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ABSTRACT

Aim: To explore parents’ experiences of holding children for healthcare procedures in an Australian paediatric hospital setting.
Design: A qualitative exploratory study was undertaken at a paediatric tertiary hospital in Melbourne, Australia.

Methods: Semi-structured interviews were conducted with parents of children who had undergone a procedure during their
hospital admission. Interviews were audio recorded, transcribed and analysed using reflexive thematic analysis.

Results: Eight parents were interviewed, with four themes becoming apparent from their experiences, representing the mul-
tiple roles parents undertook when holding their child for a procedure. Parent as a protector was identified as the overarching
role, with all roles involving aspects of parents protecting their child. The remaining roles included comforter—where parents
supported their child by providing reassurance and being present; helper—where parents actively sought a role or stepped up to
assist during a procedure and enforcer—where at times parents had a belief that to facilitate some procedures holding was neces-
sary. A sliding-scale schema illustrates that these roles are not static, but rather positioned along a continuum, with some parents
moving between roles throughout a procedure.

Conclusion: This study provided valuable insight into the complexity of parents' involvement when supporting their child dur-
ing a procedure. The varying roles suggest parents balance the desire for their child to feel safe (holding as a comforter) with
wanting to get the procedure done (holding as an enforcer).

Impact: This research impacts clinicians, parents and children involved in healthcare procedures. Clinicians can use the
sliding-scale schema that illustrates the distinct roles parents can take on, as a visual tool to promote parental involvement and
help parents define their role during a procedure.

Reporting Method: Consolidated Criteria for Reporting Qualitative Research (COREQ) guideline was utilised when reporting
findings.

Patient or Public Contribution: No patient or public contribution.

1 | Introduction and medical imaging (Ng and Doyle 2019). In some instances,

children may protest the procedure, become very distressed, or
In paediatric hospital settings, children frequently undergo a be unable to stay still, and therefore be perceived as uncoopera-
wide variety of healthcare procedures, such as peripheral vein tive (Bray et al. 2015). To facilitate the completion of these pro-
cannulation (Svendsen et al. 2018), nasogastric tube insertion cedures in a safe and efficient manner, a parent or healthcare
(Crellin et al. 2011), administration of medication (Brenner 2013) professional may be required to hold a child (Bray et al. 2018;
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Lambrenos and McArthur 2003). This type of holding remains
a widespread practice in international healthcare settings (Bray
et al. 2018; Coyne and Scott 2014; Kirwan and Coyne 2017).

2 | Background

Numerous terms are used to describe the practice of physical
holding during healthcare procedures (da Silva et al. 2024).
Terms include clinical holding (Lambrenos and McArthur
2003), therapeutic holding (Page and McDonnell 2015), sup-
portive holding (Jeffery 2010), restriction (Brenner 2013) and
procedural restraint (Crellin et al. 2011). Variation in terminol-
ogy throughout literature reflects differing opinions about what
holding involves, how practice should be described and the lack
of an agreed definition (@stberg et al. 2024). In this study, we
use ‘holding’ as a broad term when referring to a parent (person
with parental responsibility or primary caregiver) or healthcare
professional physically holding a child to limit their movement
during a healthcare procedure.

Decisions to hold a child for a healthcare procedure are influ-
enced by the child's age and type of procedure being completed
(Brenner, Drennan, et al. 2014). Holding is more frequently used
for preverbal and early verbal children (Crellin et al. 2011), those
aged younger than 5Syears (Brenner, Drennan, et al. 2014) and
for procedures that are considered urgent (Bray et al. 2018).
Additional factors include the child's level of distress (Lombart
et al. 2020) and the safety of the child and others (Brenner,
Treacy, et al. 2014). Nurses are often involved in procedures
where children are held (Bray et al. 2018), with numerous qual-
itative studies describing their experiences as negative (Kirwan
and Coyne 2017). Notably, nurses describe anxiety, fear and
moral distress when holding children during procedures
(Svendsen et al. 2017).

Parents are frequently present during a range of healthcare pro-
cedures (Crellin et al. 2011) and often assist in holding young
children (Bray et al. 2018; Graham and Hardy 2004; Homer and
Bass 2010). When holding their child, parents have described
physical and emotional distress (McGrath et al. 2002) and feel-
ings of anger and guilt (Brenner 2013). These feelings have been
particularly apparent when parents felt unable to provide sup-
port to their child during a procedure to the extent they had
wished to (Brenner 2013).

Previous studies have offered valuable insight into the emotional
impact holding children for healthcare procedures can have on
parents (McGrath et al. 2002; Brenner 2013); however, less is
known about the defined roles parents take on in this context.
Gaining insight into parental experiences across procedural set-
tings is particularly important, as parents are key partners when
providing patient family-centred care (Institute for Patient- and
Family-Centered Care [IPFCC] n.d.) and typically the primary
support for their child's emotional and physical well-being
(Breiner et al. 2016). Through this study, a strengthened under-
standing of parental experiences will inform future develop-
ment of targeted interventions aimed at enhancing procedural
support for both children and parents. Such interventions could
contribute to reducing negative emotions and trauma for chil-
dren, families and clinicians involved in healthcare procedures

within paediatric settings. By completing this study, researchers
sought to answer the research question: What are the experi-
ences of parents who have held their child for a healthcare pro-
cedure within a paediatric hospital setting?

3 | The Study
31 | Aim

To explore parents’ experiences of holding their child for health-
care procedures in an Australian paediatric hospital setting.

4 | Methods
4.1 | Design

This study used a qualitative approach and exploratory design.
A qualitative approach was chosen to gain insight into how
individuals interpreted and attributed meaning to their expe-
riences, behaviours and attitudes (Ahmed 2024; Merriam and
Tisdell 2015). An exploratory study design was most suited be-
cause little is known about the phenomenon of parents’ expe-
riences of holding children for healthcare procedures (Rendle
et al. 2019). The research was underpinned by the principles
of Patient- and Family-Centred Care (PFCC), which is a theo-
retical framework that emphasises collaborative partnerships
among healthcare providers, patients and families (IPFCC n.d.).
Key components of PFCC include (1) dignity and respect, (2)
information sharing and (3) participation and collaboration
(IPFCC n.d.). The principles of PFCC are fundamental to paedi-
atric clinical practice, recognising that a child's well-being is in-
trinsically linked to their family. Nurses operationalise PFCC by
balancing competing considerations, enabling communication
and advocating with empathy (O'Neill et al. 2023). To achieve
genuine PFCC in the context of procedural management, an un-
derstanding of parental well-being and experience is necessary.

4.2 | Setting and Population

The population included parents of children who were admitted
to a surgical, medical or specialty ward of a single centre tertiary
paediatric hospital in Melbourne, Australia. To ensure a mix of
procedural experiences was represented, three wards were se-
lected where it was identified that children frequently under-
went a range of healthcare procedures. Each selected ward had
30 beds and delivered care to children and young people from
birth to 18 years for a range of medical and surgical conditions.

4.3 | Recruitment

A convenience sampling approach was used, followed by pur-
posive sampling to intentionally select participants with specific
characteristics (Merriam and Tisdell 2015), including parents
with children of varying ages and procedural experiences.
Parents who had a child receiving end-stage palliative care,
acute mental health care, or who were identified by their pri-
mary healthcare team as vulnerable due to social circumstances
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were excluded. As this study did not have the capacity to provide
interpreters, parents who did not speak English were also ex-
cluded. Recruitment occurred from October to December 2022.

The principal researcher (S.H.) who is also a paediatric cardiol-
ogy nurse, attended selected wards once a week over a 3-month
period. Parents who met inclusion criteria were identified by
S.H. liaising with the in-charge nurse. S.H. approached parents
face-to-face, introduced herself and the study, and provided
an information sheet detailing the study purpose, benefits and
risks. A suitable time to undertake an interview was organ-
ised with those who consented to participate. The sample size
for this study was assessed through an iterative process, with
concurrent recruitment, data collection and data analysis occur-
ring (Copnell and McKenna 2019). Parents were recruited until
researchers determined that data saturation had been reached,
and that no new relevant knowledge would be gained from ad-
ditional interviews.

4.4 | Data Collection

Semi-structured interviews were conducted, with this data col-
lection technique well suited to the research aim, which endeav-
oured to explore individual experiences (Braun and Clarke 2013).
An interview guide was developed (Table 1) to allow researchers
to ask questions that were consistent, but provided flexibility to
change the order and wording of questions in response to par-
ents’ dialogue (Green and Thorogood 2018). To become famil-
iar with this guide, a practice interview was completed with
research team members prior to commencing data collection.
Subsequently, further prompting questions were added.

Interviews were conducted by one of two researchers (S.H. or
J.0.) and audio recorded for accurate transcription. These re-
searchers were experienced in completing semi-structured in-
terviews and were not involved in the care of the participating

TABLE1 | Semi-structured interview guide.

families. Prior to commencing each interview, the researcher
confirmed consent given and revisited the purpose of the study.
Following the interviews, field notes were documented. No re-
peat interviews were carried out during data collection.

Interview questions were centred around parents’ experiences of

holding and their interpretation of the child's procedural experi-
ence. Throughout interviews, the researcher used paraphrasing
to ensure correct understanding of parents' responses in real
time. In total, the research team comprised five advanced prac-

tice nurses (F.N., J.O., S.H., S.K., S.R.) and one non-clinical staff

member (M.H.). At the time of the study, the collective train-
ing of the team included three PhD-trained researchers and one
Master's-prepared researcher.

4.5 | Data Analysis

Data were analysed using six phases of reflexive thematic anal-
ysis, as detailed by Braun and Clarke (2022). An inductive ap-
proach was adopted during this process, with no attempt to
fit the data into an existing theory or framework (Braun and
Clarke 2022). In the first phase of analysis, researchers S.H. and
J.0. became familiar with the dataset by closely reading full
interview transcripts and making notes of initial ideas (Braun
and Clarke 2022). The second phase involved analytic coding
of the data, which occurred iteratively as the data were col-
lected. During this phase, S.H. and J.O. systematically worked
through datasets, adding labels to sections of text that appeared
meaningful or relevant to the research question (Braun and

Clarke 2022). To deepen reflexive engagement, several rounds of

coding occurred with additional coders (F.N., M.H., S.X., S.R.)
before all codes and relevant data extracts were collated.

In the third phase, S.H. and J.O. created potential themes by sort-
ing codes and identifying broader patterns of meaning (Braun
and Clarke 2022). This led to the fourth phase of analysis, where

Primary questions

Prompting questions

Tell me about your child's experience with healthcare
procedures?

How were you involved in the procedure?

Tell me about your experience of your child being held for a
procedure?

Have you ever had to stop a procedure or felt you had to
advocate for your child during a procedure?

What were the short-term and/or long-term consequences of
your child's procedural experience?

« What was the procedure?
« Was the procedure planned or an emergency?
« What went well/not so well?

« What did you see as your role in the procedure?
« Did you or a healthcare professional hold your child during
the procedure?
« Ifyes, how was this decision made?
« If you did not hold your child, what did you do instead of
holding?

« Did you feel it was necessary that your child was held during
the procedure? Why/why not?
« What position was your child held during the procedure?
« Do you think there were alternatives to holding at the time?

« Can you describe this?

« Can you describe this?
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themes were further refined. S.H. and J.O. checked potential
themes against the coded data and original transcripts and then
presented themes back to the broader team with supporting
quotes. Regular investigator meetings were held, where members
challenged interpretations and engaged in reflexive discussion.
This ensured themes accurately told a story of the data and ad-
dressed the research question. During these meetings, redundant
themes were discarded, and repetitive themes were collapsed.

The fifth phase was refining, defining and naming themes
(Braun and Clarke 2022), where the team collaboratively de-
cided on an informative name for each theme and subtheme.
Evidence of how initial codes, subthemes and themes were de-
rived from the data is available in Supporting Information 1.
The final phase of analysis was writing up findings (Braun and
Clarke 2022), where rich quotes from participating parents sup-
ported the story of data being told.

4.6 | Ethical Considerations

Ethical approval was granted from The Royal Children's
Hospital Human Research Ethics Committee with the regis-
tration HREC/85891/RCHM-2022, 29/08/2022. Parents were
informed prior to recruitment that their decision to participate
would not impact their child’s care and that they could termi-
nate their interview at any time. No parents chose to terminate
their interview.

4.7 | Rigour

Trustworthiness of data was achieved through dependability,
confirmability, transferability and credibility (Lincoln and
Guba 1986). Dependability and confirmability were enhanced
by thorough explanation of the research procedure, including
the data analysis process and a rigorous audit trail detailing
researchers’ discussions (Ahmed 2024). Thick descriptions of
contextual information including the study setting, sampling
approach and participants, enhanced transferability of findings
(Lincoln and Guba 1986). Credibility was promoted by (1) ad-
hering to a systematic and ethically supported method of data
collection and analysis, (2) regular investigator meetings and
group discussions throughout the analysis process, (3) staying
close to the data by checking codes and themes against original
transcripts and (4) considering researchers' reflexivity.

4.8 | Reflexivity

It was important for researchers to acknowledge personal bi-
ases that could have inherently impacted data collection, anal-
ysis and interpretation of findings (Ahmed 2024). Considering
the value of the ‘insider’ perspective provided balance to the
researchers' reflexivity and positionality. The six research team
members identified as female and had differing personal roles
that may have influenced their perspective and understand-
ing of the research context. Four team members were parents,
with children of various ages. These members had previously
interacted with paediatric healthcare services as a parent. Five
members of the team were also registered nurses. S.H. actively

worked in a paediatric cardiology outpatient clinic, regularly
interacting with parents and F.N.,J.O., S.K. and S.R. had transi-
tioned away from clinical-facing roles; however, had extensive
experience in paediatric haematology, neurodevelopmental
medicine, intensive care and surgical care settings. The sixth
member (M.H.) provided non-clinical expertise to the team,
and helped challenge assumptions during data analysis, that
may have been influenced by others' prior clinical experience.
All members acknowledged that they had an interest in pur-
suing the research topic, as they had previously witnessed dis-
tressed children being held for healthcare procedures in either
a professional or personal capacity.

5 | Findings
5.1 | Participants

As part of this study, 11 parents consented to participate; three
parents withdrew from the study prior to interviewing for rea-
sons including their child's health deteriorating, or conflicting
work and family commitments. Eight parents were interviewed,
including seven who identified as a mother and one who iden-
tified as a father. Five of these interviews were completed face-
to-face on a hospital ward, and three interviews were completed
via telephone, with the duration of interviews ranging from 12
to 40 min (mean 19 min). On two occasions, at a parents' request,
a young child (under 4years) was present whilst a face-to-face
interview took place. Two parents spoke a second language at
home. Children of participants had been admitted to hospital
for various medical and surgical reasons, including respiratory
illnesses, renal conditions, cardiac surgery and trauma injuries.
Half the parents who were interviewed had children who expe-
rienced greater than 20 healthcare procedures during their life-
time, highlighting a repeated exposure to procedures. Table 2
details characteristics of each parent and their child, using
pseudonym names chosen by the research team.

To provide greater context of the study, the procedures children
underwent and physical holding described by parents are de-
tailed in Table 3.

5.2 | Themes

Key findings from understanding parents’ experiences, high-
lighted parents undertook multiple roles when holding their
child for a healthcare procedure. As shown in Figure 1, these
roles included being a protector, comforter, helper and enforcer,
with the latter three roles positioned along a continuum, with
parents often moving between these roles throughout a proce-
dure. Each role was accompanied by subthemes that included
communicating the child's needs, feeling what the child was
feeling, providing reassurance, being present, seeking a role,
stepping up and just having to get it done.

5.3 | Parent as a Protector

Protection became the overarching theme of the study, as all
roles involved aspects of parents protecting their child. This
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TABLE 2 | Characteristics of parents and their child.

Number of

Parent's Child’s Child's age procedures in Type of
Interview pseudonym pseudonym range in years child’s lifetime admission
1 Lin Zhen 1-4 6-10 Medical
2 Pam Alex >12 11-20 Surgical
3 Gillian Mitch 1-4 >20 Medical
4 John Beau 1-4 >20 Medical
5 Sarah Zoe 5-11 11-20 Surgical
6 Mariet Hazel <1 >20 Surgical
7 Jess Zac <1 >20 Surgical
8 Nat Ethan 5-11 6-10 Medical

TABLE 3 | Healthcare procedure and parents’ description of how
they held their child.

Parents’ holding

Healthcare procedure description

Finger prick blood test Parent held child's arms

Anaesthetic mask induction Parent held child's hands

Parent held child's upper
body, in a ‘hug type’ hold

Subcutaneous injection

Line removal Parent sat on bed,
with child laying

on parent's chest

Venipuncture blood test Parent gave child
‘gentle hug’ whilst child

sat on parent's lap
Urine catheter insertion Parent held child's arm

Parent held child's
head ‘steady’

Feeding tube insertion

Parent held child's
hands and feet

Feeding tube insertion

Intramuscular injection Parent held child's arms

was particularly apparent through parents Communicating their
child’s needs, with parents advocating to give their child time,
choice and involvement in decision-making. Gillian (Interview 3),
mother of Mitch, emphasised ‘I feel like I must advocate for him.
I guess it's giving that voice, because he can't say it himself yet,
like what he might prefer and how it might work better for him’.

Most parents highlighted the importance of telling their child
the truth, with some also describing speaking up or saying stop
if necessary, during a procedure. Mariet (Interview 6), mother of
Hazel, voiced ‘it's a scale of getting to know your child and how
they respond or cry, and then just putting your foot down and
saying, no, this is something wrong, don't do that’.

Experiences from parents suggested they were also Feeling
what the child was feeling. Lin (Interview 1), mother of Zhen,

expressed ‘he was crying, and I was crying, but I still had to hold
him’. Lin's comment emphasised that parents’ emotions were
closely influenced by their child's experience. Many parents
acknowledged difficulties of the situation for their child, and
their own personal and emotional challenges. Nat (Interview 8),
mother of Ethan, explained:

That was the moment I lost my ability to hold back
emotions... I knew holding was necessary, but yeah, it
was really challenging. Umm and yeah. I just. I pretty
much cried for 12-hours straight, when he [Ethan]
wasn't looking and when he was asleep.

5.4 | Parent as a Comforter

Collectively, parents expressed how challenging procedures
were for their child, with Providing reassurance reflecting how
they offered comfort. Parents suggested being positive for their
child was important, this was demonstrated through the ver-
bal reassurance they provided to their child throughout a pro-
cedure. Additionally, physical reassurance was reflected by
parents holding their child to feel safe and comfortable. John
(Interview 4), father of Beau, articulated that his role as a parent
was ‘to make him [Beau] feel comfortable, to make him feel safe,
to make him feel okay with what was going on’.

Despite being emotionally challenging, parents Being present
was thought to be helpful. There was consensus among par-
ents that their presence during a procedure alleviated some of
their child's stress and anxiety. Mariet (Interview 6), mother
of Hazel, explained ‘you don't like hearing them in distress or
discomfort, but you know they're actually taking it better with
mum and dad being there’. Although, notably, for some pro-
cedures not every parent felt they could be present to comfort
their child, with Pam (Interview 2), mother of Alex, acknowl-
edging her own coping abilities ‘T had the option to leave and
I'm glad I did, because I don't think I would have coped watch-
ing him go through that’.

Most parents, however, placed an importance on always being
present during procedures, as Jess (Interview 7), mother of Zac,
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« Communicating the child’s needs
« Feeling what the child was feeling

- Providing reassurance
« Being present

« Seeking a role

« Stepping up

- Just having to get it done

°

FIGURE1 | Parental roles when holding a child during healthcare procedures.

explained ‘T've always been present. I've always been there, for
every one of them [procedures] and helped hold his hands if he's
kicking or fussing, or holding his feet, you know, being a com-
fort to him’.

5.5 | Parent as a Helper

The helper role was portrayed by parents Stepping up when
they saw there was a need to help hold during a procedure,
as Sarah (Interview 5), mother of Zoe, did ‘I was given the
option of having another nurse come in, if I didn't want to
hold her. But I said that I was okay to hold her down’. Parents
also stepped up on some occasions when there were no other
healthcare staff available to assist. Mariet (Interview 6),
mother of Hazel shared:

I've been asked [during a heel prick blood test] ‘can
you please help hold bub still, it makes it so much
easier’, and then you're like, ‘yeah'... You feel a bit like
well, there is nobody else around, so you kind of have
to step in.

Some parents were Seeking a role or wanting to feel useful during
a procedure, and actively sought guidance on how they could do
this. Sarah (Interview 5), mother of Zoe, explained how she ‘put
[positioned] myselfin a way, and then I said, is this okay? Let me
know if you need me to do anything. And they [the nurses] said
what I was doing was fine’. Parents who described helper roles
during procedures, benefitted most when that role was clearly

defined and supported by healthcare staff. Gillian (Interview 3),
mother of Mitch, highlighted this support when she explained
her experience of a nurse suggesting that she sat behind Mitch
and helped hold him:

I feel like you have to be prompted, because you just
don't think of it..Sometimes you feel like youre in
the way, it's actually when you're sitting on the bed
holding, that you don't feel like you're in the way.

5.6 | Parent as an Enforcer

At times parents felt it was necessary to hold their child for a
procedure, which was represented by Just having to get it done.
Parents felt holding their child was sometimes needed to prevent
further discomfort, particularly for procedures that required
precision, such as inserting a feeding tube. Mariet (Interview
6), mother of Hazel, explained ‘it's uncomfortable and if she's
swinging her head from side to side. That movement can disrupt
it [feeding tube] and make it more uncomfortable. So sometimes
holding is necessary’.

Similarly, some parents deemed holding necessary when a pro-
cedure was considered urgent, which occasionally led to unin-
tentional forceful holding. Nat (Interview 8), mother of Ethan,
acknowledged:

I understood why they needed to get it in, as he had
significant kidney health readings. They needed to
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be seeing straight away what was coming out of his
bladder... But they had a bit of trouble getting it in, so
we did have a lot of holding during that procedure.
We had one nurse holding legs, me on one arm, and
another nurse on the other arm.

When parents reflected on previous procedures, sometimes
completing procedures quickly and efficiently was considered
necessary, particularly, when a procedure was thought to be
non-negotiable. Pam (Interview 2) explained an instance when
she held her, now teenage son Alex, still for a general anaes-
thetic as a young child: ‘T thought, well this is what we've got to
do, to get it done. And we had to get it done, there was no choice,
so let's just do it’.

6 | Discussion

This exploratory qualitative study interviewed eight parents to
explore their experiences of holding their child for a healthcare
procedure. Parents’ involvement in procedures was exempli-
fied through the multiple roles they undertook, with parent as
a protector the overarching role, as all roles identified within
this study—-comforter, helper and enforcer—involved aspects of
parents protecting their child. A novel finding from this study
was making the roles parents take on during a procedure ex-
plicit, furthermore, these roles were not static but rather posi-
tioned along a continuum, with parents moving between roles
throughout a procedure. This continuum of roles became appar-
ent through parents' advocacy for their child, desire to promote
comfort, ability to help or assist when needed and belief that to
facilitate some procedures holding was necessary. Recognising
that parent roles are not static is important for clinicians, as this
understanding highlights the complexity of roles parents often
move between during a procedure.

At the forefront of the findings was parents’ instinctive need to
protect their child, demonstrated through the overarching ‘par-
ent as a protector’ role. The concept of parent protectors has been
previously described in qualitative research, with Brenner (2013)
and Svendsen et al. (2018) also suggesting parents have an innate
desire to protect their child from unnecessary suffering during
procedures. Building upon previous research, the current study
explored in greater detail the numerous ways parents actualise
their protector role. It was recognised that whilst parents’ over-
arching protector role remained constant, the additional roles
changed according to the context of the procedure. Roles were
influenced by parents' perception of how their child was cop-
ing, whether the procedure was deemed urgent, or if the parent
thought getting the procedure done quickly would be in the best
interests of their child.

In this study, parents reported being present was important
and comforting for their child; on occasion, their presence was
thought to alleviate some of their child's stress and anxiety.
These findings are similar to those from Salmela et al. (2010)
who suggested parental presence was a coping strategy that
helped children manage their hospital related anxiety and fears.
Snyder (2004) further emphasised the importance of parental
presence by reporting parents have an ability to provide verbal

and physical reassurance, which was also consistent with find-
ings from the current study. Alongside their presence, parents’
desire to provide comfort and reassurance often evolved into
wanting to help with the procedures in some way, which saw
parents holding their child in a helper role.

Parents described procedures where they were actively seeking
a role and times when they were asked to assist. In instances
where parents were helping during a procedure, findings sug-
gested parents benefitted most when their role was clearly
defined and supported by healthcare staff. This aligns with
Cavender et al. (2004) who suggest that clear identification of
roles can augment the potential benefit of parental presence.
When establishing which role parents would like to take on,
it is important to distinguish between a comforting and help-
ing role, as not all parents feel they can help or assist during
a procedure. A qualitative study by McGrath and Huff (2003),
which explored parents’ experiences of their child's oncology
treatments, reported that parents found witnessing and being
involved in procedures, including holding their child, distress-
ing. Clinicians can define with parents which role along the
continuum they would feel most comfortable taking on. This
is supported by Svendsen et al. (2018) who emphasised parents
should be involved in the planning of procedures when hold-
ing is likely to occur. The sliding-scale schema (see Figure 1)
developed through the current study, which illustrates the par-
ent roles, can be used by clinicians as a practical visual tool
during procedural planning, particularly to promote parental
involvement. The visual tool can be integrated into procedural
planning discussions to help clinicians and parents establish
which role the parent would be best suited to take on during
their child's procedure.

Findings from this study also suggest some parents can assume
an enforcer role, particularly for procedures that require the
child to remain still for their safety, such as feeding tube in-
sertion, and the safety of others, such as needle-related proce-
dures. Additionally, Snyder (2004) claimed that parents setting
limits on a child's behaviour, can act as a psychological inter-
vention when children are resisting treatments or procedures.
However, as demonstrated through parents’ quotes in this study,
in some situations, there is potential for forceful holding to un-
intentionally occur. Bray et al. (2015) suggests that parents’ de-
cision to hold their child—to ‘just get the procedure done’—can
lead to an unpleasant and distressing experience for the child.
It is also well established that forceful holding, during a health-
care procedure, can have negative consequences, including
physical and emotional distress for both parents and children
(Bray et al. 2015; Brenner, Drennan, et al. 2014; Kirwan and
Coyne 2017; McGrath et al. 2002). Therefore, it is important
to recognise when a parent is in an enforcer role; to support
them to apply minimal force and decrease any unnecessary
holding. It may even be necessary to identify a different role,
along the proposed continuum, for parents to take on within
the procedure. Additionally, given the emotional impact hold-
ing children can have on parents (McGrath et al. 2002), it is
important that parents are provided with an opportunity to
debrief with healthcare staff after the procedure is completed
(Brenner 2013). Through debriefing, parents can reflect on
their role during the procedure and consider any changes that
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could be implemented to help improve future healthcare proce-
dures for their child.

The implications of this study for practice include an in-
creased awareness of parent roles. This awareness can sup-
port clinicians working with parents in clinical settings
to navigate their role effectively. This is particularly true
if parents are struggling to identify a role to take on where
they can best support their child for a healthcare procedure.
Active support such as this, along with a flexible response and
balancing competing considerations, emphasises the func-
tional approach nurses can take to promote PFCC outcomes
(O'Neill et al. 2023). The study findings can further be used
to enhance paediatric procedural management by informing
nursing guidelines, staff education and the information pro-
vided to families before procedures. For instance, the findings
highlight the benefits of parental presence during procedures
and emphasise the importance of discussing the comforter or
helper roles that parents can play.

6.1 | Strengths and Limitations

The range of parents, with children of varying ages and pro-
cedural experiences, was a strength of the study. This variety
enabled in-depth exploration of parents’ experiences with both
young and older children, which was considered important, as a
child's age can influence the decision to hold them for a health-
care procedure. Despite inviting both mothers and fathers to
participate in this study, only one father was recruited, reflecting
challenges faced in identifying fathers available to participate.
This limited exploration of potential gender-related differences
in experiences and responses. The small sample size was also
a limitation for consideration; however, it was consistent with
the qualitative research approach and still allowed a rich under-
standing of parents’ experiences to be gained. This study was
completed at a single centre, focusing solely on parents’ whose
child was admitted to an inpatient ward. Consequently, parents’
perspectives and information they considered important, may
have been influenced by their child's current hospital admis-
sion. Furthermore, this study was only accessible to parents
who spoke English. Therefore, it is necessary to acknowledge
that holding experiences may differ for parents who are from
linguistically diverse backgrounds.

6.2 | Recommendations for Future Research

Parents’ perceptions of procedural experiences are reported
throughout the current study; however, the voices of children
and young people remain underrepresented in research, partic-
ularly relating to the phenomenon of being held for a healthcare
procedure. Therefore, to inform a broader understanding of
procedural management and the impact holding has on all indi-
viduals involved in a procedure, experiences and perceptions of
children and young people should be explored. As this study was
not able to engage with parents and caregivers who had a non-
English language preference and recruited only one father, fu-
ture research should seek to prioritise strategies to include these
participant groups to gain their valuable perspectives about the
practices of holding children for healthcare procedures.

7 | Conclusion

This study highlighted that parents take on an overarching pro-
tector role during healthcare procedures. Parents are sometimes
balancing a desire for their child to feel safe, holding as a com-
forter, with wanting to get the procedure done, and therefore
holding as an enforcer. It was recognised that parents can move
between roles during a procedure. These findings call for the
inclusion of parents in healthcare procedures, with consider-
ation for identifying, encouraging and supporting the roles they
take on.
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