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Abstract

Background

Parent-infant relationships have a significant impact on children’s health outcomes. Despite 

growing evidence that parenting interventions designed to improve parent-infant relationships 

can be effective, there is less information about what makes parenting interventions meaningful 

and helpful to parents, and what barriers and facilitators contribute to service accessibility and 

engagement. To address this knowledge gap, this paper explores the perspectives of both 

professionals and service users regarding the valued features of, and the barriers and 
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facilitators influencing promotion and participation in, the Nottinghamshire (UK) Healthy Families 

Parent-Infant Relationship intervention (PIRi).

Methods

Primary qualitative data were collected employing purposive sampling. We undertook 

virtual/phone interviews with nine professional staff involved in the PIRi delivery and fourteen 

parents who had received support. Data were collected between May and July 2023, and 

analysed thematically using Nvivo 14.

Results

Several points in the PIRi process acted as barriers and facilitators to engagement and 

promotion. Health visitors are the key identification and referral route for the PIRi, but they 

reported lacking detailed knowledge of the specific support provided, impeding their ability to 

promote the intervention clearly and consistently. This led to misunderstandings around support 

for parents and concerns about stigma from their referral. Existing capacity challenges within 

the health visiting service meant limited family contact time, making it difficult to build rapport 

and identify those who would benefit from the PIRi. Further, confidence around discussing 

parent-infant relationship difficulties sensitively was reported as a barrier, with concern about 

relationship breakdown between professionals and families. Awareness of support options and 

the tailored nature of support were important in encouraging parents’ engagement. Parents who 

accepted PIRi support reported extremely positive experiences and outcomes. Support was 

seen as accessible, tailored and flexible, and perceived as improving bonding, connection and 

relationships.

Conclusions

Our study highlights the importance of effectively promoting and embedding knowledge of 

services, and supporting key referral routes and pathways of care. A clear understanding of 

service offerings can facilitate more appropriate referrals and better engagement through clear 
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and consistent messaging about support. Further, ensuring that support is accessible, tailored 

and flexible is crucial in promoting engagement in parenting programmes.

Keywords: Parent-infant relationship, Parenting intervention, Health visitors, Service 

evaluation.

Background

The first 1001 days of a child's life, from conception to age two, are a pivotal stage for 

emotional, physical, mental and neurological development [1,2]. Parent-infant relationships have 

a significant impact on children’s socio-emotional development, health outcomes, educational 

engagement and attainment, and life chances throughout childhood and into adulthood [3,4,5,6]. 

Poor parent-infant relationships (characterised as involving inconsistent or disengaged 

caregiving, a lack of sensitivity to a child’s needs, issues consistently recognising and 

responding to a child’s cues) are associated with various negative short- and long-term health 

outcomes for children, including behavioural problems and mental health concerns [5,7,8].

There is growing evidence that parenting support interventions help improve parenting 

practices, and health and social outcomes for children [4,9,10], and that parenting interventions 

show the potential to be cost-effective [11,12,13]. Parenting support interventions can be 

understood as programmes or services designed to enhance parental knowledge, skills, and 

confidence. These interventions typically aim to improve parent-child relationships, promote 

positive parenting practices, and support a child's healthy development. Early intervention to 

support parent-infant relationships has been identified as a priority in national policy discussions 

in England [14,15]. The publication of the Early Years Healthy Development Review [16] and a 

£300m government investment in 75 local areas across England as part of the Family Hubs and 

Start for Life programme [17] recognises the contribution of the earliest years of life to health 

and wellbeing. This three-year funding includes £100m dedicated to increasing and developing 

perinatal mental health and parent-infant relationship support.

Parenting support interventions: barriers and engagement
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Despite a move to increase support, there are many barriers to engaging parents in parenting 

interventions. These barriers are commonly related to both the accessibility and acceptability of 

available support. Practical issues such as the location of services, limited availability of local 

provision, and the time and financial costs associated with attendance (including travel time and 

public transport expenses) can substantially reduce participation [14,18]. In addition, 

interventions delivered in settings that feel unfamiliar, formal, or clinical may contribute to 

perceived stigma, particularly where such environments evoke concerns about being judged as 

an inadequate parent, alongside a broader lack of trust in professionals and statutory services 

that some parents perceive [10,14]. Childcare-related challenges also represent an important 

barrier, as parents may need to arrange and fund childcare in order to attend sessions, which 

can further limit engagement [10,18]. Parental mental health difficulties may act both as a 

reason for referral to parent–infant interventions and as a barrier to continued participation, for 

example where symptoms such as anxiety, low mood, or reduced motivation make attendance 

more difficult [14,15]. Furthermore, a lack of awareness of available services has been identified 

as an additional obstacle to engagement in parenting and early intervention programmes [14]. 

Conversely, previous research suggests that flexibility in delivery and the provision of tailored, 

individualised support are key facilitators of engagement in parenting interventions [9,18]. Some 

groups are noted as underserved by parenting support services (e.g., the most socio-

economically disadvantaged and minoritised ethnic groups), with an acknowledged discrepancy 

between families who are in need of support, and those who often access support [8,9,19]. 

Families living in socioeconomically disadvantaged areas may be at greater risk of experiencing 

relationship difficulties, due to broader structural pressures. These include financial strain, 

housing insecurity, reduced access to local support services, limited social support networks, 

and increased exposure to environmental stressors, all of which can place sustained pressure 

on family relationships [5,14,18]. However, there is evidence that these families can benefit from 
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support [3]. This highlights important public health benefits of targeting and ensuring access to 

support for those in need [20].

In the UK, health visitors (HV) are recognised as being well-placed to identify difficulties in 

parent-infant relationships [21,22]. HV are specialist community public health nurses, registered 

midwives or nurses who specialise in working with children from birth to age five to identify and 

support health needs. The HV workforce undertake five mandated contacts with all babies at 

key stages of development, including the Health-Promoting Visit at 28 weeks of pregnancy, the 

New Baby Review at 1 to 2 weeks, the 6 to 8 Week Assessment, the One-Year Assessment at 

9 to 12 months, and the Fifth Visit at 2 to 2-and-a-half years [23]. Challenges in identifying 

parent-infant relationship difficulties have been highlighted by HV, and they have noted the 

importance of specific training to support this [24,25,26]. Further, the perceived stigma 

associated with parent-infant relationship difficulties has been noted as a barrier for HV around 

discussing and referring for support [27,28]. This suggests opportunities to identify families who 

would benefit from support are being missed.

The Parent-Infant Relationship intervention (PIRi) evaluation

This study reports on an evaluation of the Nottinghamshire Healthy Families Programme 

Parent-Infant Relationship intervention (PIRi).

Below we describe the PIRi, drawing upon the Template for Intervention Description and 

Replication checklist and guide [29]. The PIRi was developed as a service to increase capacity 

and support for parent-infant relationships, due to an identified gap in local provision. The PIRi 

was developed in Spring 2022, and initially ran for an 18-month pilot period, during which it was 

evaluated. The PIRi is delivered within the Nottinghamshire Healthy Families Programme 

(HFP). The PIRi aims to support parents with bonding and connection needs to strengthen their 

relationship with their baby. It involves the identification of families in need of support by HV 

within the Nottinghamshire HFP, typically either at the mandatory New Baby Review or 6-8-

week assessment. Following completion of the Brazelton New-born Behavioural Observation 
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(N-BO) tool [30], the N-BO results and professional clinical judgement by HV are used to inform 

a referral to the PIRi team. Parents are invited to opt-in to the initiative before a referral is made. 

The PIRi team meet once a week to discuss referrals and cases. If a referral is accepted, the 

PIRi team carry out their own assessment with the family and discuss what support can be 

offered. The initiative provides up to six support sessions over 6-12 weeks, across a range of 

areas of infant development, responsive parenting, parents’ emotional health and wellbeing, and 

parent-infant relationship, depending upon the specific needs of the family. The sessions are 

individually tailored and co-designed with parents, drawing from a toolkit of interventions of 

existing resources, including NHS and charity materials (e.g., from the parent-infant foundation), 

accessible to the PIRi service. Support is primarily delivered face-to-face at parents’ homes. 

One PIRi practitioner delivers support, and sessions can include one or both parents. At the end 

of the sessions onward referral options are explored with parents. The PIRi is usually delivered 

to parents with babies under 16 weeks old, but after consultation with the HV, the PIRi team can 

work with parents with babies up to 12 months old. The PIRi team comprises two full-time 

specialist public health practitioners and a service manager.

Study aim

This paper presents findings from the qualitative arm of a wider mixed methods evaluation 

which aimed to explore the perceived feasibility, acceptability, and effectiveness of the PIRi. The 

evaluation aims, objectives and design were co-developed with Nottinghamshire HFP 

stakeholders as part of an initial Evaluability Assessment process [31].

Despite growing evidence that parenting interventions can be effective, there is less information 

about what specifically makes parenting interventions meaningful and helpful to parents, and 

what barriers and facilitators contribute to service accessibility and engagement [8,10,18]. To 

address this knowledge gap, this paper explores the perspectives of both professionals and 

service users regarding valued features of the PIRI, and barriers and facilitators influencing 

promotion of and participation in the PIRi.
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Methods

Sample and recruitment

We employed purposive sampling to capture a range of perspectives from key stakeholders 

involved in the PIRi. We completed nine interviews with professional staff (a PIRi commissioner, 

the PIRi service manager, the two PIRi practitioners, and five HV), and fourteen interviews with 

parents (see Table 1 for parents demographic information – due to the size of the PIRi team 

(one manager and two practitioners), we did not collect demographics on service providers due 

to confidentiality concerns)). Professional staff were contacted by our PIRi project partners, and 

were provided with information sheets and consent forms (see Additional File 1) and invited to 

contact the research team if they were interested in participating. The inclusion criteria for 

professional staff were based on their involvement with the PIRi. Specifically, only staff who had 

some form of involvement with the project were invited to participate. Parents were approached 

by their PIRi practitioner and initially provided with a verbal description of the study, and if they 

expressed interest in taking part, were provided with a project information sheet and consent 

form (see Additional File 1). All parents consented to their contact information being securely 

transferred to the research team. The research team contacted parents to discuss the research 

further and then followed up a week later to arrange interviews. The study's inclusion criteria for 

parents were based on their engagement with PIRi support. Parents were included if they had 

either completed their support or were nearing its end. We excluded parents who had just 

started their support to ensure that research participation did not interfere with the initial stages 

of their PIRi engagement. All participants had time to read the information sheet, and to 

consider and ask questions about participation. All participants provided written informed 

consent for their involvement in the research.

Table 1: Parent demographic information

Participant Age Gender Ethnicity Index of Multiple 
Deprivation 
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Decile (based on 
postcode). * 

Parent 1 37 Female White British 5

Parent 2 33 Female White British 10

Parent 3 32 Female White British 8

Parent 4 35 Female White British 8

Parent 5 33 Female White British 7

Parent 6 28 Female White British 10

Parent 7 26 Female White British 3

Parent 8 41 Female Asian Other 1

Parent 9 31 Female White British 4

Parent 10 29 Female White British 8

Parent 11 38 Female White British 5

Parent 12 37 Male White British 5

Parent 13 36 Female White British 4

Parent 14 37 Female White British 1

* The Index of Multiple Deprivation Decile is a measure used in England to rank areas based on their 

level of deprivation Postcodes are ranked from 1 to 10 - A decile of 1 means the area is among the top 

10% most deprived in the country, while a decile of 10 means the area is among the top 10% least 

deprived in the country.

Data generation

Before data collection, interview topic guides, study information and consent forms were 

reviewed for comprehension (wording, structure, content) and revised with feedback through 

engagement and participation work with HFP professionals not directly involved in the PIRi. The 

interviews followed semi-structured topic guides (Additional File 1). This approach ensured 

consistency across interviews while allowing for the emergence of participant-led insights. For 

professional staff, interviews explored topics around facilitators and barriers to delivering the 

PIRi programme, recruitment/engagement issues and perceived outcomes. For parents, 

interviews explored understandings of the PIRi, facilitators and barriers to engagement and 

perceived impacts of support.

All interviews were conducted by NW or HA via telephone call or an online video call between 

May and July 2023, and lasted 30-60 minutes (mean length 54 minutes). Participants 
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participated from private home/office spaces. Interviews were audio recorded only, using an 

encrypted recorder. All interviews were transcribed verbatim by a university department 

transcription service, and anonymised at the point of transcription.

Data analysis

The analysis was conducted by a multidisciplinary research team with research perspectives 

and practice experience spanning health inequalities, substance misuse, youth offending, and 

child and adolescent mental health. Interview data were analysed by NW, HA and EH, drawing 

on a thematic analysis approach [32]. To ensure the trustworthiness and credibility of the 

findings, several measures were employed. A coding framework was applied to the transcripts 

(see Figure 1). The development of the coding framework was both inductive and deductive, 

with an initial scaffolding being used, developed from the RE-AIM evaluation framework [33]. 

The RE-AIM framework is a widely used tool in public health and implementation science to 

plan and evaluate interventions across five key dimensions: Reach, Effectiveness, Adoption, 

Implementation, and Maintenance (see [33] for more detail). The RE-AIM framework was 

chosen as the key dimensions of the framework map well onto the aims of the evaluation. The 

five key dimensions of the RE-AIM framework were amended and defined based on the 

evaluation aims and initial reading of a selection of interview data by NW, HA, and EH (five 

different transcripts each). NW, HA, and EH engaged in regular peer debriefing sessions to 

discuss initial thoughts and codes and the dimensions were amended to: Access (are people 

able to engage/participate); Accommodation (how the service is organised to suit the service 

user’s ability to engage); Effectiveness (perceptions of effectiveness); Implementation (the 

extent to which a programme is delivered as intended); Maintenance (considerations for 

continued use/implementation).

All transcripts were shared, read and coded by NW, HA and EH, with codes amended and 

developed based on reading the interview transcripts. The coding framework was added to and 

revised in research team meetings, with codes grouped under the main code headings and 
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arranged into sub-codes (see Figure 1 for more information). The coding framework was then 

applied to a selection of transcripts (six transcripts, two each for NW, HA, EH), which were 

double-coded to check for coding consistency and to mitigate individual researcher bias. This 

involved each author coding two transcripts, with each being coded by one other researcher. 

These were then checked in consensus meetings. The remaining seventeen transcripts were 

then split and allocated between NW, HA and EH, and coded. Once all transcripts were fully 

coded, we organised and grouped related codes into overarching themes through an iterative 

process. Through the analysis, during analysis and wider team discussions, key themes around 

the different barriers and facilitators to PIRi engagement were generated and developed. NW, 

HA, and EH reviewed the themes, ensuring they were well-supported by rich verbatim excerpts 

from the transcripts, maintaining a clear audit trail from the data to the final interpretation, and 

confirming that similar perspectives were consistently present in the professional staff and 

service users' accounts. The multidisciplinary composition of the wider research team around 

the fields of public health and parent-infant relationship interventions, informed both the project 

development and the interpretation and implications of our findings. These varied professional 

and research perspectives supported reflexive discussion throughout the analytic process and 

helped ensure that interpretations were critically examined and grounded in the data.

A larger and more diverse sample may have produced different findings, but drawing on a 

relatively new and small service, and managing the challenges of recruitment in healthcare 

settings [34,35], our sample appeared sufficient enough to provide valuable insights [36]. 

Transcripts were coded using the qualitative data management software system NVivo 14.

Ethics

Ethical approval for the study was granted by the Sheffield Centre for Health and Related 

Research (SCHARR) ethics committee at the University of Sheffield, application reference 

number: 051579.

Results
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Four main themes were generated from the analysis: (1) Challenges identifying needs and 

discussing sensitive topics, (2) Health Visitors understanding of PIRi support acts as a 

barrier/facilitator to promotion and engagement, (3) Mixed awareness of PIRi support from 

families, (4) Perceived benefits of PIRi from families. Figure 1 describes the development of the 

themes.

Figure 1: Coding framework and theme development

Our findings highlight how barriers and facilitators to the delivery of the PIRi existed at different 

time points in the identification and referral process. There were issues around engaging 

parents, but before this, challenges around identifying difficulties, and issues of knowledge, 

awareness and promotion from HV (the key referral route) were identified. When parents 

engaged in the PIRi, support was reported to improve parenting knowledge and skills, as well as 

bonding and relationships with babies.
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Challenges identifying needs and discussing sensitive topics

HV discussed their capacity and the scope and frequency of their contact with families as being 

key challenges to identifying parent-infant relationship difficulties. This was due to a combination 

of the limited number of contacts and the large number of tasks that HV must deliver during 

each contact, the number of other services they need to be aware of, and the lack of time they 

have to build rapport with a family. Indeed, the HV discussed how the New Baby Review was 

often too ‘hectic’ for identification of parent-infant relationship difficulties, leaving a limited 

opportunity for the HV to observe interactions and discuss the PIRi at the 6-8 Week Visit:

‘The birth visit is often just, parents need time we often go out and the parents are 

struggling to get to grips with everything, and when you’ve just had a baby, it’s a 

massive life-changing event, and the hormones are all over the place, they’re sleep 

deprived, there’s a lot going on with a two weeks old, so it’s very difficult to identify a 

problem with a relationship then.’ (Health visitor 5)

Further, HV and PIRi practitioners referred to how a lack of confidence and knowledge in 

approaching or discussing issues around parent-infant relationships may hinder the 

identification of need, and impact referrals. Highlighting a common challenged experience by 

HV, a PIRi practitioner discussed how HV often reported feeling like they are navigating 

stigmatising topics, and are worried about potentially making parents feel judged:

A lot [of HV] come back and say they find it quite difficult to talk to parents about the 

service and infant relationships, and that parents feel like they are being judged.’ (PIRi 

practitioner 2)

HV described how they were not ‘scared’ to have such conversations, but expressed concerns 

around how to effectively do this. A common concern about approaching such topics was 
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around relationship breakdown between staff and families. Here a HV highlighted the 

challenges of raising potential issues around parent-infant relationships with parents who may 

not be aware of any issues, and the damage and upset this can cause:

‘Obviously it’s quite a sensitive topic, especially going in at the birth visit when the baby 

is two weeks old, and you’re saying you’ve identified that there could be improvements 

in the relationship, especially for those families that aren’t identifying it themselves, it’s 

fine if a mum has given birth and is open about saying it…they may say they never want 

you to go back, and then you’re never going to see them anymore.’ (Health visitor 3)

Strategies HV used to identify needs included; assessing if issues came up in natural 

conversations, following up if parents self-identified challenges, and discussing any identified 

need from the health visiting checklists and assessments they complete (e.g., the N-BO). 

Crucially, language and framing from professionals were seen as important in ameliorating 

potential concerns. However, stigma and the threat of stigma, were continually highlighted by 

HV:

‘There is a stigma around it, but again, I think it’s about how you deliver it.’ (Health visitor 

4)

Health Visitors understanding of PIRi support acts as a barrier/facilitator to promotion and 

engagement

Whilst all HV we interviewed were aware of the PIRi, there was mixed awareness around 

understanding of the specific support offered (including the programmes content, its flexibility 

and tailored support) and of the referral criteria:

‘People will say to you, well what kind of things do they do?...What I don’t have a good 

understanding now is what’s delivered sort of week by week…it would be good to just 

have a general overview of the sessions. I would like a, maybe a booklet with the 

contents of the programme so that I’m giving more information about what’s actually 
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involved in the programme. I don’t really know much about the contents of it.’ (Health 

visitor 1)

Indeed, many noted that they and other HV in their team needed further information, especially 

around the specifics of the support and sessions provided:

‘No, I don’t think I do [have a good understanding of the PIRi] as much as I’d like to.

So, I think from our perspective within the [health visiting] team we could do with having 

more information on that so we, that we can understand it a little bit more.’ (Health visitor 

4)

Some HV noted how their understanding of the PIRi helped them explain the support and 

promote engagement. For others, a greater understanding was noted as needed to aid 

promotion to parents. One HV spoke about how having a better understanding of the PIRi can 

be used to avoid notions of stigma, and help highlight specific support that can be offered:

‘If we can have that greater understanding [of the PIRi] and things we can explain it to 

them a little bit more and say no, no, no this is about support and explaining to them that 

this isn’t anything to be ashamed of.’ (Health visitor 3)

The PIRi practitioners reported how they had spent time promoting and publicising the support 

(e.g., attending HV meetings to increase awareness of the service). Whilst this worked in the 

short term, it was noted as time and resource-intensive and did not have a lasting effect:

‘Going to the face-to-face [health visiting team] meetings has been useful, and following 

them we do seem to get an increase in referrals from those areas, then the drop again 

and we do a refresher and they go back up.’ (PIRi practitioner 1).

This highlighted the wider challenge of embedding knowledge of new services into HV 

practices. One HV spoke of how the lack of familiarity with the PIRi could result in a lack of use 

and promotion due to them reflexively referring to established support options:

‘It’s like any new service, it’s not the first thing that people think about, because you’re so 

used to referring onto something else like the children’s centre.’ (Health visitor 2)
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Others spoke of how there were many community, health and mental health services for parents 

to be referred to for a variety of needs, and it was difficult for HV to keep track of new services:

‘There’s so much support now that we can refer to and have to be aware of, so it’s just 

hard to keep up with new ones, and to remember ‘oh there’s this for parent infant 

relationships now.’’ (Health visitor 1)

Mixed awareness of PIRi support from families

Parents noted mixed initial awareness of the PIRi:

‘I thought it sounded amazing, as soon as she [HV] told me about it, I thought that 

sounds like it will be so good for us, like it would help so much.’ (Parent 2)

‘To be honest I didn’t really know what they [PIRi] did, I’d forgot what I’d been told after 

I’d been referred over. But [PIRi practitioner] came out and explained what it was.’ 

(Parent 7).

Several parents noted that initially, they had a limited understanding of the PIRi service and 

support based on the description and information provided to them by their HV. This resulted in 

anxiety for some parents during initial discussions. Due to preexisting perceptions around 

parenting support programmes, some parents noted that they had concerns about being judged 

as a parent when the PIRi was first presented, which acted as a barrier to participation. As an 

example, this parent discusses perceptions of stigma around help-seeking and parenting, and 

how these can be mitigated by clear and supporting interactions with professionals:

‘My first thought was, are they going to report me to social care because I’m not coping, 

is that a red flag against my name like I can’t look after my baby or something. So it does 

feel like there is a bit of a stigma around asking for help, but I kind of realised that wasn’t 

the case. [PIRi practitioner] was very supportive, she made it clear straight away I’d 

done the right thing.’ (Parent 1)
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Indeed, concerns around stigma and judgment were reassured either through a clearer 

explanation by a HV, or during initial meetings with PIRi practitioners where they could explain 

the PIRi and the support that could be offered:

‘There was apprehension at the beginning because there was not a lot of information 

around exactly what they can offer, so it wasn’t until [PIRi practitioner] came out and 

explained everything in detail that we realised what we could get.’ (Parent 5)

A number of parents reported they needed general support around their mental health as well 

as parent-infant relationship difficulties, and thus accepted the PIRi referral without full 

appreciation of what support could be provided:

‘It probably wasn’t so much about the benefits or what the service was going to be 

because that information wasn’t available at the time… I just wanted all the help I could 

get.’ (Parent 12).

While this could be beneficial in terms of engaging and supporting families, it sometimes 

created unnecessary appointments for the PIRi practitioners. The importance of HV having a 

clear understanding of support was vital, for both parent’s awareness and ensuring the PIRi 

practitioner’s time was not wasted:

‘Occasionally you go to them and they have no idea, and I think they’re the only ones 

who say, “I didn’t realise that’s what you did”, and they’re the ones who will come back to 

you and say they don’t need the support, and a lot of that is about the health visitors and 

how they are explaining the service.’ (PIRi practitioner 2)

Perceived benefits of PIRi from families

Despite the identified challenges around identification and referral, parents who engaged in the 

PIRi spoke extremely positively about the support. All parents we interviewed reported positive 

impacts on their overall health and wellbeing, particularly their mental health. Parents noted 

improvements in their parenting knowledge and skills, and crucially for many parents, 

improvement in confidence around parenting:
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‘It’s [PiRi] been tremendously useful for building my relationships with [baby name], it’s 

given me a lot more confidence than I set off with.’ (Parent 8)

Parents felt the PIRi support improved bonding, and connection, and increased their awareness 

and ability to identify their babies' needs, ultimately strengthening their relationships. In 

speaking about their learning through PIRi support, one parent spoke about gaining 

‘understanding’, and how this made them ‘more comfortable’ being with their baby:

‘I felt more comfortable with being around her, [baby], with understanding her needs, I 

felt like I’d learnt something new every time that we had a session.’ (Parent 4)

Parents described the PIRi support as accessible (predominantly due to it being delivered in 

their own homes). Home support was invaluable for some parents, enabling their engagement 

at both practical and personal levels. The below quote highlights how support being delivered at 

home made this parent’s engagement possible by reducing logistical and mental health barriers 

around participation, with this allowing them to be ‘relaxed’, enabling them to focus on the 

support sessions:

‘We wouldn’t have done it, if we had to go out, we wouldn’t have done it, not with my 

anxiety around leaving the house. So because they were coming to us, was another 

reason we kept the sessions. Even now it’s such a mammoth task to go to a play group 

or something, so having [PIRi practitioner] come here, it helped to make the sessions 

feel calmer and relaxed, I wasn’t having to rush round to get bottles ready and stuff, all 

that stuff, it just meant all I needed to go was be at home, and then I could concentrate 

on what [name] was saying… doing it at home helped with my anxiety, so this made 

sure I didn’t miss out’ (Parent 11)

As well as home support, the consistency of having the same PIRi practitioner was a key benefit 

to many parents. This helped build rapport and relationships which led to developing ‘trust’ – 

this not only improved engagement, but also reduced perceived stigma allowing things such as 

‘shame’ to be overcome:
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‘But I did think this was really good, that it was consistent and that you could build a 

relationship. I think you’re building up a relationship through it, and you open up to them 

more and you trust them more, you don’t feel ashamed to say things… I wouldn’t have 

shared as much as I did if it kept being someone different’ (Parent 9)

Parents highlighted the flexible and tailored nature of the PIRi support as crucial. This was also 

described as a key component of the PIRi programme by the HV and PIRi practitioners:

‘We have a menu of interventions we work from…we agenda match, so we only do what 

the families need, and we establish that in our initial visit, and we are looking at that all 

the time.’ (PIRi practitioner 1)

This continued focus on a collaborative approach by the PIRi team, created a perception that 

support was designed around the family’s needs. Parents spoke about how support was 

perceived to be responsive to issues experienced during the babies’ development:

‘I appreciated how they moved things, and ran the session based on how we both felt 

was appropriate…It was like we’d have a session and then see what was needed next. 

And having that time for a general conversation about how things were, would shape 

what we did next.’ (Parent 13)

This flexibility was described as feeling like support was personalised and ‘tailored’. This was 

seen as a key aspect of the PIRi, and played a role in continued engagement in support,

‘The person I had was very good at looking at what actually I did need, and not just 

following a programme just because, so it really tailored it, so we did weening, things like 

having difficulties with teething and things like that, and she just gave really helpful 

advice and things like that, and that to help with my anxieties…That really helped me, I 

wanted to keep working with them because I was getting support for new things that was 

coming up’ (Parent 3)

Discussion
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Our findings identify several key points in the PIRi referral process which acted as barriers and 

facilitators to engagement and promotion of the PIRi. HV limited contact with families was noted 

as a barrier to identifying need, as this made it challenging to build rapport and effectively 

identify parent-infant relationship difficulties. Further, HV highlighted challenges in discussing 

topics around parent-infant relationships, and a lack of confidence and concern around 

relationship breakdown between professionals and families. The HV reported lacking 

understanding of the specific support the PIRi offered, with this limiting their abilities to clearly 

and consistently promote the PIRi to families. Parents' initial awareness of the programme 

varied based on the HV explanations. This resulted in some parents expressing concerns about 

stigma and judgement, with a clearer explanation reducing such concerns. For parents who 

engaged in support, the PIRi was seen as extremely positive and provided valued support to 

parents around improving bonding, connection and relationships with babies. Awareness of 

support options and the flexible and tailored nature of support was important in encouraging 

engagement for parents. The perceived positive impacts of the PIRi supports the growing 

evidence around the benefits of parenting support interventions [4,9,10,18]. The emphasis on 

flexibility and tailored support also echoes wider literature around what features of parenting 

interventions encourage engagement [18,37,38].

It has been suggested that up to a third (32%) of UK mothers may experience difficulties around 

bonding with their babies [39]. Our evaluation supports evidence that HV are well placed to 

identify such parent-infant relationship difficulties [22]. However, it crucially highlights challenges 

for HV in identifying need [24,25,26], due to limited understanding of support, confidence in 

talking to families about parent-infant relationships, and capacity issues. A key barrier to the 

effective promotion of the PIRi was HV awareness of the specific support offered and the 

flexible and tailored nature of support. These were particularly important in promoting the PIRi 

and benefits of engagement to parents, and overcoming initial concerns of stigma and 

judgement [27,28]. Our study highlighted how initial concerns during referral, due to an unclear 
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description of the PIRi, could be mitigated through a clear explanation by a HV or PIRi 

practitioner. The concerns identified by our participants around stigma and judgement 

associated with participation suggest potential barriers to engagement. While these concerns 

were expressed within our sample, existing literature suggests that such issues may be 

particularly salient for more vulnerable families, who may experience more frequent or 

mandatory contact with services and perceive a greater risk of professional scrutiny or formal 

consequences. This can contribute to heightened concerns about service involvement and 

perceptions of ‘surveillance’ by professionals [40,41,42]. Where parents do not clearly 

understand the nature of the support being offered or its potential benefits, these concerns may 

lead to declining referrals or reduced engagement.

Reflecting the wider literature [24,43] HV noted that they are using a range of approaches to 

identify and discuss parent-infant relationship difficulties, but often have to rely on clinical 

judgement/experience rather than formal training or validated assessment tools. Confidence in 

approaching and discussing parent-infant relationship difficulties was noted as a key barrier for 

HV in discussing the PIRi. This supports existing evidence around how HV perceived 

challenges discussing sensitive topics [43,44,45,46]. Our study adds to calls for further training 

and support around the importance of parent-infant relationships, and how to approach 

discussions around parent-infant relationship difficulties [24,25,26,43]. The UK Government has 

recently published guidance for frontline practitioners on how to explore parent-infant 

relationship difficulties, including prompts for starting conversations [47]. Developing this, 

alongside increasing awareness of parent-infant relationship support services, may help better 

identify unmet need for families. However, it will be important to robustly evaluate the 

implementation of the conversation prompts.

The HV participants in our study noted how their workloads and the limited amount of time they 

had to spend with families, impacted their abilities to identify needs. This reflects workload and 
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caseload issues of HV more widely [48] with HV numbers decreasing by over a third (37%) 

since 2015 [49] in part due to reductions in The Public Health Grant (£4.2 bn in 2015-16, £3.3 

bn in 2021-22) [50]. This highlights how capacity and workload issues can impact the 

identification of needs through limited contact time with families. Thus, whilst HV may be well 

placed to identify need, our study highlights how there are considerable barriers in place around 

knowledge, confidence and capacity.

Implications for practice

Our findings highlight the importance of key referral sources being knowledgeable and informed 

about services and the specific support they offer to identify need and promote engagement. 

Providing parents with a clear understanding of available support during the initial presentation 

of services may facilitate uptake and reduce wasted referrals and initial assessments. Further, 

highlighting features of support seen as key components (e.g., flexible support, tailored support, 

consistency in staff, one-to-one and home delivery of support) may encourage engagement. 

Indeed, developing trusting relationships between practitioners and parents through consistency 

in staff has been noted as crucial in fostering parent engagement and ensuring the effective 

implementation of programmes [38, 40, 42]. Further, home delivery of support can help address 

many barriers around accessibility (e.g., eliminating travel and childcare costs) and can reduce 

anxiety and stress, which is especially beneficial for people with mental health concerns. 

However, it is also important to acknowledge that home-visiting may not be experienced 

uniformly across families. For some, particularly where there are pre-existing concerns about 

professional involvement, judgement, or formal service scrutiny, receiving support within the 

home environment may evoke feelings of being monitored [40,41,42]. In these contexts, home-

visiting could potentially heighten anxiety or reduce willingness to engage, suggesting that the 

perceived benefits of this mode of delivery may depend on how the intervention is introduced, 

explained, and collaboratively negotiated with families.
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Information resources provided to parents early on (e.g., leaflet/website detailing service 

information and specific support offered) may help provide clarity and consistency regarding 

support, potentially stimulating parents to identify and bring up parent-infant relationship 

difficulties themselves outside of mandatory HV contacts. Due to the identified challenges from 

HV around identification and referral (awareness of the PIRi, limited HV capacity), multiple 

referral routes may enable more effective identification of families who might not be reached 

through the single pathway of HV referral. Indeed, providing multiple service access routes has 

been noted as a key feature of effective engagement and access [51].

Embedding PIRi workers into health visiting teams may support awareness of the availability of 

parent-infant relationship support and encourage referral and discussion of issues. More 

generally, HV may benefit from further training and support in the importance of parent-infant 

relationships and how to have discussions around parent-infant relationship difficulties (building 

on recent Government guidance) [47]. Our findings show how parents’ initial anxieties and 

perceptions of stigma may be reduced by providing clearer information about support, using 

appropriate language and framing when discussing services and support, highlighting benefits 

to the baby and parent’s wellbeing, and emphasising that support is not a reflection of parenting 

abilities.

Generally, clear information about services and support may encourage promotion from 

professionals, encourage engagement for families by overcoming reticence or concerns about 

stigma, and result in the identification of more appropriate referrals for those in need.

Study Limitations

Due to the relatively small-scale nature of the PIRi and the restricted time we had for data 

collection, we had a limited sample of both professional practitioners (including HV) and parents 

to draw on. For parents in particular, interviewing service users during their initial or main 
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treatment was not appropriate, and contacting those who had historically completed and been 

discharged from treatment was deemed challenging due to informed consent and data 

protection issues. This resulted in a small pool of potential participants. Thus, recruitment was 

ultimately limited to those referred to and receiving support from the PIRi team during the data 

collection period.

Despite our efforts to recruit a broad sample (this included active recruitment from our practice 

partners and offering flexibility in interview scheduling), this resulted in a sample which did not 

have substantial diversity in terms of gender or ethnicity (see Table 1), resulting in potentially 

missed perspectives and insights from some populations. Had we been able to include these 

perspectives, our findings may have provided insights into different social pressures or barriers 

to engagement that are unique to gendered experiences, and insights into the role of culturally 

specific stigma or systemic inequities in accessing and navigating support services. Future work 

could take a health equity approach, including engaging diverse community stakeholders to co-

design research projects, and targeting recruitment strategies to reach a wider range of 

participants, including those from different socioeconomic, cultural, and geographic 

backgrounds.

As we were only able to speak to parents who were close to programme completion or had 

recently completed their support, those who did not engage or dropped out of PIRi support were 

not sampled. This may have contributed to the parents having more positive views of the 

programme, as they had remained engaged. Further, we do not know whether non-engagement 

or dropout was related to the barriers that we identified (e.g., not understanding the service due 

to a lack of information) or other issues. Exploring such perspectives would have allowed more 

insight into parents’ awareness of PIRi support, and to see if referrals were appropriate. 

Additionally, the HV who agreed to take part in the PIRi evaluation may have had greater 

knowledge of the PIRi than their peers. Sampling more HV may have allowed greater insights 
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into their awareness of the PIRi, their confidence in discussing parent-infant relationship topics, 

and other barriers/facilitators around referral and engaging parents.

Finally, we did not collect detailed demographic information from service staff, such as their 

professional background or years of experience. This prevents an appreciation of how this could 

have shaped their perspectives. Given the small scale of the PIRi team, collecting such data 

would have risked identifying the service providers. Similarly, the demographic information 

gathered from families was limited to basic characteristics. A more comprehensive 

understanding of family dynamics, including the number of children in the household or primary 

languages spoken, would have provided a more nuanced context for our findings.

Conclusion

A clear understanding of service offerings at all levels may enable more appropriate referrals 

and better promotion and engagement through clear and consistent messaging about support. 

Further, ensuring that support is accessible, tailored and flexible appears crucial to promoting 

engagement in parenting support programmes. Overall, our study highlights the importance of 

effectively promoting and embedding knowledge of services and support in key referral routes 

and care pathways.
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Table 1: Parent demographic information

Participant Age Gender Ethnicity Index of Multiple 
Deprivation 
Decile (based on 
postcode). * 

Parent 1 37 Female White British 5

Parent 2 33 Female White British 10

Parent 3 32 Female White British 8

Parent 4 35 Female White British 8

Parent 5 33 Female White British 7

Parent 6 28 Female White British 10

Parent 7 26 Female White British 3

Parent 8 41 Female Asian Other 1

Parent 9 31 Female White British 4

Parent 10 29 Female White British 8

Parent 11 38 Female White British 5

Parent 12 37 Male White British 5

Parent 13 36 Female White British 4

Parent 14 37 Female White British 1

* The Index of Multiple Deprivation Decile is a measure used in England to rank areas based on their 

level of deprivation Postcodes are ranked from 1 to 10 - A decile of 1 means the area is among the top 

10% most deprived in the country, while a decile of 10 means the area is among the top 10% least 

deprived in the country.
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