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Interviewing children for the purposes of
research in primary care
Moya Morison, Jim Moir and Theo Kwansa School of Social and Health Sciences, University of Abertay, Dundee,
UK

Interviewing can provide unique opportunities for professionals to gain some under-
standing of the child’s subjective experience, where other means of data collection
are inappropriate and other sources of data are less valid. This article is concerned
with the principles and practicalities of interviewing children for the purposes of
health-related research. It draws on the knowledge gained from three decades of
research involving interviewing young people in many contexts, including health care,
social welfare and child protection. A conceptual framework is presented to illustrate
the interactive and iterative processes that occur between interviewer and inter-
viewee, and the pivotal importance of context in shaping any interaction. The influ-
ences of the young person’s linguistic, cognitive and social skills are discussed. The
effects of the gender and ethnicity of both the researcher and the researched are
considered in relation to the conduct of the interview, and the influence of adult biases
and perspectives on the evaluation and interpretation of data is explored.
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Introduction

Interviewing can provide unique opportunities for
health care professionals and researchers to gain
some understanding of the child’s subjective
experience, where other means of data collection,
such as questionnaires, may be inappropriate
because of the child’s age or the sensitivity of the
topic, and where other sources of data, such as par-
ents and teachers, are less valid.

This article is concerned with the principles and
practicalities of interviewing children for the pur-
poses of health-related research. It is based on the
personal experiences of the authors and a system-
atic review of a broad range of research literature,
with different theoretical and associated methodol-
ogical orientations, ranging from the ethnographic
(Morison, 1996) to the more constructionist (Moir
and Abraham, 1996). The focus is on the chal-
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lenges of interviewing pre-adolescent children,
including those of pre-school age.

An examination of the literature has revealed
that there is only a modest amount of empirically
established knowledge, and many unresearched
aspects (Kortesluoma and Hentinen, 1995; Faller
and Everson, 1996), yet interviewing is one of the
most commonly used approaches for gaining an
understanding of the child’s viewpoint, whether for
the purposes of therapy (Kanferet al., 1992;
McConaughy, 1996), research (Graue and Walsh,
1998; Holmes, 1998) or testimony in a court of law
(Saywitz and Goodman, 1996) (see Table 1).

In the past, children’s thoughts and feelings have
often been elicited second hand, from parents or
guardians, and children have tended to be regarded
as unreliable witnesses whose credibility can be
challenged on the basis of a lack of linguistic skills,
unreliable recall, susceptibility to suggestion and a
tendency to confuse fantasy with reality (Moston,
1990; Dent, 1991; Lambet al., 1994; Warren and
McGough, 1996; Schetky, 1997). However, there
is evidence that children can be reliable witnesses
and that they can comment meaningfully about
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Table 1 Some reasons for interviewing children in primary care

Purpose Context Examples

Therapy 1 For the young person
Assessment/diagnosis experiencing:
Treatment (e.g. counselling) O an acute or chronic illness Cystic fibrosis (Christian and D’Auria, 1997)
Evaluating the effectiveness O a mental health problem Cancer (Enelow et al., 1996)
of an intervention

Emotional and behavioural disorders
(McConaughy and Achenbach, 1996)

Suicidal ideas and behaviour (Jacobsen et al.,
1994)

Phobic and anxiety disorders (Silverman,
1994)

O adverse life events Physical or sexual abuse (Shapiro, 1991;
Lewin, 1995; Mordock, 1996; American
Academy of Child and Adolescent
Psychiatry, 1997)

Witnessing domestic or community violence
(Pynoos and Eth, 1988; Rollins, 1997)

2 For health-screening Health screening at school (Inglis, 1989)
purposes

To obtain legal testimony Where the young person is a Psychological or sexual abuse to self or
witness to an illegal act others (e.g. Lamb, 1994; Davies et al., 1996;

Saywitz and Goodman, 1996; Tully and
Fritzon, 1996)

For social welfare/educational For selection for intake to Residential care (e.g. Minkes et al., 1994)
placement an institution

Research Any of the above Coping with chronic illness and disability
(Gallo et al., 1991; Blum, 1992; Eiser, 1993)

Living with bed-wetting (Morison, 1996)
Having an injection (Broome and Endsley,

1989)
The experience of homelessness (Heusel,

1990; Gunther, 1992)
Response to the death of a sibling (Atuel et

al., 1988)
The assessment of pain (Cummings et al.,

1996; Woodgate and Kristjanson, 1996)
Coping with stress (Band and Weisz, 1988)
Compliance with treatment for diabetes

mellitus (Kovacs et al., 1992)

their thoughts, feelings and experiences when
questioned appropriately (Amato and Ochiltree,
1987; Robinson, 1987; Fauxet al., 1988; Oakley,
1994). Children can also be taught strategies to
improve recall (Saywitzet al., 1996).

There is an increasing insistence that the feelings
and wishes of young people should be taken into
Primary Health Care Research and Development2000; 1: 113–130

account prior to any therapeutic intervention, or
before any change in social or welfare provision is
made (Minkeset al., 1994). This policy is reflected
in the UN Convention on the Rights of the Child,
and in government policy, with its emphasis on
maximizing user involvement in decision making
(Department of Health, 1997, 1998, 1999a, b). Yet
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it is difficult to achieve a valid understanding of a
child’s wishes, because of the biases and expec-
tations that adults bring to their evaluation of the
situation. Similar concerns prevail in relation to the
interpretation of data from young people who have
been the subject of research (Graue and Walsh,
1998).

The influence on interpersonal communication
of the age-related cognitive, linguistic and social
development of young people is being increasingly
understood (Stewardet al., 1993; Goodwin, 1997).
It is also recognized that the gender and ethnicity
of the young person and of the researcher can com-
pound problems of communication, understanding
and interpretation of the child’s world (Maccoby,
1990; Williams and Heikes, 1993; Beoku-Betts,
1994), and many complex ethical issues can arise
in the process (Alderson, 1993, 1995; Scott-Jones,
1994; Wescott, 1994).

To explore and shed light on this complexity is
the purpose of this paper, which includes advice
for those less accustomed to communicating with
children on how to translate research-based prin-
ciples into practice.

The interview process: a conceptual
model

A conceptual model illustrating the key compo-
nents of the interview process is shown in Figure
1. It represents a synthesis of an extensive review
of the literature. The search parameters used were
interview* and child*. A total of 239 relevant pap-
ers were identified from PsycLIT, 46 papers from
CINAHL, and 9 papers from the British Nursing
Index (BNI).

The model assumes a process of mutual simul-
taneous shaping (Lincoln and Guba, 1985), which
is the principle of interdependent components
mutually and simultaneously influencing all other
components, as the young person and the inter-
viewer interact and attempt to make sense of each
other’s view of the world. Whether the interview
is structured, semi-structured or unstructured, it is
contended that the interviewer is never totally in
control, inaccessible or unaffected by the actions
and responses of the young person.

The concepts of interdependence and mutuality
run counter to the attempts of interviewers in the
1950s and 1960s to assume an objective stance:
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Interviewing . . . is a fairly straightforward
job, not one calling for exceptional industry,
charm or tact . . . the interviewer’s person-
ality should be neither over-aggressive nor
over-sociable. Pleasantness and a business-
like nature is the ideal combination.

(Moser, 1958: 195)

Reflecting on the methodological problems high-
lighted by her research on motherhood, Ann Oak-
ley (1981) was among the first to demonstrate the
impossibility of adopting a neutral stance, as well
as questioning the prevailing notion that inter-
viewing was a one-way process which involved
eliciting information from ‘respondents’ without
reciprocation or any form of personal disclosure.
Despite the inherent power imbalance between
children and researchers, many researchers who
have worked with children highlight the potential
for the child to set the agenda during exploratory,
in-depth interactions (Mandell, 1988; Pellegrini,
1996).

The final principle to be explicated, before
describing each of the components of the model in
turn, is the concept of ‘wholeness’, which implies
that no single component can be understood in iso-
lation from the rest. Inherent in this concept is the
idea (and, for the purposes of this paper, the
caution) that the whole is more than the sum of the
parts. This is congruent both with the naturalistic
paradigm, which underpins a great deal of explora-
tory research with children, and with systems
theory, which is a useful approach to understanding
children in the context of their families and their
wider social existence (Broderick, 1993; Rosen-
blatt, 1994).

The importance of context
The context of an interview can have a profound

influence on the nature of the interaction and its
outcome, including whether the child chooses to
engage with the interviewer at all. Aspects of con-
text (illustrated in Figure 1) include the nature of
the topic under discussion, the purpose of the inter-
view, and the physical and social environment in
which the interview is to take place.

The nature of the topic
Before embarking on any interview it can be

useful to reflect on the emotions that are likely to
be elicited by the nature of the topic itself. There
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Topic (e.g. the experience of wetting the bed, child abuse)
Purpose (e.g. therapy, research, legal testimony)
Presence of significant others (e.g. parents, siblings.
              healthcare professionals, judge)

Context

Setting (e.g. home, out-patient clinic, court room)

The young person

Age
Gender
Psychosocial development
      (cognitive, linguistic, social)
Personality

Current/recent traumatizing
       events

Cultural background and ethnicity

The inteviewer

Age
Gender
Ethnicity
Interviewing experience and skills
    experience of communicating
      with young people
    ability to develop rapport
    knowledge of factors affecting
      data quality

The process

Before interview

Collecting background information
Selecting interview tools and aids
Choosing a location
Ethical issues (e.g. access, informed consent)

At interview

Introductions and establishing rapport
Establishing the purpose of the interview
Setting objectives and a time frame
Negotiating the ground rules

In the beginning

Asking questions
Responding to questions
Responding to the child�s emotions

In the middle

Winding up
Confirming the next step, including feedback to
                 participants

At the end

Consequences and outcomes

1) Inter- and intrapersonal understanding

2) A guide to actions, based on understanding

3) Outputs to the wider world (e.g.
                      journal articles, reports, conference papers)

Figure 1 The interview process

are many health-related instances where children
are likely to feel ashamed of their inability to achi-
eve tasks that other children of their age can achi-
eve easily. One such example is lack of night-time
bladder control.
Primary Health Care Research and Development2000; 1: 113–130

Many of the children in Morison’s (1996) study
of families’ experiences of living with a young per-
son who wet their bed felt embarrassed and ash-
amed. Their tendency was to hide the problem so
as to avoid the humiliation of having their per-
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ceived failing observed by others, with the loss of
self-esteem that this entailed. As a result, some
young people failed to attend their first interview,
even though this had been carefully negotiated
with the family and was arranged to take place in
the young person’s own home. Avoidance behav-
iour was especially common in older children,
particularly when it was anticipated that other fam-
ily members might be present. One 12-year-old
took the long way home from school on the after-
noon of his interview, and was eventually found
hiding behind the door. Another child disappeared
for the evening when the interview had been
arranged. This raises issues relating to informed
consent for young people under the age of 18
years. These will be addressed later in this paper.

Although children may have willingly agreed to
take part in a study, they may be economical with
the truth, if they perceive full disclosure to be
too humiliating:

John (aged 8 years): . . . I never wet until
Christmas – well, last year I wet once
because I was too excited. That was why I
wet at Christmas. I was too excited.

Moya (the researcher): Too excited. Any
other times when it happens?

John: When it’s my birthday.

According to his urinary symptoms diary, John
was actually wetting the bed two or three nights
a week.

Speaking from a clinician’s perspective, Hughes
and Baker (1990) strongly adjure that children’s
defence mechanisms should be respected, and they
warn against any attempt to confront children with
their use of denial outwith an ongoing therapeutic
relationship. In relation to research this highlights
another important ethical issue, namely non-
maleficence.

The purpose of the interview: perceived benefits
and threats

Whether the context is therapy, the giving of
legal testimony, or research, the willingness of the
child to participate in an interview can reflect their
perception of the possible personal benefit of par-
ticipation, weighed against the perceived threat,
including threats to self-esteem (see Figure 2).

When asked how he felt about taking part in the
bed-wetting study, John (aged 8 years) replied:
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Most willing
to participate

Likely to be
apathetic

Willingness to participate
depends on perceived
cost, weighed against

potential benefits

Least willing
to participate

Perceived personal
benefit(s) of
participating

Low

High

HighLow

Perceived
threat

associated
with

participating

Figure 2 The influence of perceived personal benefit
and perceived threat on the young person’s willingness
to be interviewed for the purposes of research

Happy . . . it’s the first time I’ve ever been
in a project with adults and that, and I’m
really happy . . . I’m enjoying myself.

When asked what he had enjoyed most he replied:

Doing the faces and the pictures.

In this case, the self-esteem associated with being
in an ‘adult project’ and the pleasurable nature of
the child-focused activities overcame the young
person’s initial reluctance about self-disclosure.

In other circumstances, such as previous family
violence or child abuse, children may be very fear-
ful of the consequences of talking to a person who
is perceived as being in authority, both for them-
selves and for the negative consequences for the
family as a whole (Gunther, 1992).

The presence and attitudes of significant others
The presence and attitudes of other people who

are significant to the young person can have a
marked influence on the interview process, which
may be either positive or negative. Even when
families and children can perceive no personal
benefit from participating in a study, they may
nevertheless agree to take part because the parents
suggest to the young person that their participation
could help other people.

Supportive and empathetic parents can encour-
age openness on the part of the child by creating
a safe environment for the disclosure of thoughts
and feelings, as well as more factual information.
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Disapproving parents can have the opposite
effect:

Mother of Tracy (aged 9 years): She just
keeps things in, ken [you understand], she’ll
no communicate, ken – she’ll just no sit and
talk to you.

Tracy’s mother had punished the child in many
ways for wetting the bed. Tracy found it very dif-
ficult to communicate with the researcher until she
was encouraged to draw pictures of herself in cer-
tain situations.

The influence of the setting
Many problems of shyness and embarrassment

can be overcome by interviewing the child in the
familiarity of their own home, or in other natural
settings. However, this can lead to a number of
problems for the interviewer. Lack of privacy can
be a problem when the family have adopted an
‘open-house’ policy and other siblings, friends and
their parents wander in and out at will. This is a
particular hazard in the late afternoon (after school
and before the children’s tea-time), which is often
chosen by the family as a convenient time for them
to meet the researcher.

In his study of homeless children, Heusel (1990)
describes interviewing children against the back-
ground noise of city traffic, in the corner of the
living room or at a dining table in an overcrowded
shelter while other children were playing nearby.
Holmes (1998) describes similar problems with
regard to finding quiet places in the school setting,
where the probability of being disturbed is low.

Set against these practical difficulties there are
many secondary benefits of interviewing children
in their natural setting, including the ability to
observe the nature of the young person’s behaviour
and interactions with others (Bronfenbrenner,
1986; Kazak, 1992).

In practice, a quiet environment can often be
negotiated with the family. If this is not possible,
it is advisable to use the highest-quality audio
equipment that can be afforded, as this can result
in a tape recording in which individuals can still
be heard above the noise of dogs, babies, the tele-
vision and passing traffic.

What does the young person bring to the
situation?

A growing body of literature in the field of child
development supports the notion that children per-
Primary Health Care Research and Development2000; 1: 113–130

ceive, conceptualize and reason about themselves,
other people and everyday events in ways that are
qualitatively different from those of adults
(Mussen et al., 1996; Hetherington and Parke,
1998). Despite adult researchers’ best efforts to
adopt a ‘least adult role’ when studying children
(Mandell, 1988), these differences can lead to mis-
understandings and misinterpretations of the
child’s lived experience.

One uncommon solution to the problem is to use
children as field assistants, as Gertrude Huntington
has done in her anthropological studies
(Huntington, 1987). One benefit that Huntington
found was that her children could report to her on
those activities from which adults were excluded.
However, for the most part researchers are adults
and need to acquire some understanding of
children’s development in relation to linguistic,
cognitive and social skills, and to understand how
children’s motivations, goals and coping strategies
change over time and can profoundly influence
their conduct during an interview, including their
ability and willingness to share their thoughts and
feelings with the interviewer (Hughes and Baker,
1990). Some key research findings are summarized
below, but it must be emphasized that children are
individuals and will reach developmental mile-
stones at different ages.

Language development
Language serves many purposes for the

developing child, enabling them to express their
needs and wishes, to interact pleasurably with
others and to understand their physical and social
environment. The acquisition of language is a com-
plex developmental task that requires the develop-
ment of skills in the domains of phonology, seman-
tics, grammar and pragmatics. Clearly, a detailed
discussion of the processes involved in acquiring
these skills is beyond the scope of this paper.
Instead, the aim is to alert the researcher to certain
developmental milestones (see Table 2) and their
implications for interviewing, especially with
regard to asking questions.

Pre-school children Whereas adolescents and
adults are able to respond to open-ended questions
of the ‘Tell me about. . .’ type, which can prove
very illuminating in qualitative research, such
questions are likely to result in a blank look or at
best a series of unrelated associations from
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Table 2 A brief overview of language development and skills acquisition in children up to the age of 6 years

Age Language characteristics and skills

1 year Utters first understandable words, but does not respond verbally when
spoken to in simple phrases

18 months Uses two-word combinations

2 years Vocabulary now 200–300 words
Can initiate conversations and respond in simple phrases

3–4 years Over 1000-word vocabulary. Uses simple sentences
Understands ‘who’, ‘what’ and ‘where’ questions
Poor conceptualization of past tense and past events
Understands the social process of ‘taking turns’ in conversations

5–6 years 2000 to 2500-word vocabulary. Communicates using longer and more
complex sentences

Good grasp of past tense. Can recall and describe past events
Understands ‘when’, ‘why’ and ‘how’ questions and can respond

appropriately

younger children (Hughes and Baker, 1990). Hut-
chesonet al. (1995) found that younger children
frequently failed to answer general questions, but
provided information relevant to those same ques-
tions later in the interview.

Pre-school children are still learning the prag-
matics of social communication. They will nor-
mally have mastered the notion of ‘taking turns’
by the age of 3–4 years, although they may not
always respond to every question put by the
researcher.

Pre-school children appear to be especially vul-
nerable to the wording of questions (Greenstock
and Pipe, 1996), to the persona of the interviewer
and the type of information requested (Saywitz and
Goodman, 1996). Influenced in part by shorter con-
centration spans and distractibility, young children
can find it difficult to sustain conversation without
frequent prompting and empathetic verbal and non-
verbal responses. However, there is a danger of
asking too many questions and of asking ‘forced-
choice’ questions, which can lead to single-word
answers which may not be particularly illuminat-
ing.

Young children are often most expansive in situ-
ations where the researcher seeks to exercise mini-
mal control over the interaction. Saywitz and
Goodman (1996) suggest that ‘professing con-
fusion’ is much more successful than coercion in
encouraging pre-school children to elaborate on an

Primary Health Care Research and Development2000;1: 113–130

answer or to disentangle apparent inconsistencies.
Misunderstandings can be minimized by keeping
questions short and using familiar vocabulary.
With careful and sensitive questioning, the inter-
viewing of pre-school children can yield rich
multi-dimensional data, as illustrated, for example,
by Robinson’s (1987) study of children’s percep-
tions of health and illness.

Much has been written about the use of anatom-
ically correct dolls and models, especially in cases
of suspected child abuse (Priestley and Pipe, 1997).
However, De Loache (1995) sounds a note of cau-
tion with regard to very young children, who have
difficulty in realizing that models such as dolls
function both as an object and as a symbolic rep-
resentation of an object, which is a prerequisite to
reasoning. Colour photographs can be a useful aid
to communication with children as young as 3
years old, as in Meyer’s (1992) study of children’s
responses to nursing attire.

The school-age child Growth in social communi-
cation skills is most rapid in the pre-school years
(see Table 2), but it continues throughout middle
childhood.

In a study of the impact of certain questioning
styles on the accuracy of children’s testimony,
Carter et al. (1996) found that children reported
an event significantly less accurately when ques-
tioned with complex, developmentally inappropriate
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questions rather than simple questions, yet the chil-
dren rarely admitted to comprehension failure. It
may therefore sometimes be difficult for the
researcher to be aware that a question has only
been poorly understood, unless the child’s response
is clearly inappropriate. Another pitfall is to ask
leading questions, which can result in distorted
responses (Huonet al., 1997).

As Fauxet al. (1988) have pointed out, unstruc-
tured or semi-structured data-collecting techniques
facilitate young people in enunciating their point
of view. The use of drawings, models and other
visual aids to communication can overcome many
of the linguistic difficulties associated with conver-
sations involving more complex concepts or sensi-
tive situations (Dahlquist, 1990; Priestley and Pipe,
1997). If the topic is less sensitive, it may be
appropriate to encourage children to give written
accounts. In a study of age and gender differences
in children’s Christmas requests, Almquist (1989)
asked the older children (aged 10 years) to write
letters to Santa Claus stating what they would like
to receive. The 7-year-olds were allowed to dictate
their letters.

Cognitive development and social reasoning
Children actively construe meaning from their

experiences. Knowing how children organize their
experiences and reason about them facilitates
reliable interpretation of data from children.

Children’s linguistic development, described
above, mirrors their cognitive development
(Hughes and Baker, 1990). Whether answering
questions in an interview situation or completing
a simple questionnaire, the accuracy of children’s
self-reports will depend on their acquisition of cer-
tain cognitive and social-cognitive skills, as well
as their linguistic ability. One assumption that
underpins the use of any self-report measures with
children is that they do indeed have a coherent
sense of ‘self’, for their reports to be meaningful
(Stone and Lemanek, 1990). Other major develop-
mental tasks for children include the conceptualiz-
ation of others, and the cognitive understanding
of emotions.

Visual self-recognition occurs before the age of
3 years, and it is during these early years (from
about the age of 7 months) that the child comes to
understand the meaning of certain facial
expressions, and can communicate in relation to
certain simple emotions, such as happiness.
Primary Health Care Research and Development2000; 1: 113–130

A striking development that occurs at around the
age of 4 years is the onset of autobiographical
memory (Nelson, 1992). By 4 to 6 years of age
children can describe themselves and others in
concrete terms, such as physical appearance and
simple actions. They can accurately and reliably
differentiate between happiness and sadness,
although pre-school children sometimes confuse
sad and angry facial expressions. The reporting of
feelings is usually situational, reflecting a descrip-
tion of the circumstances in which the feelings
occur. This is exemplified by Martin (aged 6 years)
when describing his feelings on finding his bed wet
in the mornings:

I cry . . . ‘You’ve to keep it dry’ [mother’s
admonition].

At this age, children’s ‘all or nothing’ concep-
tualizations of their own personal traits, sometimes
referred to as ‘dichotomous thinking’ (Hughes,
1989), can lead to over-generalization, especially
with regard to negative traits.

Between the ages of 7 and 11 years, the young
person’s self-descriptions begin to include psycho-
logical characteristics and social comparisons, and
their understanding of themselves is more situ-
ationally based. For example, an 8-year-old may
consider himself to be ‘lucky’ in general, but
‘unlucky’ when it comes to learning how to
become dry at night. During these middle school
years the young person begins to differentiate
between mental and physical aspects of self, and
learns to differentiate between a variety of negative
emotions, such as anger, fear, disgust and shame.
Children in middle childhood can usually report
meaningfully on their perceptions of other people.
One aspect of person perception is that of social
role, and one role of special importance to children
is that of a friend. As children mature, they come to
think of friendships in terms of enduring, mutually
supportive relationships characterized by trust and
intimacy (Hughes, 1989):

Moya (researcher): Do any of your friends
know about it [the bed-wetting]?
Michelle (aged 8 years): One friend . . . Cos,
I know I can trust her. And she says, ‘Right,
I’ll tell not one person’. She always tells me
the truth . . . she says ‘You have to stop it,
everybody will find out sooner or later.’
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According to Mussenet al. (1990), pre-school
children almost always say that they are satisfied
and happy with themselves, while at the same time
looking somewhat mystified by questions relating
to self-image and self-esteem. They suggest that
children have a more clearly formulated sense of
self-worth and competence by the age of 9 or 10
years, but from this age they may not want to admit
to themselves or to others that they have undesir-
able qualities, and they may report more positive
self-esteem than they really feel. Understanding
these differences is important when attempting to
interpret self-report data from young people of dif-
ferent ages. It is also important when visual tech-
niques, such as Andrews’ and Withey’s (1976)
Delighted–Terrible Faces Scale, are used to
explore children’s feelings in certain situations.

The ability to describe themselves in more
abstract, complex terms and to understand the
possibility of a discrepancy between inner feelings
and outward behaviour does not normally occur
until early adolescence, by which time young
people are beginning to develop personal theories
both to account for what happens to them, and to
account for the behaviour of others.

From the above brief description it can be seen
that children’s understanding of themselves and
others shifts from a focus on concrete, observable
characteristics to an understanding of more
abstract, psychological constructs, and an ability to
appraise the influence of situational and dispo-
sitional factors, which enables young people to
come to an understanding of themselves and make
inferences about the feelings and likely behaviour
of others. A more detailed exposition of cognitive
development can be found in Hetherington and
Parke (1998) and Mussenet al. (1996).

Cultural background and ethnicity
The nature of ‘childhood’ varies according to

socio-cultural background. For example, western
conceptions of the self in terms of ‘possessive indi-
vidualism’ – that is, the view that we ‘own’ our-
selves in terms of motivated action – are not shared
by other cultures, which take a more collectivist
view of identity (Macpherson, 1962; Shotter, 1985,
1989; Wetherell and Maybin, 1996). It is also the
case that a child’s cognitive abilities do not map
on to their age irrespective of cultural background.
This view presupposes an ‘age-and-stage model’
of ‘natural’ maturation, and has been challenged
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by theorists who have taken a more socio-cultural
viewpoint (Vygotsky, 1962; Bruner, 1985).

The ‘rules’ for adult–child interaction are cul-
turally defined, as are the ‘rules’ for the expression
of experiences and emotions. For example, terms
such as ‘happiness’, ‘sadness’ or ‘anger’ are bound
up with particular ways of speaking about events
and relationships which may not be directly com-
parable in cross-cultural terms (Wetherell and
Maybin, 1996). Such ‘experiences’ are embedded
in particular cultural stories, and may not be so
easy to share within an interview setting. It is for
these reasons that the ethnic and cultural back-
ground of the child being interviewed must be
taken into account throughout the research process.

What does the interviewer bring to the
situation?

An interviewer’s questions provide the part of
the contextual framework for the construction of a
child’s responses. Answers are shaped for a parti-
cular audience in response to a particular question.
Some researchers identify the problem of ‘inter-
viewer bias’ and require that questions should not
be leading and respondents should be encouraged
to provide in-depth answers, with the interviewer
interspersing a few innocuous prompts to encour-
age the respondent to continue. This approach pre-
supposes that the researcher is a neutral sounding-
board (Moser, 1958), a concept that was refuted as
long ago as 1981 by Ann Oakley.

An alternative perspective is to treat the situated
nature of the interview as an item for analytical
concern. Thus issues of interviewer power, eth-
nicity and gender become part of the analysis pro-
cess rather than being methodological problems.

Interviewer influences are acknowledged as
being ever present, and in the case of interviewing
children, they include such features as prior contact
or privileged access through parents or pro-
fessionals such as teachers or doctors, ethnic or
gender similarity or difference, and the age of the
interviewer (Banisteret al., 1994; Holmes, 1998).
Attending to how such matters may shape what a
child says in an interview situation is of more value
than treating such issues as mere ‘nuisance vari-
ables’ to be ‘analysed out’.
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The interview process

There are many advantages of interviewing as a
research method with children, especially pre-
school children who are unable to read or write
(see Box 1). The focus of this article is on inter-
viewing individual children. The special tech-
niques of group interviewing have been described
by Lewis (1992).

Box 1 The advantages and disadvantages
of interviewing as a method of research-
ing children

Advantages
O The flexibility and breadth of coverage

made possible by the interview method
can lead to in-depth exploration of and
insights into the child’s world

O The child can play a large part in
determining the agenda

O The child does not need to be able to read
and write

O Questions can be clarified if they are not
understood

Disadvantages
O The process is time-consuming and there-

fore expensive
O Special training is advantageous, es-

pecially for researchers with little direct
experience of communicating with chil-
dren, yet training is rarely available and
most researchers end up ‘learning as they
go’ – this can have a marked effect on
data quality

Interviewing can be combined with other means
of data collection, such as child- and parent-rated
questionnaires, as illustrated in the study by Kov-
acset al. (1992) of children’s non-compliance with
medical treatment for insulin-dependent diabetes
mellitus. Informal interviewing usually
accompanies participant observation (Fine and
Sandstrom, 1988), as in Holmes’ (1991) study of
kindergarten children’s categories of play.
Primary Health Care Research and Development2000; 1: 113–130

The main phases of the interview process are
described below, preceded by some important ethi-
cal considerations.

Some ethical issues to consider during pre-
interview preparation

Several ethical considerations relating to the
interviewing of children are described here, taking
into account key issues such as:

• children’s cognitive competence to make
decisions about their personal welfare and inter-
ests;

• children’s rights of autonomy and self-determi-
nation;

• children’s rights to privacy, confidentiality, con-
sent and fair treatment.

In reality, children are generally perceived as hav-
ing varying degrees of cognitive competence and
limited autonomy (Burns and Grove, 1993), and
are often denied the total freedom due to them to
make choices or to exercise control over decisions
that directly concern them.

Two major factors which often override the
decision to take cognizance of the child’s personal
wishes are the perceived rights and protected obli-
gation of parents, together with the expectation that
society will act responsibly in safeguarding the
child’s best interests. However, many researchers
question the assumption that parents always act in
the child’s best interests (Fletcheret al., 1995).
Similarly, assumptions about society’s responsi-
bility for safeguarding the best interests of children
can be questioned. Graue and Walsh (1998) note
that ‘in research with children, children are the
knowledge holders, the permission granters and the
rule setters – for adults.’

However, it is easy to envisage circumstances in
which a conflict of interests could arise between
the wishes of adults and children, with adults gen-
erally gaining the upper hand.

Cognitive competence and consent
The concept of cognitive maturity – that is, the

point at which a child is considered to be capable
of giving personal consent – remains controversial.
The ambiguity that surrounds the transition from
childhood to adulthood creates difficulties in
determining when a child can be legally and ethi-
cally involved in decisions which require personal
consent. Admittedly, statutory and legal definitions
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regarding childhood and adulthood are in place
(Burns and Grove, 1993). However, the variations
in the legal age of consent (from 16 to 18 years)
from one context to another clearly indicate the
uncertainty about this developmental phenomenon.
In reality, there are no clearly defined indicators at
any given age to confirm that a child is now ready
to take personal responsibility for and control over
his or her own welfare. However, both Burns and
Grove (1993) and Graue and Walsh (1998) main-
tain that in matters concerning decisions about
their welfare and interest, the personal consent of
children should be sought whenever possible.

Beneficence vs. autonomy
While the principle of beneficence is concerned

with ensuring that research subjects are protected
from harm, respect for autonomy requires that sub-
jects should be able to maintain control and make
personal decisions. For example, in situations
where the parents believe that talking to an expert
(the researcher) might have therapeutic benefits for
their child, they might persuade or even coerce the
child into participating. This is clearly an infringe-
ment of the child’s rights. The converse situation
is that a child might willingly assent to participate
in a research interview, while the parents might
refuse to give their permission as a protective ges-
ture, or because of guilt or embarrassment associa-
ted with the nature of the topic under investigation,
especially if there is any implication of poor par-
enting.

Ethical considerations in relation to children can
be complex, and the reader is referred to seminal
works in this field, such as Alderson (1993, 1995),
Gillon (1991), Grodin and Glantz (1994), Greig
and Taylor (1999) and Stanley and Sieber (1992).

During the interview
Issues that relate to establishing and maintaining

rapport, asking questions and responding to the
child’s emotions are reviewed in this section.

Establishing and maintaining rapport
When children feel respected, accepted and safe

in any interview situation, they respond more
freely and honestly than when they sense disap-
proval:

Mother of Jennifer (aged 9 years): Jennifer
didn’t like her [family doctor] and I felt we

Primary Health Care Research and Development2000;1: 113–130

got off on the wrong foot. I felt Jennifer
wasn’t at ease with her. Jennifer wouldn’t
speak to her . . . you’ve got to get on with
kids, relate to them, or they clam up.

Despite the inherent power imbalance between
children and researchers, many researchers high-
light the potential for the child to set the agenda
(Pellegrini, 1996; Graue and Walsh, 1998; Mand-
ell, 1998). Morison (1996) describes how one 8-
year-old did this during a particularly memorable
encounter, emptying his school-bag and proceed-
ing to recount a story that he had written and to
recite an Easter hymn that he was learning, before
agreeing to talk with the researcher about what it
was like to wet the bed. The message was clear:
‘Let’s look at what I can do well, then perhaps I’ll
talk to you about something that is a bit of a prob-
lem for me just now.’

Establishing and maintaining rapport is parti-
cularly important when the research topic is a
sensitive one. Gentle coaxing and ‘what if’ ques-
tions can encourage self-disclosure:

Moya (researcher): Do any of your friends
know about it [the bed wetting]?
(John shakes his head) . . . (long pause) . . .

How do you think theywould feel if they
did know?

John (aged 8 years): Well, there’s one of my
pals that knows, that’s my really really
best friend and he’s not opened his
mouth . . .

Moya: Do you ever talk about it?
John: . . . I says to him once, ‘How would

you feel if you wet the bed?’ and he said
he would feel the same as what I feel.

The child’s relationship with the interviewer is
one of the most important determinants of the
child’s openness, and of their ‘communication
competence’ (Boggs and Eyberg, 1990). The man-
ner adopted by the researcher during the interview
is therefore particularly important (see Box 2).

At the outset of the interview it is important to
establish its purpose, and with older children a time
frame. Interviews of duration more than 30 minutes
are likely to tax the child’s powers of concentration
(Faux et al., 1988). Serial interviewing can be a
much more successful means of collecting in-depth
data, with the added benefit that the researcher can
analyse the first interview transcript and identify
themes before meeting the young person again.
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Box 2 Some general advice on the manner
to adopt during interviews with children

O Sit beside the child, where he or she
chooses– this may be on the floor, on a
sofa, or at a table

O Be attentive– be an active listener and show
your interest in what the young person is
saying

O Be observant of non-verbal clues– these
include facial expression, eye contact,
posture and distancing. Understanding and
being responsive to a child’s emotions can
help to establish rapport, foster trust and
prevent avoidable distress. It can also help
the researcher to be sensitive to central
issues, from the child’s perspective, which
can be explored through gentle probing

O Be imaginative– in the use of aids to
communication, such as the use of ‘faces –
feeling’ cards, photographs and toys

O Do not try to hurry the interview– the
success of the interview may be
compromised if the young person feels
under pressure

O Personalize the process– use the young
person’s name and the names of other
family members, but not too often

O Use humour with discretion– it can easily
be misunderstood. Avoid sarcasm, teasing
and facetiousness with young people of any
age, as it can be threatening to their self-
esteem

O Avoid an interrogative or hectoring style–
gently probe when issues are sensitive, and
be prepared to change the line of
questioning at once if the young person is
clearly upset by the direction that the
interview is taking

O Avoid being judgemental– avoid criticizing
others. The young person may pick up on
your cues and simply reflect them back

O Ensure that your body language and verbal
language are consistent with one another

Primary Health Care Research and Development2000; 1: 113–130

This is also the time to establish the ground rules
for the conversation, such as: ‘If I ask you a ques-
tion and you don’t want to tell me the answer,
that’s OK.’

Children should also be informed that ‘I don’t
know’, ‘I don’t understand’, and ‘I don’t remem-
ber’ are also acceptable and legitimate answers
(Warrenet al., 1996), as this can reduce the likeli-
hood of the child contriving an answer from fear
of disappointing the researcher by giving a
response that suggests uncertainty. Time taken
over these preliminaries is usually time very well
spent, and can form a firm foundation for the key
task of asking questions relating to the research
topic itself.

Asking questions
The influence of the child’s linguistic develop-

ment on the nature and outcomes of any interview
has been discussed in relation to the attributes that
the child brings to the interview (see Figure 1).
Some general principles to consider when con-
structing questions for children are summarized in
Box 3, based on this knowledge. Piloting questions
and practising strategies for seeking clarification
with the children of friends and colleagues can be
a useful form of training for researchers who have
limited experience of communicating with chil-
dren. However, there is evidence that even when
practice interviews are recommended, they are not
always carried out (Warrenet al., 1996), many
researchers preferring to ‘learn on the job’.

The interviewer’s role in continuously monitor-
ing the success of the communication process can-
not be overstated, and it requires both skill and sen-
sitivity. One of the commonest problems to be
encountered is the young person who is clearly
reluctant to hold a conversation. With experience,
the empathetic researcher learns to distinguish
between a number of causes of non-communicat-
iveness. Some actions that can be taken in these
circumstances are summarized in Table 3.

The underlying principle should be one of ben-
eficence. Children are very adept at distinguishing
between true benevolence and egoistic altruism. A
genuine concern for the child’s well-being should
always be the guiding principle, which will usually
bring in its wake high-quality, meaningful and
detailed data.
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Box 3 Some general principles when
constructing questions for children
during an informal interview

O Only use vocabulary with which the child
is familiar – if possible, find out from a
parent the special words that the child uses
for key objects or experiences before the
interview with the child

O Attempt to gauge the child’s stage of
linguistic and social development from the
earliest interactions (when establishing
rapport)

O Keep questions short
O Only include one idea in each question
O Avoid complex grammatical constructions
O Match question content to the child’s

knowledge and experience
O Avoid abstract concepts – where possible

and appropriate focus on concrete facts
and recent events

O Avoid judgemental words such as ‘good’,
‘bad’, ‘right’, ‘wrong’ and ‘fault’

O Avoid leading questions
O Be aware that pre-school children may

have considerable difficulty with general
open-ended questions (e.g. ‘Tell me
about . . .’)

Responding to the child’s answers
The way in which a researcher responds to the

child’s attempts to reply to questions can be
pivotally important in maintaining rapport and
sustaining the young person’s co-operation. The
techniques involved are very similar to those
employed in any therapeutic communication and
include verbal and non-verbal acknowledgement,
restating, seeking clarification and summarizing.
The judicious use of praise, such as: ‘You have
explained that well’ is a form of acknowledgement
that can be positively reinforcing and which moves
beyond the non-committal ‘Ah-ha’ or nod of the
head, which can be used to indicate to the child
that they have your full attention, and to encourage
them to continue to talk. More subtle social cues
are less effective with pre-school children. Critical
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statements should be avoided, as these are likely
to be interpreted as disapproval.

Responding to the child’s emotions
Whenever possible, it is advisable to structure

any child interview by beginning with those topics
that are least likely to be distressing, only moving
to more sensitive topics once the child feels safe
and comfortable with the researcher. Nevertheless,
even the most experienced interviewers can inad-
vertently cause a child distress. The child’s feelings
should be acknowledged as legitimate before the
researcher retreats to safer ground, such as a
discussion of the family pets, favourite toys or
particular achievements. The researcher should be
prepared to abandon their own research goals if
this is clearly the child’s wish. It may be possible
to retrieve these at a later visit, if the child and his
or her family are happy with this strategy. At the
time of seeking ethical approval for the research,
it is important to clarify the support strategies that
will be put in place to deal with possible post-inter-
view concern or distress.

Kleinman and Copp (1993) encourage
researchers to reflect upon their own emotions
when in the field, as well as attempting to reflect
the participant’s emotions in transcript data and
fieldnotes.

After the interview
After the interview it is important to express

appreciation of the young person’s co-operation.
Verbal thanks are usually enough, but younger
children may appreciate a small token of gratitude,
such as a colouring book or pens. When inter-
viewing street children in a city in Brazil, Gunther
(1992) gave the children the equivalent of the
money that they might have received from running
errands during the time that it took to complete
the interview.

The end of the interview is a good time to deal
with any concerns that the child or their family
may have, and to encourage them to re-establish
contact with a member of the primary health care
team if a health-related problem has been ident-
ified. This is also the time to negotiate with the
child and the family any follow-up that is planned,
and to inform them of the projected timetable for
the research.
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Table 3 Some reasons why the young person may be reluctant to engage in the interview process

Possible reason Suggested action on the part of the interviewer

The young person is reluctant to talk Negotiate with the family an opportunity to talk with the young person
in the presence of a parent or alone, and use this time to explore potentially sensitive issues.
other family member

The young person has been coerced Clarify with the young person any feelings they may have about
into attending participating. Review the purpose and objectives of the study. Reassure

them about confidentiality. Be prepared to terminate the interview with
good grace, if this is clearly the young person’s wish.

The young person feels Empathy is the key. Taking time out to discuss safe issues can help to
embarrassed or ashamed establish a trusting relationship. It may help if the interviewer is a

nurse, and the line of enquiry is seen as a legitimate concern and the
interviewer is perceived as benevolent and non-judgemental.
Acknowledging the young person’s embarrassment as ‘OK’,
understandable and not unusual in the circumstances can also help to
reduce the threat to the young person’s self esteem.

The young person is intimidated, shy Again empathy is the key (see above). Establishing a trusting relationship
or unaccustomed to talking through the exploration of ‘safe’ issues can help to break the ice and
with an adult maintain communication.

The young person is unable to Consider the use of other means of communication, including the use of
express feelings in words faces to express feelings, and drawing and the use of models.

There are cultural barriers It may be necessary to involve a second interviewer who has greater
understanding and experience of the cultural norms to which the young
person is accustomed.

The challenges of interviewing children with
special needs

Children with special needs, such as learning
difficulties, or those who have been physically or
sexually abused, can present particular challenges
to the researcher that go beyond the scope of this
article. Some useful references that review the
practicalities of interviewing children in special
circumstances are listed in Table 4. Specialist
training is imperative, especially for those who do

Table 4 Interviewing children with special needs: some sources of reference

Children with special needs Some sources of reference

Children who have been physically American Academy of Child and Adolescent Psychiatry, 1997; Davies et
or sexually abused al., 1996; Lamb, 1994; Saywitz et al., 1996; Tully and Fritzon, 1996

Children with emotional and Barker, 1990; Jacobsen et al., 1994; McConaughy and Achenbach, 1996
behavioural disorders

Children with learning difficulties Fisher, 1990; Minkes et al., 1994

Children with visual impairments Enelow et al., 1996

Primary Health Care Research and Development2000; 1: 113–130

not have extensive clinical or personal experience
of working in these areas.

Interpreting and evaluating data: making
sense of what young people say

It may seem entirely reasonable to assume that,
having been a child once, the researcher can to
some extent adopt the mentality of having ‘been
there and done that’, but this is a dangerous
assumption because it treats childhood as if it were
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some kind of enduring state (Rogers and Rogers,
1992). The axiom: ‘that was then, this is now’ is
a useful reminder that researchers should beware
of using their own childhood as some kind of
touchstone.

The nature of the analytical methods employed
should reflect the overall research approach
adopted for a particular study, and should be con-
sistent with the paradigmatic assumptions that
underpin it (Silverman, 1985). It is therefore
impossible to be prescriptive here. In essence,
someone is talking to someone else, and matters
of gender, age and ethnicity are all potentially rel-
evant to what is said and how it is said. There is
therefore a compelling argument that, at the very
least, the interviewer’s questions and the child’s
answers should be examined conjointly. To do
otherwise, by simply focusing on the child’s
responses as a source of ‘information’, would be
like watching only one player in a tennis match.

Conclusion

In this paper we have attempted to tease out some
of the major methodological issues which arise
when interviewing children for the purposes of
research in primary care, and to point out their
practical implications. From the review of the
literature it is clear that the interview is a valuable
research tool, and the insights gained can be an
invaluable guide to action in contexts as diverse as
helping young people with cystic fibrosis to deal
with difficult peer situations (Christian and
D’Auria, 1997) or the implementation of a second-
ary prevention strategy to minimize the impact of
community violence on child witnesses (Rollins,
1997). The influence of the child’s cognitive,
linguistic and social development on the nature of
the interaction has been explored. Paradoxically,
although we were once children, our own cogni-
tive, linguistic and social development means that
we, as adults, are now aliens whenever we attempt
to re-enter the territory of childhood. This raises
the question of the extent to which adults can ever
fully enter into a child’s world.
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