of 
interpretation of 
themes using rich 
direct quotation.  
 
Inclusion of 
participants 
actively in 
practice adds to 
the rigour. 
 
 
Other 
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Data were 
collected seven 
years prior to 
publication which 
could be limiting 
as practice 
development may 
have moved 
ahead of the 
published 
findings.  
 
Inclusion of a 
broad range of 
roles, some of 
which were 
unclear and 
unjustified.  

Svendsen 
& Bjork 
 
2021 
 
Norway 

To explore 
health care 
professionals’ 
responses to 
pre-school 
children’s 
resistance 
during medical 
procedures.  

Design 
 
Qualitative 
explorative study 
 
Data Collection 
 
Video recordings 
of clinical 
procedures.  

Health 
professionals 
included nurses 
(n=8); physicians 
(n=7), parents 
(n=8) and children 
(n=6) aged 3-5 
years.  
 
Secondary care 
setting of 
children’s unit. 
 
6 observations in 
total 
 

Health professionals adopted four main 
responses to children’s resistance to attempts 
to site intra-venous cannula: 

• responses to acknowledge the child 

• responses to distract the child 

• responses to persuade the child and 

• responses to reject the child. 
 
 
Distraction was the most commonly adopted 
response. Persuasion, rejecting and 
acknowledging the child’s distress were also 
adopted.  
 

Limitations 
 
Small sample size.  

Strengths 
 
Use of video 
recordings for 
data collection 
allows for 
consensus of 
analysis. 
 
Other 
 
There is no 
justification for the 
inclusion and 
exclusion criteria 
for the age range 
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Children were held by their arms, legs and 
torso.  

of children in this 
study. Nor is there 
justification for the 
restrictions of 
inclusion to 
children with no 
more than three 
admissions to 
hospital and a 
maximum of 14 
day stay.   
 
Approach to data 
analysis is 
unclear.  
 
Parents were 
asked to interpret 
their child’s 
assent to 
participation.   
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Appendix 3: Mixed Methods Appraisal Tool (MMAT) Synthesis Table (ordered 
chronologically within each domain) 

 

Author Screening 
Questions 
 

Criteria specific to study design 

Qualitative Criteria 
 

Author 
Year 

1.Clear research 
questions or 
aims/objectives? 

2.Does data 
address 
research 
questions? 

3.Is qualitative 
approach 
appropriate? 

4.Are qualitative 
data collection 
methods 
adequate? 

5.Are findings 
adequately 
derived from the 
data? 

6.Interpretation of 
results 
substantiated by 
the data? 

7.Is there 
coherence across 
all stages of the 
study? 

McGrath et 
al 
 
2002 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

McGrath & 
Huff 
 
2003 

 
Yes 

 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes  

Snyder  
 
2004 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

Brenner et 
al 
 
2013b 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

Brenner et 
al 
 
2014 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

Bray et al        
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2016 

Yes Yes Yes Yes Yes Yes Yes 

Svendsen 
et al 
 
2017 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

Bray et al 
 
2018a 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

Lombart et 
al 
 
2020 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

Svendsen 
& Bjork 
 
2021 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

Quantitative non-randomised data 
 

Author 
Year 
 

Clear research 
questions or 
aims/objectives? 

Does data 
address 
research 
questions? 

Are participants 
representative 
of sample 
population?  

Are 
measurements 
appropriate? 

Are there 
complete 
outcome data? 

Are confounders 
accounted for in 
the 
design/analysis? 

Is intervention or 
exposure as 
intended? 

Quantitative randomized controlled trial criteria 
 

Author 
Year 
 

Clear research 
questions or 
aims/objectives? 

Does data 
address 
research 
questions? 

Is 
randomization 
appropriately 
performed?  

Are the groups 
comparable at 
baseline? 
 

Are there 
complete 
outcome data?  

Are outcome 
assessors blinded 
to the intervention 
provided?  

Did the participants 
adhere to the 
assigned 
intervention?  
 

Sparks et al 
 
2007 

 
Yes 

 

 
Yes 

 

 
Can’t tell 

 

 
Yes 

 
Yes 

 
No 

 
Yes 

Quantitative descriptive criteria 
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Author 
Year 
 

Clear research 
questions or 
aims/objectives? 

Does data 
address 
research 
questions? 

Is sampling 
strategy 
relevant? 

Is sample 
representative of 
the target 
population? 

Are 
measurements 
appropriate? 

Is risk of 
nonresponse bias 
low? 

Is statistical 
analysis 
appropriate? 

Robinson & 
Collier 
 
1995 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
No 

 
Yes 

Selekman 
& Snyder 
 
1995 

 
Yes 

 
Yes 

 
No 

 
Yes 

 
Yes 

 
No 

 
Yes 

Stacey et al 
 
2000 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
No 

 
Yes 

Graham & 
Hardy  
 
2004 

 
Yes 

 
Yes 

 
No 

 
Yes 

 
Yes 

 
Can’t tell 

 
Yes 

Ofoegbu & 
Playfor 
 
2005 

 
Yes 

 
Can’t tell 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Can’t tell 

Demir 
 
2007 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Can’t tell 

 
Yes 

Lewis et al 
 
2007 

 
Yes  

 
Yes 

 
Yes 

 
Can’t tell 

 
Yes 

 
Can’t tell 

 
Yes 

Crellin et al 
 
2007 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 
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Homer & 
Bass 
 
2010 

 
Yes 

 
Yes 

 
Yes 

 
Can’t tell 

 
Yes 

 
Can’t tell 

 
Yes 

Alexander 
et al 
 
2010 

 
Yes 

 
No 

 
No 

 
Yes 

 
Yes 

 
No 

 
Yes 

Brenner et 
al 
 
2015 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

Kirwan & 
Coyne 
 
2017 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Yes 

 
Can’t tell 

 
Yes 

Bray et al 
 
2018b 

 
Yes 

 
Yes 

 
Yes 

 
Can’t tell 

 
Yes 

 
Can’t tell 

 
Yes 

Lombart et 
al 
 
2019 

 
Yes  

 
Yes 

Can’t tell Can’t tell 
 

Can’t tell Yes 
 

 
Yes  

Mixed methods criteria 
 

Author 
Year 
 

Clear research 
questions or 
aims/objectives? 

Does data 
address 
research 
questions? 

Is there an 
adequate 
rationale for 
using mixed 
methods? 

Are different 
study 
components 
integrated? 

Are the outputs 
of integration 
adequately 
interpreted?  

Are 
inconsistencies 
results 
addressed? 

Are quality criteria 
adhered to? 
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Appendix 4: Recruitment Flowchart 
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Appendix 5: Interview Schedule for Children 
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Appendix 6: FREC Approval 
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Appendix 7: NRES Approval 
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Appendix 8: Letter of Access for Research (Alder Hey) 
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Appendix 9: Royal Preston Hospital proof of permission 
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Appendix 10: NRES amendment letter 
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Appendix 11: Information Sheet for children aged 4-6 
years 
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Appendix 12: Information Sheet for children aged 7-12 
years 
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Appendix 13: Assent Form for children aged 4-6 years 
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Appendix 14: Assent Form for children aged 7-12 years 
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Appendix 15: Information Sheet for Parents & Carers 
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Appendix 16: Consent form for parents and carers to 
agree for their child to participate in interview and/or arts 
& play based research activities 
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Appendix 17: Research Psychological Concerns Protocol 

 Concern Psychological, emotional, health, wellbeing, risk 

Action 
Obtain participant’s GP contact 
details at beginning of research 

Experiencing low 
mood/anxiety/struggling with 

emotions 

Immediate harm/risk 
Self-harm, threat to/by participant, risk to 

parent/child/researcher 

On-going abuse 
Drug, alcohol, neglect, physical, 

financial, sexual 

Immediate 
If concern noted at time of 
research intervention 

Share concern with participant & 
elicit more information 
▪ How are you managing this? 
▪ Do you have support? 
▪ Have you been to see your GP? 
▪ Have you thought about support 

groups? 
 

If child/young person discuss 
confidentiality & whether they want to 
share with parents 
 
Advise to see GP 

Ensure participant/researcher/family safety 
▪ Emergency services  
▪ Advise to attend A&E if participant 

feels at risk 
▪ OR researcher to contact GP on 

participants behalf 
 
Share concern with participant & elicit 
further information 
▪ only if this will not exacerbate 

situation/put participant at risk of 
further harm 

Share concern with participant  
▪ only if this will not exacerbate 

situation/put participant at risk of 
further harm 

▪ Advise to attend A&E if 
participant feels at risk 

▪ OR researcher to contact GP on 
participants behalf 
 

After concern 
Or if concern noted upon reflection  

Inform chief/principal investigator 
▪ Discussion within research team 
▪ Contact Psych services for 

further discussion/advice if 
required ext 2586 

Inform chief/principal investigator 
▪ Discussion within research team 
▪ Contact Psych services for further 

discussion/advice if required ext 2586 

Inform chief/principal investigator 
▪ Discussion within research team 
▪ Contact Psych services for 

further discussion/advice if 
required ext 2586 

Follow up 
Hospital procedure 
Research documentation 

▪ Send/give general health & 
wellbeing leaflet 

▪ Support group & charity contact 
details 

▪ Agency contacts 

Trust safeguarding policy 
▪ Rainbow centre ext 2609 
▪ Info to named nurse for safeguarding 

via meditech 
Crisis numbers/agency contacts to person 
at risk/family 

Trust safeguarding policy 
▪ Rainbow centre ext 2609 
▪ Info to named nurse for 

safeguarding via meditech 
Crisis numbers/agency contacts to 
person at risk/family 

Document actions taken    

 


