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Objectives
The objectives were to:

• conduct a systematic review of the effectiveness
and cost-effectiveness of domiciliary health
visiting (Part I)

• conduct a selective review of the British health
visiting literature (Part II)

• provide recommendations for future research.

Methods

Data sources
An extensive search of electronic databases, relevant
journals and reference lists was undertaken. Key
individuals and organisations were also contacted.

Study selection
Studies assessing the outcomes of home visiting by
British health visitors were included. In addition,
non-British studies in which home visiting was
undertaken by personnel with responsibilities
within the remit of British health visitors were 
also included. 

Other relevant studies, which did not meet the 
inclusion criteria, were also retrieved and are 
discussed separately in Part II. 

Studies that assessed the process of home visiting
by British health visitors and those that analysed
policy issues are also discussed in Part II.

Data extraction (Part I)
Data were extracted from each study according 
to an agreed procedure. The quality of studies 
was assessed using a standardised quality checklist.

Data analysis and synthesis (Part I)
Where appropriate, quantitative data  were entered
into a meta-analysis. Data were also discussed in a
narrative manner.

Results (Part I)

Parents and children
There was evidence to suggest that home visiting
was associated with:

• improvements in parenting skills and in the
quality of the home environment

• amelioration of several child behavioural
problems, including sleeping behaviour 

• improved intellectual development among
children, especially among children with a 
low birth weight or failure to thrive

• a reduction in the frequency of unintentional
injury, as well as a reduction in the prevalence 
of home hazards

• improvements in the detection and
management of postnatal depression

• enhancement of the quality of social support 
to mothers

• improved rates of breastfeeding.

There was insufficient evidence to show an 
effect of home visiting on the following outcomes
because of the small number of studies available
(four studies or fewer): physical development
(weight and height); the incidence of child 
illness; mothers’ use of informal community
resources, or the size of their informal support
network; children’s diet; mothers’ return to
education, participation in the workforce, or 
use of public assistance; family size or 
number of subsequent pregnancies.

There was no evidence that home-visiting 
was effective in: improving children’s motor
development; increasing the uptake of
immunisation; increasing the uptake of other
preventive child health services; reducing the 
use of emergency medical services; reducing 
hospital admission rates.

In view of the problem of surveillance bias, 
no conclusions could be drawn concerning the
effectiveness of home visiting in reducing the
incidence of child abuse and neglect.

Elderly people
There was evidence to suggest that home visiting 
to elderly people was associated with:

• reduced mortality among the general 
elderly population and frail ‘at-risk’ 
elderly people 

• reduced admission to long-term institutional
care among the frail ‘at-risk’ elderly population.

Executive summary
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There was insufficient evidence to show an 
effect of home visiting on the following outcomes
because of the small number of studies available
(four studies or fewer): the duration of elderly
people’s stay in hospital; the physical health of
elderly people.

There was no evidence that home visiting was
effective in: reducing admission to hospital;
reducing admission to long-term institutional 
care among the general elderly population;
improving functional status; improving
psychological symptoms; enhancing elderly
people’s well-being or their quality of life.

Cost-effectiveness
Findings from the limited number of studies assess-
ing cost-effectiveness indicate that there is a pot-
ential for home visits to parents and their children,
and to elderly people and their carers, to produce
net cost savings, in particular hospital cost savings.

Limitations of the studies
• The majority of studies were too small and

lacked sufficient power to detect effects of the
intervention. A number were non-randomised
and had unblinded outcome assessment or 
used self-reported outcome measures. Many
studies did not report their results in sufficient
detail to be included in a meta-analysis.

• Many studies were not British; hence, 
extrapolation of the results of mostly North
American studies to the British context 
was difficult.

• Most studies concentrated on those at ‘high risk’
of adverse outcomes; hence, extrapolation of the
results to those at differing levels of risk was 
also difficult.

• Many interventions were multifaceted; hence,
the independent effect of home visiting could
not be assessed.

Results (Part II)

Relevant British studies, which did not meet the
inclusion criteria for Part I, were retrieved and
discussed, including several higher degree theses.
Client groups not covered in Part I, including
travellers, the homeless, and children with 
special needs, are discussed in Part II, together
with issues concerning British child health
surveillance and domestic violence.

Part II of the report describes process issues
around the identification and meeting of needs
through home visiting; analyses the mirco-context

of health visitor/client interaction; and
demonstrates how health visiting highlights policy
tensions in British healthcare in general.

In addition, Part II highlights and addresses the
following questions:

• Is the health visitor a professional family friend
or a statutory agent?

• What is the evidence concerning the
effectiveness of professional versus non-
professional home visiting?

• What are the strengths and weaknesses of
different ‘models’ of intervention (e.g. the
disease model versus an ecological model)?

• Should health visiting remain a universal service
providing health promotion and prevention to
all, or should it become a secondary and tertiary
support service targeted only on those identified
as having problems?

Conclusions

Implications for health visiting 
(Parts I and II)
• Several reviews of the existing literature support

making the content, duration and intensity of
home visits appropriate and sensitive to the
needs of clients.

• It is considered that professional judgement is
valid for decisions about where to target home
visiting resources.

• Expectations of home visiting by health visitors
should be realistic. Home visiting by itself can be
insufficient to bring about radical improvements
in health and social outcomes.

• The literature suggests that non-professional
home visitors can play a role, but that they
require guidance, supervision and support 
from professionals. However, more complex
difficulties may not be suitable for non-
professional home visiting.

• The evidence suggests that home visiting inter-
ventions that are restricted to the pursuit of only
a narrow range of outcomes are less effective
than more broadly based interventions in which
the multiple needs of individuals and families
are addressed.

Recommendations for future research –
Part I
• There is a need for more studies with rigorous

experimental designs to evaluate the effective-
ness of home visiting by British health visitors.
Such studies will require sufficient power to
detect effects, random assignment to treatment
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groups and standardised measures of outcome
wherever possible. Results must be presented in
sufficient detail to enable their inclusion in a
meta-analysis. The rationale and objectives of
the study should be clearly stated, and measures
of outcome chosen carefully to reflect these.
The content of the intervention should always
be described.

• There is a need to undertake further studies
comparing the effectiveness and cost-
effectiveness of professional and non-
professional home visitors.

• There is a need for a full economic evaluation
of home visiting by health visitors using a
randomised controlled trial design.

• There is a need to establish a substantial British
knowledge base. The knowledge base in this
country is very small indeed compared with the
USA. Once British evidence has accumulated it
will be necessary to undertake a systematic
review of British studies.

Part II
• There is a need for socio-legal, policy and

ethical studies that explore and analyse the
tensions and dilemmas in health visiting
identified in this review.

• There is a need for a comprehensive survey of
the roles and functions currently being
undertaken by British health visitors.
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Background and context of 
the review
The research brief
Our brief was to review the literature concerning
both the general effectiveness and the cost-
effectiveness of home visiting by health visitors.
Part I of this report fulfils this brief by reviewing
controlled studies of home visiting. The studies we
have reviewed were conducted not only in Britain
but also in other countries. Since the majority were
conducted in the USA, we considered it necessary,
in Part II of this report, to discuss a selection of
British studies that did not meet our criteria for
inclusion in the main review in Part I.

Our review of controlled studies in Part I makes no
attempt to explore the underlying philosophy and
goals of home visiting. This we have left to Part II
of the report, which also explores further some of
the issues and debates that are of most
contemporary relevance in Britain.

Finally, in Part III, we draw together recommend-
ations arising from Parts I and II.

The research objectives
The objectives of our review were as follows.

• To assess the effectiveness of home 
visiting in:
– increasing rates of uptake of appropriate

health and community services
– reducing rates of child abuse and

unintentional injury in childhood
– increasing knowledge
– changing attitudes and beliefs
– changing behaviours
– improving client satisfaction
– improving physical, social and psychological

health status
– improving the quality of life.

• To assess, wherever possible, not only the
effectiveness but also the cost-effectiveness of
home visiting.

• To assess the impact of home visiting on a range
of client groups, including both the young and
the elderly.

• To discuss the relative merits of professional
versus non-professional home visiting.

• To discuss the relative merits of universal versus
targeted home visiting strategies.

• To identify gaps in the literature and to establish
where further primary research is needed.

Effectiveness, efficiency, responsiveness
to clients and equity
Effectiveness
The prime expectation of any health visiting
intervention is that it should bring about 
improved outcomes. The key to assessing
effectiveness is therefore the measurement 
of outcomes, and the ability to attribute these
outcomes to the intervention. Part I of this 
report is centrally concerned with literature that
focuses on the outcomes of home visiting, and
relates these outcomes to the intervention.

The key methodology for assessing effectiveness is
the randomised controlled trial (RCT). Part I is
devoted to research studies, the majority of which
employ the methodology of the controlled trial.
Most of these studies have been conducted in the
USA, but the few British studies employing this
design are also discussed in Part I.

A selective overview of British studies that do not
employ a control group has been undertaken in
chapter 6.

Efficiency
There is very little research concerning the cost-
effectiveness, or efficiency, of domiciliary health
visiting. The literature that does exist is fully
reviewed, and has been assessed against the
following three criteria (see chapter 5):

• Scope: what is the effectiveness and cost-
effectiveness of home visiting versus alternative
strategies for achieving the same outcomes?

• Generalisability: are findings of cost-
effectiveness in one context generalisable 
to different contexts?

• Comparability: is it possible to compare 
the findings from different studies? Is 
meta-analysis possible?

The key variables affecting cost-effectiveness 
are identified, and gaps in the current state 
of knowledge are highlighted.

Chapter 1

Introduction 
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Responsiveness to clients
No assessment of the effectiveness of health 
visiting can ignore the views of clients. First, 
it is not possible to assess the extent to which
health visiting is successful in bringing about 
such ‘soft’ outcomes as ‘improved self-esteem’
without consulting clients. In any assessment 
of the psychological and social outcomes of
interventions, the subjective assessments of clients
must be considered as important evidence of the
effectiveness or otherwise of an intervention.
Secondly, there may be differences of opinion
between health professionals and clients about
which are the most important outcomes to 
pursue. Outcomes that are high on the list of
priorities of health professionals or purchasers 
may be a low priority for clients.1

The studies reviewed in Part I have been 
examined for what they tell us about client
satisfaction (chapter 4). Part II also discusses 
what factors make for a successful relationship
between professional and client (chapter 6).

Equity
Questions of equity are becoming important as
purchasers, managers and practitioners are having
to arrive at decisions about whether to continue to
provide universal home visiting services or whether
to target their efforts on selected high-risk or
needy groups.

Universal versus targeted services. A key question,
addressed in chapter 9, is whether health visiting
remains a universal service providing health
promotion and prevention to all, or becomes a
secondary and tertiary support service targeted
only on those identified as having problems.2–8

Those who advocate targeted services believe that
universal services are not only wasteful of scarce
health visiting resources, but also fail to address
the needs of both those who slip through the net
of universal services and those for whom universal
provision is insufficient.9

By contrast, those who advocate a universal 
service point to its advantages in reaching those
vulnerable groups in society who are least able or
likely to access services, and might otherwise be
deprived of help. Advocates of universal services
argue that without universal surveillance it is not
possible to identify those in need of a greater
health visiting input. Moreover, following Rose,10

some advocates of universal services point out 
that the bulk of society’s health and social
problems occur in the large number of people 

who are not at especially high risk rather than 
in the few who are at increased risk. Targeting
services on a relatively small number of high-risk
individuals would thus have little impact on the
total burden of ill-health and social problems 
in the population.10

The parameters of home visiting:
the diversity of interventions
“On the outside, home visiting programs look
similar. An individual makes periodic visits to a
family’s home to strengthen and support individual
or family well being. On the inside, home visiting
programs can be remarkably dissimilar.”11

Home visiting is not a single, uniform service.
Indeed, home visiting is not a service at all but is
rather a strategy for delivering a service.12 Home
visiting programmes do not have a single goal or
purpose, but rather they encompass a range of
goals, and a range of strategies to achieve these
goals.11–14 Gomby and colleagues12 have usefully
summarised the main dimensions on which home
visiting programmes vary. Home visiting inter-
ventions differ in the backgrounds and experience
of their staff (professional, paraprofessional and
volunteer home visitors); in their target popu-
lations (everyone within a given service area, or
particular subgroups such as teenage mothers 
or those on a low income); their target client
groups (e.g. children, the elderly, the family); 
the intensity and duration of the services provided
(the length of the home visit; the frequency of
visits and the length of the programme); the
administrative auspices (programmes that stand
alone, or those offered under the auspices of an
agency such as a health department, or voluntary
body); and the extent to which home visiting is 
the primary service provided, or whether other
services, such as those based at a health centre, 
are also provided.

There are also differences in the goals pursued 
by home visiting programmes. Some focus on a
single goal, others on multiple goals. Some goals
are narrow and specific, others are more widely
conceived. Finally, programmes further differ in
the strategies used to achieve their goals. Some
deliver an educational curriculum within the 
home visit. Others use the home visit to serve 
the purposes of case-finding, needs assessment, 
or information and referral.12

Appendix 6 of this report describes a framework
for evaluating home visiting developed by
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Halpern,14 which classifies the diverse goals and
approaches adopted in home visiting interventions.
Halpern provides a useful structure by which to
evaluate home visiting interventions.

Models of home visiting

All of the studies reviewed in Part I (chapter 4)
rely, either implicitly or explicitly, on a particular
model of health visiting. This model shapes the
kinds of outcomes pursued, as well as what is
perceived as a successful intervention. Some of 
the studies reviewed are based on a disease model,
in which the focus is often on the achievement 
of reductions in morbidity and mortality. Other
studies are based on more sociological models of
health, notably the ecological model, which points
to the range of social influences on health. The
outcomes pursued in this model include the goals
of integrating individuals and families into the
community, and improving their access to 
services and resources.

An exploration of various models of health 
visiting is important to an understanding of the
rationale and findings of the studies reviewed in
chapter 4, and this report contains a discussion 
of various models of domiciliary health visiting 
(see chapter 8).

Methodological difficulties
associated with the study 
of home visiting
A number of methodological problems have 
been highlighted in the health visiting literature,
all of which are apparent in the literature we 
have reviewed. First, there is the problem of oper-
ationalising such broad health visiting outcomes as
the ‘prevention of ill-health’ and the ‘promotion of
health’.15–20 Secondly, there is the problem of how
to measure particular outcomes, such as enhanced
self-esteem or improved parenting capacity.
Thirdly, some of the consequences of home visiting
may take some time to become apparent, making
such outcomes unsuitable for assessment in the
short term.21,22 Fourthly, some outcomes may be
only temporary and dependent on the home
visitor’s continued input whereas others may be of
life-long duration.21,23 Finally, there is the problem
of attribution. There are many factors that can
affect the outcomes of care, some of which are
outside the influence of healthcare professionals –
or any other type of professional. Attempting to
disentangle the precise contribution of home

visiting by health visitors from the many other
contributory factors is not easy.

RCTs can help to overcome some of the
methodological problems involved in determining
the effectiveness of health visiting. However, it is
widely acknowledged that assessing the effective-
ness of a particular form of service provision 
(such as home visiting) is a far more complex 
and difficult task than assessing a discrete 
medical intervention. It is extremely difficult 
to carry out the ‘gold standard’ of medical
evaluation, the RCT, in relation to health visiting
because of the complexity of delivery, the long
follow-up period, and the great potential for
contamination between intervention and
controls.24 Furthermore, although RCTs may 
tell us about the effectiveness of an intervention
under atypical and ideal conditions, for example
where the health visitors involved in the trial are
experienced and highly specialised, as in Luker’s
1982 study,17 the findings of RCTs cannot always 
be generalised to ‘real life’ situations where hard-
pressed generalist health visitors are working
under a range of demands upon their time and
expertise. Of course, none of the difficulties
associated with the RCT is unique to the study 
of home visiting. The RCT is the most rigorous
form of assessing the effectiveness of any type 
of intervention, and due weight is given in 
this report to such studies.

The scope of this review

The role of the health visitor in searching 
for defects and impairments has been largely
neglected in our main review of the literature 
(see chapter 4). This is for two main reasons. 
First, much routine surveillance work is now
carried out in the clinic setting rather than in 
the home environment. Controlled studies of
health visiting outside of the home environment
would not have been identified by our literature
search strategy (see appendix 2). Secondly, our
literature search identified no studies which
assessed the effectiveness of health visitor home
visiting in detecting defects and impairments 
which also met our inclusion criteria for the 
main review (see chapter 4). However, questions
concerning the role of the British health visitor 
in child health surveillance (CHS) are discussed 
in our examination of the British qualitative 
literature (see chapter 6).

No attempt has been made to evaluate controlled
studies of services to children with chronic or
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terminal illness or disability. Although some such
services are delivered by health visitors, others are
delivered by professionals with different back-
grounds. This is a large and important domain 
of home visiting, and we considered that it merited
a review in its own right. Studies belonging to this
domain which were found in the course of our
literature search are contained in our list of
excluded studies (see appendix 3, Table 47 ).
Although we have excluded this domain of home
visiting from our main review in chapter 4, in
chapter 6 we discuss health visitor services to
families with children with special needs.

The structure of the report

This report is divided into three parts. In Part I,
following this introductory chapter, chapter 2
describes the findings of previous literature
reviews. This chapter contains a summary of the
key findings of previous literature reviews, and
discusses the implications of the findings of
previous literature reviews both for future research
and for the future of home visiting. Chapter 3
describes the methods employed to carry out our
own review of the literature. Our inclusion criteria
for eligibility for each study in the overall review
are explained, our search strategy described and
our data sources listed. This chapter also describes
the methods of meta-analysis that we employed.
Chapter 4 presents the findings of our main review
of controlled trials. This chapter is divided into a
series of sections, each discussing different
domains of home visiting. Each section is
concluded with a summary of its main findings.
The chapter concludes with an examination of the
methodological limitations of the reviewed studies.

Chapter 5 reviews specifically those studies that
examined the cost-effectiveness of home visiting.

Part II explores further some of the questions
raised in Part I of the report. The purpose of 
Part II of this report is threefold: first, to redress
the focus on mainly North American studies of
home visiting, and to focus instead on the British
literature; secondly, to cover some of the domains
not covered in Part I, such as home visiting to
homeless and travelling families; and thirdly to
explore some of the issues and debates surround-
ing home visiting in a more discursive manner
than was appropriate in Part I.

Chapter 6 discusses some of the British studies
excluded from our main literature review, and
other qualitative and professional literature
relating to British health visiting. This chapter
includes a discussion of the findings of several
higher degree theses. Chapter 7 discusses the
relative effectiveness of employing professional
versus non-professional home visitors. Chapter 8
discusses various models of health visiting as a
means of locating the studies we have reviewed in
Part I in their theoretical context. Chapter 9
explores the issue of universal versus targeted
health visiting services. This chapter includes a
discussion of the relevance of the work of the
eminent epidemiologist the late Geoffrey Rose to
the question of universal versus targeted services.10

The report is concluded in Part III, chapter 10,
with implications for health visiting and assessor
recommendations. The chapter is divided into 
two parts: the first containing recommendations
from Part I of this report and the second,
recommendations from Part II.
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Introduction
In this chapter we review previous reviews of 
the literature in the fields of maternal and child
health, including specific reviews concerned 
with child injury and child abuse, and reviews
specifically concerned with postnatal depression.
(Excluded reviews are listed in appendix 3, 
Table 50.) The main findings from all the reviews
are summarised. The chapter concludes with a
discussion of the implications of previous 
reviews of the literature.

Maternal and child health:
review articles
Six previous reviews of the effectiveness of home
visiting for mothers and children are discussed
below.25–30

Combs-Orme and colleagues (1985)25:
home visiting by public heath nurses
Combs-Orme and colleagues25 reviewed eight
studies on the effectiveness of home visiting by
public health nurses, undertaken between 1963
and 1983.31–38

The search strategy
Studies were located through a computer search 
of the MEDLARS and Dissertation Abstracts
International databases. Combs-Orme and
colleagues25 do not report how they selected
studies, nor whether any assessment of the quality
of studies was undertaken.

Data extraction
Seven characteristics of the primary research
studies were abstracted from each report:

• the process studied (e.g. teaching, 
counselling, support)

• the research design (experimental or 
quasi-experimental)

• the sample characteristics (e.g. race, income,
marital status)

• the reliability of the outcome measures used
• the statistical methods used
• the treatment effects
• the sample size.

Table 33 (appendix 1) summarises the data
concerning the first four of these seven character-
istics. Table 34 (appendix 1) summarises the data
concerning the final three. Table 34 also includes
Combs-Orme and colleague’s calculations of the
power of each study.25

Results
Combs-Orme and colleagues25 found some
evidence that public health nursing (PHN) 
could be effective. Public health nurses could 
effectively impart health knowledge to high-
risk mothers.34,37,38 They could also bring 
about positive changes in mothers’ attitudes,31,36

as well as changes in parenting practices; these
latter changes were associated in one study with
improvements in the health and development 
of infants.35 However, in two studies, Combs-
Orme and colleagues failed to find significant
treatment effects.32,33

Discussion of results and conclusions
Combs-Orme and colleagues conclude that 
“while the public nursing literature does not
provide convincing evidence of the effectiveness 
of PHN, neither does it indicate that PHN is not
effective”.25 The reviewers are at pains to stress that
their failure to find significant treatment effects
may indicate not an ineffective intervention, but
rather inadequacies in the research design and 
methods. Like Roberts and colleagues,39 and 
Olds and Kitzman,30 who reviewed studies of 
child abuse, Combs-Orme and colleagues suggest
that inadequacies of the research design are 
likely to result in an underestimation rather 
than an overestimation of the effectiveness 
of interventions.

Combs-Orme and colleagues25 discussed two 
major problems inherent in the eight studies 
they reviewed. The first was that none of the 
eight studies discussed in adequate detail why 
a particular service was being provided, or how 
the service being provided was intended to bring
about a particular outcome. Drawing on the
theoretical writings of Freeman,40 Combs-Orme
and colleagues25 suggest that the target population
for home visits should be people with specific,
identified needs, and that the services being
offered should be geared towards achieving

Chapter 2

Previous reviews of the literature 
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particular goals. None of the studies appeared 
to relate the interventions to the needs of their
clients, and none discussed the relationship
between the intervention and its ultimate goal.
Combs-Orme and colleagues thus conclude 
that it is unsurprising that services which 
lacked any particular goal or outcome, and 
which were delivered to people not assessed 
to be in need of them, were not found to 
be effective.

The second problem from which the eight 
studies suffered was their low statistical power.
There was very little a priori probability of finding
any significant effects of the interventions – even
where they did exist. Small samples were further
diminished by high attrition, which only served to
exacerbate the problem of insufficient power.

Ciliska and colleagues (1994)29:
the effectiveness of home visiting
A systematic overview of studies of the effectiveness
of home visiting by professionals was undertaken in
Canada by Ciliska and colleagues.29,41 Ciliska and
colleagues concentrated on 14 reports of empirical
studies involving a range of client groups,
interventions and outcomes.42–55

The search strategy
A search of two computerised databases, 
MEDLINE and CINAHL, was conducted for the
years 1979–93. An on-line search of prominent
authors in the field was undertaken for the years
1986–93. Key journals were hand-searched from
1990, and the contents lists of a large number 
of journals were reviewed monthly between
September 1992 and December 1993 for relevant
articles. Published bibliographies and government
documents were hand-searched for relevant
articles. Published and unpublished abstracts and
reports of conference proceedings were also
searched. Key informants were contacted for
relevant published and unpublished papers.
Relevant references from every article back to 
1980 were also identified. The search yielded 
a total of 6000 titles (including textbooks,
government reports and conference proceedings)
out of which 108 papers describing empirical
studies were deemed of potential relevance 
to the review.

Inclusion criteria
To be included in the review a study had to:

• describe an intervention programme
• describe an intervention within the scope 

of PHN practice in Canada (i.e. not 

necessarily undertaken by a public 
health nurse)

• provide information on client outcomes 
and/or costs

• describe a prospective study
• have a control or comparison group 

(before-and-after studies were included).

Ciliska and colleagues29 identified a total of 
108 articles for potential inclusion, of which 
77 were finally included. One reviewer assessed 
all 108 articles for relevance; a second reviewer
assessed 20 articles. The degree of inter-rater
agreement was measured by calculating kappa
coefficients. The kappa score was 0.86, so it was 
not deemed necessary for the second reviewer 
to assess all the articles.

Quality of methodology
The quality of all the 77 relevant studies was
evaluated by the primary reviewer. The secondary
reviewer evaluated 20 articles. Measurement of 
the degree of inter-rater reliability yielded a 
kappa score of 0.80, which was considered high
enough to obviate the need for double rating 
of all the studies. Quality was rated by reference 
to the following aspects of methodology:

• method of allocation to the study groups
• level of agreement to participate in the study
• control for confounders
• method of data collection (pretesting 

of data collection tools, blinding of 
data collectors)

• quantitative measures of effect
• cost analysis
• percentage of participant follow-up.

On the basis of the above criteria, nine of 
the 77 articles were considered ‘strong’, five
‘moderate’ or ‘borderline’ and 63 ‘weak’. 
Ciliska and colleagues’29 review concentrates on 
the nine strong and five moderate/borderline
articles (totalling 14). Table 35 (appendix 1)
summarises Ciliska’s29 findings. It should be 
noted that of the nine strong articles, four 
describe the same intervention programme, 
that is, the programme undertaken by Olds 
and colleagues.48–51

Results and conclusions
There were no negative effects of home visiting.
Thirteen of the fourteen articles reported signifi-
cant beneficial effects on outcomes related to
physical health, mental health and development,
social health, health habits, knowledge and 
service-use.



Health Technology Assessment 2000; Vol. 4: No. 13

7

Ciliska and colleagues29 concluded that effects
seem to be mediated by two factors: the intensity 
of the intervention and clients’ pre-existing 
health and social status. Hence, they concluded
firstly that effectiveness could be compromised 
not only by insufficient intensity but also by 
the poor timing of home visits.38,56,57 Secondly, 
Ciliska and colleagues concluded that inter-
ventions had the greatest impact on those at
higher risk, for example, unmarried, low-income,
teenage mothers.49,50,52,58–60 We should point out
that Ciliska and colleagues’29 conclusions were
reached despite the lack of studies comparing a
high- and low-risk group of participants, and the
lack of studies comparing intensive home visiting
with less intensive visiting. Ciliska and colleagues29

arrived at their conclusions because the studies
showing the greatest effects were intensive
interventions, offered to high-risk families.

Discussion
Ciliska and colleagues,29 in common with 
Combs-Orme and colleagues,25 points out 
that many studies lacked a strong theoretical
framework linking the intervention to the
expected outcome. It was not clear from many 
of the studies how a particular intervention 
could be expected to bring about a particular
outcome. This theoretical weakness was believed 
to account for the limited reported impact 
of some interventions; for example, for the 
failure of ‘social support’ to bring about
improvements in birth weight.

In many studies, home visiting is part of a
‘multipronged’ approach, which includes other
strategies such as increased contacts with local
health clinics, or with other community-based
programmes. It is therefore often difficult to
separate out the particular contribution of 
home visiting from other interventions. However,
the design employed in Olds and colleagues’
research48–51 (see Table 36, appendix 1) made it
possible to show the additional effect of 
home visiting.

Finally, Ciliska and colleagues29 stress that
problems of design and methodology consistently
militate against finding a true treatment differ-
ence. For rare outcomes, such as reported 
child abuse, large samples are needed for 
adequate power to detect small differences
between groups. Like other reviewers,25,39,61

Ciliska and colleagues29 claim that when positive
effects are found, they probably underestimate,
rather than overestimate, the real impact of 
the intervention.

Hodnett (1995)26: socially disadvantaged
mothers and their infants
Hodnett26 reviewed three studies of the effective-
ness of care given to socially disadvantaged
mothers and their infants.47,62,63

The search strategy
The register of clinical trials compiled by the
Cochrane Pregnancy and Childbirth Group 
was searched.64

Inclusion criteria
Hodnett26 included in her review only RCTs of
programmes offering additional support for
socially disadvantaged women who had recently
given birth. Three trials were excluded because 
the method of random allocation was either not
specified or was “suspect”.65–67 A further trial
excluded from Hodnett’s26 review was Olds and
colleagues’ study of nurse home visitation to
socially disadvantaged mothers.50 This study was
excluded on the grounds that there were “no
usable outcome data”. Although the study reported
on several outcomes, the results were rejected for
three reasons: first, not enough information was
given (e.g. only p-values with no raw data or test
statistics, or means without standard deviations
[SDs], or only differences between means); or
secondly, because results were reported only for
subgroups (e.g. poor, unmarried teenagers); or
thirdly, because results were presented only after
post hoc adjustments were made for potential
confounding variables at the stage of data analysis.

The quality of the included studies
The quality of the studies was assessed according 
to the method of random allocation and rates of
attrition. Regarding the three included studies,
Johnson’s62 method of random allocation (con-
secutively numbered, sealed envelopes) was
considered sound, although the group allocation
was known before each mother’s consent was
sought. Complete outcome data were available 
for 89% of the total sample. Hardy and Streett47

used a “poor” method of random allocation
(medical records’ numbers ending in odd/even
numbers). In all, 9% of the sample were lost to
follow-up before the children were 10 months 
old. O’Sullivan and Jacobsen63 do not describe 
the method of random allocation. Outcome 
data on clinic attendance is complete, but for
other outcomes 8–9% of the sample were lost.

Description of trials
Only two of the three trials that were included 
and reviewed involved home visits.47,62 In both
trials, home visits were undertaken approximately 
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every 4 weeks within the child’s first year of life 
by experienced community mothers who had
received special training. In the third trial, the
intervention took place at a hospital clinic, and
care was delivered by a multidisciplinary team – 
a social worker, a nurse with a master’s degree,
trained volunteers and a paediatrician.63

Data synthesis
Meta-analysis followed the methods described in
Chalmers and colleagues.68

Results
The findings of all three trials suggested that
babies provided with additional support were 
less likely to have incomplete immunisations 
(odds ratio [OR] = 0.37; 95% confidence 
interval [CI], 0.27 to 0.52). The trend suggested 
by the results of two trials47,62 indicated that 
further trials may confirm that the babies of
families receiving additional support are less 
likely to require admission to hospital in the 
first year of life (OR = 0.66; 95% CI, 0.40 to 
1.08). Hodnett’s and Roberts’ 1997 review,
described below, suggests that further trials 
have indeed confirmed this finding.28

All other outcomes were assessed by individual
trials, and since sample sizes were small, the 
results must therefore be interpreted with 
caution. Additional support was associated with:
significantly fewer missed clinic visits;47 significantly
fewer victims of suspected abuse;62 significantly
fewer babies with severe diaper rash;47 and
significantly fewer babies fed with unmodified
cow’s milk before the age of 26 weeks.62 Johnson 
and colleagues62 found that mothers in the
supported group were significantly less likely to
report being tired, unhappy or unwilling to go
outdoors. However, Hodnett26 draws attention to
both measurement biases and social desirability
biases which may have influenced mothers’ 
reports of their feelings, as well as their 
reports of their child’s development.

Discussion
Hodnett26 argues that one possible interpretation
of the results reported in these three trials is that
social support for disadvantaged mothers can be 
an effective means of social control. She suggests
that the provision of ‘social support’ in effect 
puts pressure on mothers; for example, to keep
clinic appointments and to avoid using hospital
emergency wards for routine care. She further
contends that mothers who have been told that
particular activities, such as reading to their
children, or playing with them, are good for 

their children, are more likely to report that 
they performed these activities than mothers who
received no additional ‘pressure’ or information.

Hodnett and Roberts (1997)28:
home-based social support for 
socially disadvantaged mothers
Hodnett and Roberts28 reviewed 11 studies of the
effectiveness of care given to socially disadvantaged
mothers and their infants.47,50,57,62,67,70–75 These 
11 studies represent the same 11 studies reviewed
separately and previously by Roberts and col-
leagues39 (see below, ‘Roberts and colleagues
(1996)39: Home visiting and childhood injury’),
with the exception of one study by Brooks-Gunn
and colleagues,67 which is a more recent report 
of the Infant Health and Development Program
(IHDP)69 than the study included in Roberts and
colleagues’ review.39 Two of the 11 studies included
in Hodnett and Roberts’ 1997 review,28 one under-
taken by Hardy and Streett,47 and the other by
Johnson,62 were also previously reviewed 
separately by Hodnett.26

Search strategy, inclusion criteria, data
extraction and quality of studies
These are described below (see Roberts and
colleagues (1996)39: home visiting and 
childhood injury).

Data synthesis
Appropriate outcomes were included in a meta-
analysis. Where necessary, authors were contacted,
and unpublished data requested.

Description of trials
All included trials are described in the separate
reviews by Hodnett26 and Roberts and colleagues.39

Results
Results relating to child abuse and child injury 
are reported below (see Roberts and colleagues39).
Six trials reported the effect of home-based
support on well-child immunisation. In four 
of five trials, infants of visited mothers were
significantly less likely to have incomplete well-
child immunisations. The pooled estimate for 
the effect was 0.56 (95% CI, 0.41 to 0.66). Four
trials reported on hospital admissions for children.
In all four there was a significantly lower incidence
of hospital admission in the home-visited group
(OR = 0.65; 95% CI, 0.43 to 0.98).

Five trials reported the frequency of emergency
department visits, of which four reported
significantly less use among intervention 
group children.



Health Technology Assessment 2000; Vol. 4: No. 13

9

Conclusions
Hodnett and Roberts28 conclude there are no risks
and may be benefits of home visiting for socially
disadvantaged mothers and their children. Inter-
ventions delivered by skilled and experienced
mothers living in the community, they suggest, 
may be less expensive and more culturally sensitive
than hospital-based programmes led by teams 
of healthcare professionals.

Olds and Kitzman (1993)30:
low-income, at-risk families
Olds and Kitzman30 reviewed 19 randomised 
trials of home visiting which aimed to improve 
the health and well-being of children born to 
low-income families. These 19 trials were reported
in 26 separate publications.35,42,46–50,52,57,70–72,75–88

Search strategy, inclusion criteria
Olds and Kitzman reviewed only randomised 
trials of home visiting programmes which aimed 
to promote the health and development of 
parents and young children. A search of 
MEDLINE and Psychological Abstracts was
undertaken for the years 1967–92. Unpublished
material was also solicited.

The authors do not report the number of people
involved in the selection of relevant studies, nor 
do they report all of their inclusion and exclusion
criteria. However, they do report that studies based
on non-randomised comparisons were excluded.
The authors do not report whether the included
studies were quality scored. When a single pro-
gramme or trial resulted in several publications, 
it was treated as a single study.

Table 36 (appendix 1) summarises the programmes
reviewed by Olds and Kitzman. The first 15 pro-
grammes listed in Table 36 all had an emphasis 
on promoting the child’s mental development/
intellectual functioning, and all included either
parent education or activities for parents to 
carry out to promote their child’s intellectual
functioning. Six of the studies listed in Table 36
had a focus on child ‘maltreatment’ and/or 
injury.47,48,70–72,75 These six studies are discussed 
in a subsequent section of this chapter (see 
‘Olds and Kitzman (1993)30: Child injury 
and abuse’).

Results
Children’s mental development/intellectual
functioning. Of the 15 trials that looked at the
influence of the programme on children’s
intellectual functioning, six found overall
benefits.35,42,76,77,79,80,85 However, in at least two 

of these trials there was substantial and/or
differential attrition from experimental and
control groups.35,76,79

Parental care-giving. Olds and Kitzman report 
that “the pattern of results for program influence
on parental care-giving is similar to that found 
for the child’s intellectual functioning”.30 In two
further programmes,71,81 there were indications
that the programme had had an effect on parental
behaviour although there were no indications 
of the programme affecting the child’s 
intellectual functioning.

Discussion
Olds and Kitzman30 stress that their results 
must be interpreted with caution because of 
the methodological weaknesses that many of 
the trials displayed. However, they draw several
conclusions from the studies they reviewed.

First, Olds and Kitzman believe that those at
greatest risk may benefit more than others from
home visiting. The evidence from five programmes
suggested to Olds and Kitzman that low-income,
unmarried teenagers are particularly responsive 
to these types of programmes.37,42,49,50,76,79,82,86

However, only one of these five programmes,
undertaken by Olds and colleagues,49,50,82 enrolled
in their sample both mothers who did not belong
to the subgroup of low-income, unmarried and
teenage, and mothers who did belong to this
subgroup. Only this programme could therefore
test whether the effects were greater for this
particular subgroup. Although Olds and
colleagues49,50,82 did find that the effects were
greater for this high-risk subgroup, Olds and
Kitzman30 pointed to the need to replicate this
finding. Moreover, we should point out that 
Olds and colleagues49,50,82 resorted to post hoc
adjustment of confounding variables in arriving 
at this conclusion, and that only 15% of their 
study population belonged to the low-risk 
group, so the potential for demonstrating 
an effect in this group was small owing to
insufficient power.

Secondly, Olds and Kitzman30 conclude that
professionally staffed programmes are more 
likely to bring about beneficial outcomes 
than those staffed by paraprofessionals and 
non-professionals. They note that of the six
programmes that produced positive effects on
children’s intellectual functioning, five employed
professionals or highly trained staff: nurses,
professional teachers, and a psychology graduate
student. Only two programmes that employed
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professionals failed to produce positive effects 
on children’s cognitive development.

Thirdly, Olds and Kitzman30 believe that the 
key to effectiveness is comprehensiveness. 
They believe that the greater effectiveness of
programmes staffed by professionals reflects 
the tendency for such programmes to be compre-
hensively designed, rather than narrowly focused
on a single outcome, thereby addressing the
multiple needs of low-income, at-risk families.

Olds and Kitzman (1993)30: preterm and
low birth weight babies
In addition to the 19 trials of home visiting which
aimed to improve the health and well-being of
children born to low-income families, Olds and
Kitzman30 also reviewed five trials of home visiting
for parents of preterm and low birth weight
babies.45,89–93

Outcomes assessed and findings
Four of the five studies89–93 were designed to
enhance children’s cognitive development, and 
all four showed that home visiting could increase
the intellectual test performance of preterm and
low birth weight babies. Three studies looked at
the effect of home visiting on aspects of maternal
care-giving90,91,93 and all three found that home-
visited children had been provided by parents 
with a more stimulating environment for their
development. Two studies examined an aspect 
of the child’s physical health as an outcome. 
One89 found that the home-visited infants gained
significantly more weight by the fourth month.
However, it was not clear how much the differ-
ence was attributable to home visiting, and how
much to experiences in a neonatal nursery. A
second study90 found, at 4 months, that home-
visited infants were significantly heavier and 
longer, and at 8 months had lower blood 
pressure than the controls.

Conclusions
Olds and Kitzman30 conclude that the 
results were promising. However, the studies
reviewed leave questions unanswered about 
the programme characteristics that are 
associated with effectiveness.

Childhood injury and abuse

There have been three previous reviews of
controlled trials of the effectiveness of inter-
ventions aimed at the prevention of child 
injury and/or abuse.30,39,61

Roberts and colleagues (1996)39:
home visiting and childhood injury
Roberts and colleagues39 reviewed 11 trials of
home visiting designed to prevent child injury 
and child abuse.47,48,57,62,69–75 They included 
only studies in which home visiting took place
(although home visiting was usually combined 
with other interventions).

Search strategy, inclusion criteria, data
extraction and quality of studies
Roberts and colleagues identified relevant trials
through a computerised search of MEDLINE
(1966–95) and EMBASE (1975–95). The Social
Science Citation Index was also searched. The
Journal of Child Abuse and Neglect was hand-searched
from 1977 to 1995. Conference proceedings were
searched, and experts in the field asked if they
knew of published and unpublished research. 
The references on all relevant papers were also
searched and potentially relevant articles retrieved.

Studies were included in Roberts and 
colleagues’ review39 if they met all three 
of the following criteria:

• there was random or quasi-random 
assignment of participants to the intervention 
or control group

• one or more post-natal home visits had 
been undertaken

• the study addressed the outcome of child 
injury (unintentional or intentional).

Roberts and colleagues extracted the following
information from each study:

• strategy for allocation concealment
• number of randomised participants
• duration of follow-up
• loss to follow-up
• the nature of the intervention
• the professional background of the home visitor.

The quality of the studies was evaluated by
reference to three aspects of methodology:

• control of confounding at entry (adequacy 
of allocation concealment)

• control of selection bias (extent to which
analysis is based on all randomised participants)

• control of information bias in assessing
outcomes (blinding of observers).

Scores ranging from 1 (poorest score) to 3
(highest score) were assigned to each study in
relation to each of the above three aspects of
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methodology (see Table 37, appendix 1). 
Two assessors extracted the data and assigned
methodological scores independently, with
agreement on methodological criteria evalu-
ated with weighted κ. (κ scores are not 
reported.) Disagreement was settled by
‘collaborative review’.

Results
Eight of the trials reviewed by Roberts and
colleagues39 examined the effect of home visiting
on childhood injury, and six of the eight reported
a lower incidence of injury in the group that
received home visits. The pooled OR for the 
eight trials was 0.74 (95% CI, 0.60 to 0.92). 
The characteristics of the eight trials and their
results are set out in Table 38, appendix 1.

Nine of the trials reviewed by Roberts and
colleagues39 examined the effect of home visiting
on child abuse. No consistent effect of home
visiting on child abuse was found (see Table 39,
appendix 1). In four trials the frequency of occur-
rence of abuse was lower in the visited group. In
the remaining five trials, the frequency of occur-
rence was higher in the visited group. Consider-
able heterogeneity of the OR was found across the
studies, and no attempt was therefore made to
conduct a meta-analysis. Bias in the reporting of
outcomes was considered a serious threat to the
validity of the findings of all nine trials because 
it was possible that increased surveillance by a
home visitor may result in an increase in the
number of reports of abuse.

MacMillan and colleagues (1994)61:
child abuse
MacMillan and colleagues61 reviewed 11 trials of
child abuse.47,48,57,70,72,73,75,93–96

Trials reviewed
MacMillan and colleagues61 reviewed one study 
in which no home visiting took place.96 Three
trials93–95 did not report any abuse or injury
outcomes. These trials were included in Mac-
Millan’s review61 because their respective authors
believed that the outcomes they measured, such 
as ‘parenting capacity’, had an important bearing
on the question of whether abuse was likely to
occur. MacMillan and colleagues reviewed only
studies concerned with the primary prevention 
of physical abuse.

Search strategy, inclusion criteria, data
extraction and quality of studies
MacMillan and colleagues undertook a
computerised search of MEDLINE, ERIC,

PsycINFO, and Criminal Justice Periodical 
Index for the years 1979–93. The database 
Child Abuse and Neglect was also searched 
for studies since 1965.

Studies were deemed potentially relevant if they
met all three of the following criteria:

• the target population was children aged 
18 and under

• the intervention was some kind of primary
preventive intervention

• the outcome was maltreatment or an 
outcome associated with maltreatment.

Three authors assessed the potential relevance 
of all the citations uncovered during the search.
Inter-author agreement concerning citations was
high, yielding a kappa score of 0.82. All the
relevant citations were then retrieved, and a
further criterion was introduced: the study design
should be a prospective controlled trial. All
potentially relevant articles were then reviewed
independently by two authors. A third author
reviewed a sample of the articles to assess inter-
rater agreement. Agreement was high (kappa 
score 0.95).

Scores were assigned in relation to the following
five aspects of methodology:

• baseline comparison of experimental and
control group (extent of similarity of groups)

• method of sample allocation (randomised 
or not)

• inclusion/exclusion criteria (target population
clearly defined and inclusion/exclusion criteria
clearly defined)

• follow-up (duration and drop-outs/withdrawals)
• outcome assessment (blinding, number of

relevant outcome measures, and reliability 
of measures).

Two authors assigned methodological scores
independently. Disagreement was resolved 
by consensus.

Table 40, appendix 1, outlines the characteristics 
of each of the programmes included in the review.
The methodology score assigned to each study in
MacMillan and colleagues’61 review is included in
Table 41, appendix 1. The maximum possible
methodology score was 25.

Results and conclusions
MacMillan and colleagues’ results are shown in
Table 41, appendix 1. In Table 41, results have been
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reported separately for each outcome, beginning
with ‘Reports of child abuse and neglect’. Under
each outcome, studies are listed in descending
order according to their methodology score.

MacMillan and colleagues61 were cautious in 
their conclusions. On the basis of what they
deemed to be two of the most methodologically
rigorous studies included in their review,47,48 they
concluded that long-term intervention with ‘at 
risk’ families was effective in preventing abuse 
and neglect. However, the effectiveness of other
interventions could not be established:

“Among the perinatal and early childhood
intervention programs, according to the outcomes
assessed in this overview, long-term home visitation
has been shown effective in the prevention of child
physical abuse and neglect among families with 
one or more of single parenthood, poverty, and
teenage-parent.[47,48] The evidence regarding the
effectiveness of interventions of short-term home
visitation, early and extended postpartum contact,
intensive pediatric contact, use of a drop-in-center,
classroom education and parent training 
remains inconclusive.”[61]

Olds and Kitzman (1993)30: child injury
and abuse
Olds and Kitzman30 reviewed six trials of home
visiting which assessed the outcomes of child 
injury or abuse.47,48,70–72,75

Search strategy, inclusion criteria, data
extraction and quality of studies
Olds and Kitzman30 reviewed only randomised
trials of home visiting programmes. The above 
six programmes all reported injury and/or 
abuse outcomes. A search of MEDLINE and
Psychological Abstracts was undertaken for 
the years 1967–92. Unpublished material 
was also solicited.

Results
Of six studies that looked at outcomes associated
with child injury, Olds and Kitzman30 found that
one study produced reductions in hospitalisations
for serious injury;72 one reported reductions in
hospitalisations for any reason;47 and one 
produced reductions in children’s use of 
the emergency room.48

Olds and Kitzman30 found that none of the six
studies they reviewed reported an overall reduction
in rates of state-verified child abuse or neglect.
However, one study48 did show reductions in rates
of abuse and neglect among a subgroup of the
study participants, namely young, unmarried

mothers. In this study, 4% of the children of 
home-visited poor, unmarried, teenage mothers
were verified, on the basis of state Child Protection
Service records, to have endured abuse or neglect
during the first 2 years of their lives, compared
with 19% of the children of poor, unmarried teens
in the comparison group. However, this difference
between the intervention and control groups was
not maintained in the 2-year period after the
programme ended.82

Olds and Kitzman30 single out the same two 
studies as MacMillan and colleagues61 for showing
most clearly the benefits of home visiting for
families with children at risk of abuse.47,48 Olds 
and Kitzman30 highlight several factors that they 
view as important to the success of these two
programmes in relation to abuse. Both pro-
grammes used “multiproblem” and compre-
hensive approaches to serving families. They
employed well-trained visitors, addressed a
multitude of family needs simultaneously, and
followed families from pregnancy to at least 
the child’s first birthday.

Childhood injury and abuse: discussion
of results of three sets of reviewers30,39,61

Both MacMillan and colleagues61 and Roberts 
and colleagues39 grappled with the question 
of the extent to which the studies they respectively
reviewed could be compared and their results
synthesised through some form of meta-analysis.
Roberts and colleagues39 felt that the studies 
they reviewed which looked at injury outcomes
were sufficiently comparable to pool their results.
However, in relation to child abuse, where there
was great variation in both the size and direction 
of the effect of home visiting, no such pooling 
of the results was undertaken. In relation to child
abuse, the findings of most of these studies were
not considered valid. Specifically, bias in reporting
outcomes was considered to be a serious threat 
to the validity of the findings. In several of the
studies there was greater surveillance by the home
visitor of the intervention group than the control
group, and hence abuse was more likely to be
reported in the intervention group by the home
visitor. Roberts and colleagues39 point out that 
this differential surveillance between intervention
and control groups had almost certainly led to a
substantial underestimation of the effectiveness 
of the intervention. Differential surveillance may
even have given rise to a reversal in the apparent
direction of the effect.

MacMillan and colleagues61 did not attempt any
kind of meta-analysis of the findings of the studies
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they reviewed. They felt that the great diversity of
the interventions precluded the possibility of
synthesising their results.

All three sets of reviewers drew attention to 
the difficulties posed by the fact first, that the
definition of child maltreatment varied across 
the studies they reviewed, and secondly, that 
there are no standardised measures of abuse 
or neglect.

All three sets of reviewers also raise the 
question of which outcomes are relevant in
evaluating the success of interventions to 
reduce abuse. A number of commentators
emphasise the importance of parenting capacity 
in preventing abuse.94 However, MacMillan 
and colleagues61 caution against the conclusion
that improved competence in parenting results
directly in a reduction in child abuse. Olds and
Kitzman,30 on the other hand, take a different 
view. They argue that given the difficulties in
defining and measuring abuse, it is important 
to rely on a range of outcomes including rates 
of hospitalisation, parenting capacity and the
quality of the home environment. Olds and
Kitzman argue that if information from a range 
of sources about a number of related outcomes 
all point to the same general conclusion, then
findings based on this broad base of information
have much greater credibility than those 
derived from a single source.

Many of the interventions by home visitors are 
not fully described in the studies reviewed. Even
where the intervention is described, some studies
make no attempt even to hypothesise how the
intervention described might be related to the
outcomes studied. MacMillan and colleagues in
particular stress the difficulty they had in gaining 
a picture of what it was that the home visitor did
that made a difference.61

Both Roberts and colleagues39 and MacMillan 
and colleagues61 caution that it cannot be 
assumed that current health visiting programmes
can achieve the effects implied by the results of
their respective reviews. In the first place, both
suggest that the experimental home visiting 
may have been more intense than that typically
provided by health visitors. Secondly, in ten of 
the 11 trials reviewed by both sets of reviewers 
the intervention was targeted at particular 
high-risk groups. This, Roberts suggests, 
restricts the extent to which the findings 
can be generalised to programmes of 
universal health visiting.39

Postnatal depression

Hodnett (1995)27: postnatal depression
A review of two trials of the effectiveness of home
visits for women with postnatal distress has been
undertaken by Hodnett.27 She reviewed a trial 
by Forrest and colleagues97 which evaluated a
programme for couples who had experienced 
a stillbirth or neonatal death. The second trial,
undertaken by Holden and colleagues,54 evaluated
the effectiveness of support for depressed new
mothers. Support was provided to mothers by
health visitors through eight-weekly home visits.

The search strategy
The register of clinical trials compiled by the
Cochrane Pregnancy and Childbirth Group 
was searched.64

Study selection and sample sizes
All RCTs of the effect of support from caregivers
on the well-being of parents in the first year after
delivery were considered for inclusion. Two trials
were identified. No RCTs were excluded. Both 
of the trials that were included involved random
allocation, but no information regarding the
method of random allocation was provided. In
both studies outcome assessments were blinded.
Both studies had relatively small samples (n = 50).

Results
Both trials found support to be associated 
with a significant decrease in women’s distress 
after 6 months. Neither trial found significant
effects after 6 months on other outcomes,
including men’s distress, women’s or men’s
psychiatric disorder, marital separation, or 
another pregnancy.

Implications for practice
The findings of these two trials suggest to 
Hodnett that every effort should be made to
identify women experiencing postnatal distress
and to provide them with support.

Ray and Hodnett (1997)98:
postnatal depression
A second review of postnatal depression was
undertaken by Ray and Hodnett.98 Two studies
were reviewed.54,99 The search strategy was the 
same as that described in Hodnett’s earlier
review.27 No studies meeting the inclusion 
criteria were excluded.

Results
The common outcome for both trials was
depression at 25 weeks postpartum, which was
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significantly reduced in the groups receiving
additional support (OR = 0.34; 95% CI, 0.17 
to 0.69).

Implications for research
Questions remain about the relative benefits 
of lay versus professional support, and the relative
effectiveness of individual versus group inter-
ventions. Future research might assess the useful-
ness of social support in the prevention as well as
treatment of postpartum depression. It is recom-
mended that outcome measures include reduction
of symptoms, hospital admission rates, and long-
term maternal, infant and family well-being.

Summary of key results of
previous reviews of the literature
Below are summarised the key results and
conclusions drawn from the previous literature
reviews described in the preceding section.

• Results concerning the effectiveness of
programmes of home visiting for parents 
and children are mixed. Whilst the majority 
of previously reviewed studies provide
demonstrable evidence of their effectiveness,
many studies show effects on only some
outcomes, and a small minority show no 
effects at all.

• The number of well-controlled studies is small.
Very few studies employ rigorous experimental
or quasi-experimental designs.

• Most studies had insufficient power to
demonstrate their effectiveness.

• Bias in the ascertainment of outcomes is 
a problem. In relation specifically to child abuse,
Roberts and colleagues suggest that differential
surveillance of the intervention and control
group has almost certainly resulted in an
underestimation of the effectiveness of home
visiting in reducing the incidence of abuse.
Differential surveillance may even have given
rise to a reversal in the apparent direction 
of the effect.39

• Very few studies relate the service being
provided to any identified needs of their 
clients. Many programmes thus lack a 
sufficient rationale.

• Few studies discuss the relationship between 
the intervention and the ultimate goal(s) 
of the intervention. Many studies thus lack 
a theoretical framework. There was often
inadequate discussion of why or how a particular
intervention should be expected to result in a
particular outcome (e.g. why social support

should be expected to result in improved
maternal physical health).

• Descriptions of the content of the intervention
are often inadequate. Even when the home
visitor’s intervention did result in beneficial
outcomes, it was often difficult to gain a picture
of what it was that the home visitor did that
made the difference.

• Two reviews have concluded that those at
greatest risk may benefit more from home
visiting than those at lower risk.29,30 However, 
the overwhelming majority of studies to-date
have focused only on clients deemed to be 
‘at risk’, so that there exists little data which 
can be used to ascertain the effectiveness 
of a given programme for populations at
differing levels of risk. This almost exclusive
concentration on studies assessing home 
visiting to high-risk groups also limits the 
extent to which findings can be generalised 
to British programmes of universal 
health visiting.39

• Two reviews have concluded that greater
treatment differences are associated with 
higher intensity.29,30 The longer the duration 
of home visiting, and the more frequent the
visits, the greater is said to be the effectiveness
of home visiting. However, very few studies have
compared interventions of differing intensity.
Further investigation is recommended.

• Few studies have assessed whether the 
effects are sustained once the intervention 
has ceased.

• Questions remain concerning the relative
effectiveness of programmes staffed by
professionals, paraprofessionals and non-
professionals. Olds and Kitzman30 concluded
that programmes staffed by highly trained
professionals or a single, well-trained para-
professional, were more effective than those
staffed by non-professionals. Two of the most
effective programmes that they reviewed were
that carried out by Olds and colleagues,48–50,82

which employed a set of “highly motivated and
well-prepared” nurses, and the programme
undertaken by Hardy and Streett47 which
employed a single, well-prepared para-
professional. However, Olds and Kitzman30

acknowledge that the evidence on which they
base their conclusion is limited. Similarly,
Hodnett and Roberts28 appear to single out 
only one study62 in reaching their conclusion
that well-prepared paraprofessionals can deliver
services effectively. They conclude that inter-
ventions undertaken by experienced, well-
prepared mothers living in the community may
be less expensive and more culturally sensitive
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than hospital-based programmes led by teams of
healthcare professionals. Here again, previous
reviewers have been hampered by the fact that
no studies exist that systematically compare 
the effectiveness of professional and 
non-professional intervention.

• The key to effectiveness is comprehensiveness.
Olds and Kitzman30 believe that their finding of
greater effectiveness among programmes staffed
by professionals reflects the tendency for such
programmes to be comprehensively designed,
with the professional pursuing a wide range of
outcomes, rather than narrowly focusing on a
single outcome, thereby addresssing the
multiple needs of low-income, at-risk families.

• Most experimental home visiting programmes
have been more intense than the home visiting
typically provided by British health visitors. 
This limits the extent to which their findings 
can be generalised to British programmes 
of universal health visiting.39

Conclusions concerning the
findings of studies on the
effectiveness of home visiting
The diversity of home visiting programmes 
limits to some extent the conclusions that can 
be drawn from research into the effectiveness of
home visiting programmes. There are three main
types of difficulty to which Weiss13 has drawn
attention. First, many home visiting programmes
provide not only home visits, but also other core
services, making it impossible to attribute their
effectiveness to the home visiting component.
Secondly, none of the programmes that have 
been evaluated to-date have tested precisely 
the same intervention models, so it is difficult 
to generalise across them. In other words, it is 
hard to know if it is the differing curricula, the
differing intensity or duration of visits, or the 
skills of staff with different backgrounds that 
make the difference. Finally, only one 
programme has ever been replicated. Olds 
and colleagues’ study48–50,82,100 has recently 
been replicated in a different population by
Kitzman and colleagues.101 However, Kitzman 
and colleagues’101 results were published too
recently to have been included in any of the
reviews discussed in this chapter. The lack of
replication – with one exception – raises the
question about the generalisability of findings 
to other populations and communities.13

There is often no way of knowing if a pro-
gramme which is effective for a particular
subgroup of the population is also effective 
for other groups.

Gomby and colleagues12 point out that most
studies of the effectiveness of home visiting 
have assessed whether or not a given programme
produces benefits, but not what characteristics 
of the programme (such as the skills and training
of staff, or the intensity of visits) may have led to
those benefits. In other words, within a single
study, researchers have rarely systematically 
varied such characteristics as the frequency 
of visits or the training or background of staff.
Given the way in which previous research has 
been conducted, the only way to determine 
which characteristics are associated with 
successful home visiting programmes is to com-
pare successful and unsuccessful programmes 
and to look at the ways in which the programmes
differ. This is essentially what Olds and Kitzman30

have done. Of course, Olds and Kitzman were
faced with the problem that most studies differ 
not with respect to a single characteristic, such 
as the background or training of staff, but rather
with respect to a vast range of characteristics. 
We share Gomby and colleagues’ view that at
present there are not enough studies of sufficient
quality and appropriate research design to come 
to any definite conclusions about what it is 
about successful home visiting programmes 
that makes them successful.12

Implications of previous 
literature reviews for future
research
• Current UK universal home visiting programmes

undertaken by health visitors to families with
young children have not been adequately
evaluated. Most previous studies have evaluated
North American programmes. More British
studies are needed.

• The majority of ‘high-quality’ studies conducted
to-date have had insufficient power to
demonstrate an effect. Therefore larger studies
are imperative.

• Previous studies have suffered from important
methodological limitations. These include 
non-random allocation, or an inadequate
description of the method of random allo-
cation, inadequate control for potential
confounders, high attrition rates, an in-
adequate description of the intervention 
and an absence of valid and reliable measures 
of some outcomes. Ciliska and colleagues29,41

also draw attention to the lack of a focus on
costs, and the failure to incorporate outcomes
which clients deem important. Ciliska and
colleagues41 recommend that in future:
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– researchers make explicit how randomisation
is achieved

– there are adequate sample sizes
– tracking strategies might be developed so 

that it is possible to follow up at least 80% 
of those entering the study

– more information might be collected about
possible confounders so that these can be
controlled for at data analysis

– valid and reliable outcome measurement 
tools might be developed and employed

– outcome assessment might be blinded
– cost analysis of public health interventions 

is undertaken
– outcomes that clients think are important,

rather than those predefined by the
researcher, may be studied.

In addition to endorsing Ciliska and colleagues’41

recommendations, we recommend that:

• there is a need for future studies to include
better measures of process – this would aid 
in the replication of studies, and would
contribute to an understanding of which
elements of the intervention are associated 
with improved outcomes

• there is a need to include measures of
compliance – the majority of studies to-date 
have neglected to include any measure of
compliance. There is little indication of 
whether clients acted in response to the 
support offered by the home visitor
(we should make clear that we are not
recommending that clients ought to be
compliant. Rather, we are recommending 
that authors report, for example, whether 
clients received the full intervention)

• there is a need to focus on a range of outcome
measures, and to consider the consistency 
of results that assess different aspects of the
same outcome

• there is a need for future studies to include
those at all levels of ‘risk’, not only those at 
‘high risk’ – this would enhance the generalis-
ability of findings, and would directly address
the issue of the effectiveness of targeted versus
universal home visiting (see also chapter 9).

Implications of previous literature
reviews for future practice
Gomby and colleagues,12 drawing on contemporary
American research into home visiting, have set out
a number of key principles which they suggest
should guide the implementation of home 

visiting schemes to parents. Although Gomby 
and colleagues’ concern is with the USA, it is
interesting to note that some of their recom-
mendations appear to advocate a move in the
direction of Britain with its universal home 
visiting service. 

Gomby and colleagues12 recommend the following.

• Wherever home visiting programmes are
available, they should be offered on a voluntary
basis to all families with a newborn. Gomby and
colleagues,12 in common with other influential
American commentators,13,102 believe that home
visiting services should not target only poor
families but should be universal. At a minimum,
they believe that every family with a first child
should receive one or two visits. Gomby and
colleagues acknowledge that their position is
based only partly on research. It is based also 
on their belief that “to try to prejudge which
families to serve (for example, all families 
below a certain income level) is not only 
very difficult and imperfect, but can also
stigmatise the targeted group”.12 For Gomby 
and colleagues the home visit should be 
“the door to what is available to families in 
the community”.12 Gomby and colleagues 
stress that they are not recommending 
intensive and prolonged home visiting for
everyone, but one or two initial home visits 
are essential in identifying those families 
in need of greater support. Vimpani and
colleagues,103 concurring with Gomby 
and colleagues’ position, emphasise 
that “universal in this sense does not 
mean uniform”.103

• Home visiting programmes should have 
multiple goals. Gomby and colleagues12 believe
that home visiting should address the needs of
both children and parents, and in a variety 
of ways.

• Home visiting programmes should be 
flexible in intensity and duration. Gomby 
and colleagues12 point out that the research 
to-date has left many questions unanswered.
Although some minimum number of visits 
may be necessary before any change can occur,
the research cannot tell us at present what that
minimum level is. Moreover, we do not know
whether it is the intensity of the contact or the
total amount of contact that may be important.
For example, we do not know if 20 visits over 
2 years is more, or less, effective than 20 visits
over 3 years. Following Powell,11 Gomby and
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colleagues12 believe that in the absence of
definitive research, home visiting programmes
should rely on guidance from the families they
serve in the design of the programme, and in
setting the frequency, intensity and duration 
of home visiting.

• Programmes should be sensitive to the 
unique characteristics and circumstances 
of their clients.

• Home visiting programmes require a well-
trained, dedicated staff. Gomby and colleagues12

recognise that home visiting is not the preserve
of one professional group but will continue to
be carried out by nurses, social workers and
teachers. They acknowledge too that para-
professionals will continue to be employed to
undertake home visits. However, they strongly
urge that any programme employing para-
professionals should do so only if supervision
and support are available from professional
colleagues.

• Evaluation of home visiting programmes 
should continue, but should focus on some key
unanswered questions. Gomby and colleagues12

point to several questions that remain largely
unanswered. If home visiting is provided
universally, what percentage of families will 
want or need more than one or two visits? 
Will families who receive only a few visits for
information or referral purposes demonstrate
any benefits from participation in a home
visiting programme? What is the optimum
frequency, duration and onset of home visiting?
To what extent are programme effects diluted

when a model programme is disseminated 
to a wider population? To what extent is 
home visiting, in and of itself, useful, or 
should it always be combined with other
services? What level of support and training 
do volunteers, paraprofessionals and
professionals need?

• Expectations should be realistic. Echoing the
views of Weiss13 and Halpern,104 Gomby and
colleagues12 observe that there has been a long
history of expecting home visiting to act as a
‘magic bullet’. Home visiting has been seen 
as a panacea for the ills of society and as the
‘solution’ to the problem of poverty. Clearly
home visiting can never be a substitute for 
direct material and financial support or for
economic and political change. Its aims are
different and more limited. Even one or two
home visits can serve as the door to other
services and other types of support. If home
visiting is more intensive, and delivered 
by well-trained staff, then it can also yield
important but “modest” improvements in
children’s health and development. Gomby 
and colleagues choose the word ‘modest’ with
care. They point out that the research to-date
contains no studies of programmes that relied
solely on home visiting which have yielded large
or long-term benefits for parents or children.
The need for realistic expectations should not
be surprising. Many other programmes, policies,
and social and economic influences affect a
child’s health and development. Home visiting
can only ever be one part of a ‘multipronged’
attempt to improve health and social outcomes
for parents and children.
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This chapter describes the methodology 
used to conduct our review of the 

literature.

Inclusion criteria

An article was included if:

• it reported a study that evaluated a home 
visiting programme

• at least one postnatal home visit was undertaken
as part of the programme

• the study included a comparison group (this
includes RCTs, non-RCTs, and controlled
before-and-after comparisons)

• the study reported outcomes relevant to 
the objectives of British health visitors, 
namely:
– increasing rates of uptake of appropriate 

health and community services
– reducing rates of child abuse and 

unintentional injury in childhood
– changing attitudes and beliefs
– changing behaviours
– improving client satisfaction

• the personnel involved in carrying out 
the programme undertook responsibilities 
within the remit of British health visitors, 
and were not members of a professional 
group other than health visiting (e.g.
community psychiatric nursing, 
midwifery).

In addition, studies that reported costs in relation
to outcomes were also included.

Searching

Methods
Databases
MEDLINE was searched from 1966 to July 
1997: this found 809 references. CINAHL was
searched from 1982 to July 1997: this found 
207 references. EMBASE was searched from 
1980 to October 1997: this found 197 references.
The Internet was searched: this found two
references. The Cochrane Library was searched:
this found three literature reviews.

Search strategy
The search strategy used a mixture of thesaurus
terms and free-text searching. Details of the search
strategy are included as appendix 2.

Handsearching
The journal Health Visitor was searched from 1982
to 1997.

Review articles
The reference lists of 17 review articles were also
scanned.25–27,30,39,61,105–115

PhD theses
The Index to Theses (www.theses.com) was
searched from 1980 to 1997. References to PhD
theses in other articles were followed up. In
addition, potentially relevant PhDs cited in other
PhD theses were retrieved. Excluded theses are
listed in Table 42, appendix 3.

Contacts
Key individuals and organisations were 
contacted, and advertisements placed in 
a number of journals.

Results
Number of studies reviewed
A total of 102 studies that met our inclusion
criteria were reviewed (see chapter 4). These 102
studies evaluated 86 home visiting programmes.

There are a number of studies that although 
found by the database searching did not fulfil 
our criterion of involving a home visit. These are
shown in appendix 3, Table 42. Other studies did
not fulfil our criterion of involving a postnatal
home visit (see appendix 3, Table 43 ).

We have not included studies that did not involve 
a planned comparison between groups (see
appendix 3, Tables 44, 45 and 46).

Some studies involved professionals who did 
not seem relevant to a study of health visiting 
(see appendix 3, Table 47 ).

A further group reported outcomes too 
specific for the objectives of health visitors 
(see appendix 3, Table 48 ).

Chapter 3

Methodology 
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There was also a miscellaneous group (see
appendix 3, Table 49 ) as well as excluded 
reviews of the literature (see appendix 3, 
Table 50 ).

Quality scoring

Reisch and colleagues’116 quality 
rating scale
There are a number of scales that have been
suggested for quality scoring comparative trials, 
but none of these has yet become a standard. 
We felt that a scale that attempted to describe 
as many aspects of the total study as possible was
that of Reisch and colleagues116 and we chose 
that rather than any of the other scales discussed
in Moher and colleagues’ review.117

The Reisch scale is a total of the number of key
points scored from a standard list. Not all points
are necessarily relevant to all articles, and so we
express the score standardised as a proportion of
points that were relevant. The Reisch scale is
reproduced in appendix 4. For interpretation it
may be helpful to note that the range of scores is
between 0 (the worst possible) and 1 (the best).
There does not seem to be any consensus about
the cut-off between good and bad studies, and so
the score should be interpreted as indicating
relative quality.

Adaptations necessary
On inspection, some aspects of the scale were 
felt to be difficult to apply to the majority of
studies concerned in our review. Specifically, 
the Reisch scale places considerable emphasis 
on careful description of aspects of the dosage 
and regime for the intervention in a way that 
we found hard to apply to our trials. We have
therefore modified it slightly to conform to the
description of the more complex patterns of
intervention encompassed within home visits.
Specifically, we expanded no. 7 on the Reisch
checklist (‘Procedures for treatment/
management’) to gloss ‘route’ (item 5) with 
‘home visits, telephone, clinic’ and to gloss
‘presentation’ (item 6) with ‘oral, written, 
video’. We also added a new rating to no. 6 
on the Reisch checklist (Comparison group(s)
[Control] usage – see appendix 4). This was
‘stratified randomisation’ (item 4).

Team members undertaking quality scoring 
were masked to the results of the studies, and 
we therefore deleted all the sections of the 
Reisch checklist on results.

Inter-rater reliability study
Three team members applied the Reisch 
scale to 19 articles masked to authorship, title,
journal (where possible) and to study results. 
The correlation between the pairs of raters 
was 0.71, 0.79 and 0.82, with an overall intra-
class correlation of 0.74 (95% CI, 0.52 to 0.88).
After discussion of some of the issues arising 
it was decided that this was a satisfactory level, 
and we continued with the main scoring 
using the adapted scale.

Combining results

Varying types of outcome
Unfortunately, most of the preferred methods 
of combining effect sizes rely on the outcome
measures being similar. Where this is the case 
we have chosen to use Hedges’ method or Peto’s
method as appropriate (see below). Where there 
is a mixture of effect types we have had recourse 
to Fisher’s method.118,119

Fisher’s method
This method operates on the p-values generated
from the studies. If the p-values are p i and there
are k of them then we form:

k
–2 ∑ ln p i

i

which is distributed as � 2
2k . Here, and elsewhere,

we shall use ln to denote the natural logarithm
(log to the base e).

This is a convenient method because it is always
possible when the p-values are available. In some
cases we have used raw data available in the paper
to calculate a p-value where none was directly
quoted by the original authors.

Many studies simply report whether one of a 
series of conventional values has been reached
(usually 0.05, 0.01, 0.001) and this poses difficulties
for the method unless more information is given.
Where a test statistic is given, an exact p-value 
was calculated. Otherwise we adopted the simple
approach of using that significance level as the 
p-value, although recognising that this is con-
servative because authors may have used only
a small number of conventional levels (perhaps
only one). The whole range of p-values less than
that conventional level has been regarded in 
our analysis as equal to it. For results that were
reported as not significant we simply used a 
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p-value of 1.0, but this is very conservative 
because ln 1.0 = 0.

The choices we have made to deal with studies
reporting conventional levels, or just reporting
non-significance, represent conservative choices.
Their effect has been to decrease the likelihood 
of finding a difference.

Hedges’ method
Where outcomes are measured on a continuous
scale of effect size we used Hedges’ method118 and
computed an overall value of g.

Peto’s method
The use of Peto’s method raises few new issues
except for the handling of studies that report 
rates per child (or per mother) rather than just
reporting present or absent. For instance, a
number of studies in the injury field report both
injuries per child, and number of children with at
least one injury. To incorporate as many studies as
possible within the same analysis we decided to
transform the rates into a binary variable (‘never’
vs. ‘at least once’). To do this we assume that the
events follow a Poisson distribution, and then
estimate:

p = 1 – e–λ

where p is the proportion experiencing at least 
one event, and λ is the rate per child (or per
mother). We then use that p-value to compute 
the values in the 2 × 2 table and use them in 
Peto’s method.

We recognise that this rests on the assumption 
of Poisson variability, and this is a substantial
assumption, but is seems to us better than 
having to exclude these studies, or use 
Fisher’s method.

Multiple end-points
In an area like health visitor home visiting, 
where there are many possible outcomes, a
number of difficult issues arise that have not been
considered in meta-analyses of more conventional
treatment studies. By contrast, in interventions
where there is one main outcome (e.g. mortality),
the only choice that has to be made is what to 
do when the outcome is reported at a number 
of different lengths of follow-up. In the case of
health visitor home visiting, multiple outcomes 
are the rule. We have subdivided them into
different domains and report these separately, 
but within a given domain we have used all 
the outcomes available (see chapter 4).

Publication and reporting bias

Publication bias is a well-known problem. It is
usually taken as implying that studies remain
unpublished because their results are not in
accordance with accepted orthodoxy. Sometimes
this is expressed as the fact that ‘non-significant’
studies are not published, but in some cases the
bias could operate the other way round. There
have been various suggestions for detecting and
dealing with this problem. We decided that the
relatively small number of studies in each of our
domains made it unprofitable to use any of the
methods (such as the funnel plot) for detection 
of bias. Our view is that statistical methods of
adjustment have been proposed, but have as 
yet not received widespread acceptance, 
much less use.

In our study we have faced a number of 
problems caused by what we might term reporting
bias: the study is published, but a full account 
of the results is not available. In some cases the
outcome measure is mentioned, but no results 
are reported. In this case we have omitted the
outcome completely from consideration. It 
might be argued that we should assume that in
such a case the result would be non-significant 
but we have felt unable to assume that. In other
cases the result is reported as non-significant. 
As mentioned above, we considered that results
could be entered into Fisher’s method, and 
have outlined the conservative way in which 
we did this. However, such results do represent 
a problem when a number of other studies have
reported in sufficient detail to enable us to use
either Peto’s or Hedges’ method. In that case 
there seems no easy way of including the fact 
that we know that other studies have used the 
same outcome, but not reported results in
sufficient detail.

We have taken no formal steps to look for
publication bias by plotting effect sizes, or by
calculating test statistics. In most cases there 
are few studies on any given effect, and
any formal method would have little 
power.

Heterogeneity

Despite the small numbers of studies per domain,
we have calculated formal tests of heterogeneity.
We report the results where appropriate. We 
have attempted to explain the differences where
they are found, and would caution against 
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over-interpretation of the effect sizes estimated in 
those cases. Although we do not regard random
effects models as a panacea we have included 
effect sizes using such models where heterogeneity
seems important. The studies we examined are 
on quite different groups of subjects and use
interventions that are far from standardised, 
and so we believe the solution is to try to explain
differences rather than to average what cannot 
be effectively averaged.

One important possible source of heterogeneity 
is the study design. We have decided to include
both randomised trials and those using other
allocation methods. Since the orthodox view is 
that only randomised trials should be included 
we have also added a supplementary analysis just 
of the randomised trials as a sensitivity analysis.
This analysis is presented where there are sufficient
studies to provide a meaningful number (three 
or more) in the group of randomised studies.
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In this chapter we review 102 papers, 
evaluating 86 home visiting pro-
grammes.17,34–38,42,44–48,50–58,62,67,69–76,79,81–88,90–93,101,120–176

Two of these studies133,174 were published after 
our literature search period had ended (see
chapter 3). However, both were received by 
us in draft form before publication, and hence
were included in our review. Other studies not
published until after the end of our search 
period are included in appendix 3 (Table 49 ).

Tables 1–30 and Figures 1–19, pertaining to the
papers reviewed in this chapter, are located at the
end of the chapter on pages 58–187.

Outcome groupings

The studies are divided into two: those assessing
the outcome of home visiting to parents and young
children (see the section entitled ‘Parents and
young children’, pages 23–50); and those assessing
the outcome of home visiting to elderly people 
and their carers (see the section entitled ‘Elderly
people’, pages 50–56). Within the first category,
studies have been grouped together and discussed
under a series of headings. Where one study has
reported several outcomes, each outcome is
discussed under its relevant heading. Thus, the
same study may appear under more than one
heading, depending on which outcome is being
discussed. No outcome has been ‘counted’ twice
through discussion under more than one heading.

Several papers describe the same home visiting
programme. Four papers describe the programme
implemented by Olds and colleagues.48,50,51,82

The IHDP is described in five papers.44,67,69,127,130

Other pairs of papers describing the same 
home visiting programme are by Archbold 
and colleagues120 and Miller and colleagues;153

Barrera and colleagues;58,91 Gutelius and
colleagues;35,76 Hall36 and Law-Harrison and
Twardosz;151 Barth and colleagues46 and Barth;70

Barnard and colleagues83 and Booth and
colleagues;84 Jones and West;146,147 Resnick 
and colleagues;92,93 and Sutton.165,166

When a single programme of home visiting has
resulted in the publication of more than one

paper, it has been treated as a single study in the
text of the following sections of this chapter.

Parents and young children
Parenting and the quality of the 
home environment: part 1
In all, 34 studies that met the inclusion criteria
reported outcomes relating to parenting and 
the quality of the home environment. These 
34 studies are listed in Tables 1–3. Seventeen 
of these studies (Table 1 and Table 2 ) used the
HOME (Home Observation for Measurement 
of the Environment) Inventory as an outcome
measure.177 In part 1, we discuss the studies 
that have used the HOME Inventory; in part 2
(page 25), we discuss studies using other 
outcome measures.

The HOME Inventory (infant–toddler version)
consists of six subscales measuring aspects of 
stimulation in the home, which we chose to 
categorise as a measure of mother–child
interaction:

I emotional and verbal responsivity of 
the mother

II avoidance of restriction and punishment
III organisation of the environment
IV provision of appropriate play materials
V maternal involvement with the child
VI opportunities for variety in daily routine.

The inventory is designed to be administered 
by an interviewer within the child’s home, and 
is based on observations of the interviewer. 
Mean scores are calculated for the overall score
and for each subscale. Table 1 lists all studies
assessing the quality of the home environment 
as measured by the HOME Inventory.

The 17 studies using the HOME Inventory as an
outcome measure do not report the results in a
standard way, and many do not include all the
information necessary for a meta-analysis to be
undertaken. For example, studies that report 
mean values, either for the overall score or for
subscale scores, do not always report SDs or 
p-values.48,57,74,82,88,90,101 One study reports the 
results of χ2 tests, despite the score not being a

Chapter 4
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categorical variable,145 and one study merely
reports that the HOME score was significantly
higher in the intervention group without 
reporting any figures.83

Of the 17 studies using the HOME Inventory, 
seven found statistically higher HOME scores,
either for total score or for subscales of the score in
the intervention group. Two claimed a significantly
higher score in the home-visited group but did not
provide details of the score or of the statistical test
results.83,163 The characteristics of the seven studies
that demonstrated higher HOME scores in the
home-visited groups are shown in Table 2.

Eight studies using the HOME Inventory report no
significant difference in scores between the home-
visited and control groups. The characteristics of
these studies are shown in Table 2.

There appear to be few differences in the char-
acteristics between those studies demonstrating
positive effects on the HOME Inventory score and
those not demonstrating positive effects, except 
in terms of the characteristics of the intervenors.
All studies showing a positive effect used either
professional intervenors or psychology graduates,
or, one study by Black and colleagues126 used lay
workers supported by community nurses,
compared with two of the unsuccessful studies
which used only professional intervention,48,82,88

one which used a combination of community
women and professionals74 and the remaining 
two used non-professionals.85,130 The intensity 
of the intervention seems similar across the
successful and unsuccessful programmes, 
as do the characteristics of the participants.

A total of 12 studies report mean values (and 
SDs) and/or p-values, which has enabled a meta-
analysis using Fisher’s test to be undertaken. 
These are identified in Table 1 and Table 2 by 
an asterix. The meta-analysis of HOME scores
(including total scores and subscales) indicates 
a highly significant difference between scores 
for home-visited families and controls (χ2 = 126.9;
28 degrees of freedom [df], p < 0.0001). 
Restricting the analysis to ten of the 
12 studies,42,57,58,87,88,90,101,125,126,130 namely 
those using the design of the RCT, produced
similar results (χ2 = 70.6; 20 df; p < 0.001).

In all, 10 studies reporting HOME Inventory 
scores also reported other measures of mother–
child interaction, as indicated in Table 1. These
other measures are discussed in part 2 of this
section (page 25).

Summary of results
1. A total of 34 studies were found within our

inclusion criteria reporting outcomes related 
to mother–child interactions.

2. A total of 17 reported HOME Inventory177

scores, of which seven reported significantly
higher scores in the home-visited. A total of 12
studies were included in a meta-analysis using
Fisher’s method. The overall χ2 test result was
highly significant (χ2 = 126.9; 28 df; p < 0.0001),
indicating an overall positive effect of home
visiting on the quality of the home environment
and including within that aspects of mother–
child interaction. Restricting the analysis to 
ten RCTs produced similar results (χ2 = 70.6; 
20 df; p < 0.001).

3. The majority of studies reporting significant
improvements in the HOME Inventory score
involved interventions being delivered by
professionals or in one case by psychology
graduates. There were no other obvious
differences in characteristics of the participants,
the intervention or the intensity of the home
visiting between programmes demonstrating
differences in HOME scores and those not
demonstrating such differences.

Conclusion
The use of the HOME Inventory177 as an 
outcome measure by many of the studies assessing
the effectiveness of home visiting on parenting 
and the quality of the home environment has
enabled a meta-analysis of the results of these
studies to be undertaken. The meta-analysis
demonstrates that the home visiting programmes
are associated with improvements in the quality 
of the home environment as measured by the
HOME Inventory.

The score is based on observations of the home
environment and the mother–child interaction,
rather than maternal self-report. Whilst this will
not completely remove the bias introduced by 
the parents’ desire to achieve a good outcome, 
and their consequent ‘best behaviour’ during 
the observation period, these measurements
should be less biased than those that rely 
entirely on maternal self-report, and which 
are subject to bias towards providing a 
socially desirable response.

The findings from the review of the other 
outcome measures related to mother–child
interactions, presented in part 2 of this section
(page 25), are consistent with, and hence provide
support for, those that we have found relating 
to the quality of the home environment as
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measured using the HOME Inventory. Similarly,
our findings in relation to improved maternal
mental health (page 42) and reduction in child-
hood unintentional injury (page 36) amongst
home-visited families are also consistent with 
our findings relating to the quality of the 
home environment.

Parenting and the quality of the 
home environment: part 2
In all, 27 studies, described in 30 papers, reported
outcomes not measured by the HOME Inventory177

relating to parenting and the quality of the home
environment.34–37,48,52,53,57,58,62,75,79,81–84,88,90,93,101,122–124,126,

133,139,145,151,161,166 A total of ten of the 27 also reported
HOME Inventory scores.48,57,58,82–84,88,90,101,126,133,145 The
characteristics of the 27 studies are shown in Table 3.

The vast majority of the 27 studies discussed 
in this section used measures which were not 
commensurate, hence results were not 
combined in a meta-analysis. The 27 studies 
are described below according to the type of
outcome reported. Outcomes assessed using 
the HOME Inventory177 are not reported below
(see part 1, page 23).

Studies reporting outcomes assessing parents’
developmental expectations of their child
Five studies reported outcomes assessing 
parents’ developmental expectations of their
child.36,90,124,139,145,151 Four of the five reported
significant differences favouring the intervention
group. The study described by Hall36 and Law-
Harrison and Twardosz151 found that mothers in
the intervention group had more positive per-
ceptions and expectations of their child. Beck-
with124 reported that the home-visited mothers 
had significantly more realistic developmental
expectations of their children than the controls.
Grantham-McGregor and Desai139 showed that
mothers in the intervention group were signifi-
cantly more aware of their child’s level of develop-
ment. Field and colleagues90 demonstrated that
home-visited mothers had a better knowledge of
developmental milestones and more realistic
expectations of their children.

One study145 reported no differences between the
home-visited and control mothers with respect to
appropriate expectations of their child.

Studies reporting outcomes assessing 
interaction between mother and child
A total of 17 studies reported outcomes 
assessing interaction between mother 
and child.35,52,57,58,75,79,81–84,90,93,101,122,124,126,133,161

In all, 12 of these 17 studies reported significantly
better interaction between mother and child in 
the intervention group. Beckwith124 found that 
the home-visited mothers had more observed
involvement and reciprocal interaction with 
their child. Larson57 reported significant differ-
ences favouring the intervention group with
respect to the mother’s positive emotional
involvement with her baby, her responsiveness 
to her child’s behaviour, and the amount and 
kind of contact between mother and child.
Gutelius and colleagues,35 who reported more
observed conversations between mother and 
child among the home-visited mothers,82 found
that home-visited mothers were significantly 
more involved with their children than mothers 
in the comparison group. Seeley and colleagues161

found significant improvements, after a health
visitor training programme, in rates of reported
difficulties in the mother–infant relationship (e.g.
infant demands for attention, separation problems,
affection). Field and colleagues90 found significant
differences favouring the home-visited mothers
with respect to measures of mother–child inter-
action. Madden and colleagues81 found a signifi-
cant difference among two cohorts of home-visited
mothers in non-verbal expressions of warmth and
verbal praise. Resnick and colleagues93 reported
that observed parent–child positive interactions
(both verbal and non-verbal) were significantly
higher in the home-visited group, and that there
were significantly fewer observed parent–child,
non-verbal, negative interactions. Scarr and
McCartney52 reported that home-visited mothers
engaged in significantly more shared activities 
than control mothers. Barker and Anderson122

reported improvements in the home socialis-
ation environment in one of the four areas 
they studied. Davis and Spurr133 reported 
that mothers in the intervention group were
significantly more positive towards their children.
Siegel and colleagues75 found that there was
significantly better mother–child attachment 
at 4 months, and significantly better interaction
and stimulation at 12 months.

Six studies found no significant differences
between intervention and control groups.
Thompson and colleagues79 reported that 
mothers in the intervention group were 
observed to give more praise and positive 
feedback to their children, although the differ-
ence was not significant. Barrera and colleagues58

found no overall group differences in infant or
maternal interactive behaviours. Black and
colleagues126 reported no differences between
children’s interactive communication skills, 
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or parental warmth. Neither Kitzman and
colleagues101 nor the study described by Barnard
and colleagues83 and Booth and colleagues84

reported any significant difference in
mother–child interaction, as assessed using the
Nursing Child Assessment Scale of Teaching.178

Studies reporting outcomes assessing parental
stimulation of the child through books, toys 
or games
Five studies reported outcomes assessing 
parental stimulation of the child through 
books, toys, etc.35,48,62,82,123,139 Two reported 
positive findings. Johnson and colleagues62 found 
a significantly increased frequency of reading 
to the child, playing cognitive games and using
nursery rhymes in the intervention group. 
Gutelius and colleagues35 reported significantly
increased use of story books and crayons in 
the intervention group.

Grantham McGregor and Desai139 reported that
mothers in the intervention group had a signifi-
cantly better understanding of the importance 
of playing with their children, and had a better
appreciation of the educational value of toys.
Mothers in the intervention group also had a
better idea of how to involve their child in story-
reading, and participated more in ‘pretend’ games,
although the differences between the two groups
of mothers did not reach a level of statistical
significance in these latter two items. Barker and
colleagues123 reported a greater frequency of
reading to the child in the intervention group, 
but the statistical significance of this finding 
was not ascertained. There was little difference
between the two groups in the percentage of
children who were read to, or their interest 
in books. Olds and colleagues48,82 reported 
no significant differences in the provision 
of toys, games and reading materials between
intervention and control families.

Studies reporting outcomes assessing 
parental attitudes and actions towards 
child discipline
Seven studies reported outcomes assessing 
parental attitudes and actions towards child
discipline.35,48,52,88,90,139,145 Three studies reported
significantly less punitive or negative attitudes
towards child-rearing, as indicated by a diminished
belief in the value of corporal punishment;145

less punitive child-rearing attitudes;90 and more
‘appropriate’ answers to questions regarding 
their handling of their child’s kicking or hitting,
frequency of the use of praise, and management 
of fear of the dark.35

A further study101 measured parental belief 
in physical punishment as an indicator of the
potential for child abuse. As noted in the 
section on ‘The prevention of child abuse and
neglect’ (page 40), this study101 reported a
significantly better overall score concerning 
beliefs associated with child abuse in the
intervention group.

Four studies found no significant differences
between home-visited and control mothers.
Grantham McGregor and Desai139 found greater
preference for the use of positive rather than
negative motivation in disciplining the child,
although the difference was not significant. 
Scarr and McCartney,52 in assessing the degree 
to which mothers relied on reasoning versus
physical punishment as a discipline strategy, 
found no differences between home-visited and
non-visited mothers in their responses. Olds and
colleagues48 assessed the number of times the 
child had been spanked, hit, scolded or shouted 
at in the previous 2 weeks. They reported no
significant differences between the groups of
mothers. Wasik and colleagues88 assessed the
extent to which parents were “authoritarian” in
their child-rearing beliefs (e.g. children should
always obey the teacher), or “progressive” (e.g. 
a child’s idea should be seriously considered in
making family decisions). Wasik found no
difference between the two groups.

Studies assessing mothers’ teaching ability
Two studies reported outcomes related to 
mothers’ “academic” teaching ability.35,53 Both
found in favour of mothers in the intervention
group. Gutelius and colleagues35 found the 
home-visited mother better able to provide the
kind of stimulation that promotes future success 
at school. Seitz and colleagues53 found that 
home-visited mothers were significantly more
involved in their child’s schooling.

Studies reporting outcomes assessing 
mothers’ knowledge concerning their 
child’s health
Two studies reported outcomes related to 
mothers’ knowledge concerning their child’s
health. Stanwick and colleagues37 found no
significant differences between home-visited 
and non-visited mothers in their knowledge,
specifically about immunisation. McNeil and
Holland,34 whose study compared home visits 
with group teaching, assessed mothers’ knowledge
by posing 24 vignettes of hypothetical ‘health-
related situations’ to mothers. Mothers were asked
what they would do if, for example, the child fell
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on his/her head and later began vomiting; if the
child had a rash or appeared feverish; if the 
child ate two cigarette stubs from an ashtray, 
etc. Mothers who had received group teaching 
were found to have significantly more knowledge
about the appropriate use of healthcare for 
their infants than mothers receiving home visits.
Neither McNeil and Holland34 nor Stanwick and
colleagues37 reported outcomes concerning the
uptake of child health services (see sections on
‘Uptake of preventive child health services’, 
page 32 and ‘Uptake of acute-care child 
health services’, page 34).

Studies assessing mothers’ caretaking skills
Two studies assessed mothers’ caretaking skills.
Larson57 found significant differences favouring
the home-visited mothers with respect to the
mother’s skill in caretaking. Stanwick and
colleagues37 found no differences in mothers’ 
skill in bathing their infants, and performing 
nose and ear hygiene.

Studies reporting no positive results
Of the 27 studies reporting non-HOME outcomes,
six reported no positive finding with respect to 
any of the non-HOME outcomes which each
respectively assessed.34,37,58,83,84,88,101

Of these six studies, three reported significantly
higher HOME Inventory scores,58,83,84,101 suggesting
that the intervention did have a positive impact, 
if not in relation to non-HOME outcomes. Con-
cerning the remaining three studies reporting 
no positive effects, the intervention programme
described by Stanwick and colleagues37 consisted 
of a single home visit provided by a public health
nurse. It seems likely that one visit was insufficient
to effect any change. The programme described 
by McNeil and Holland34 did not include in its
design a no treatment control group. It compared
only home visiting plus group teaching, and home
visiting alone, and therefore the study design pre-
cluded any assessment of the effectiveness of home
visiting versus no home visiting. The final study 
by Wasik reporting no positive effects of home
visiting88 employed professional home visitors 
and appears not to differ from other, successful
programmes in the duration and intensity of 
visits, or the characteristics of participants.

Summary of results
1. A total of 27 studies meeting our inclusion

criteria reported non-HOME outcomes 
related to parenting or the quality of the 
home environment. Ten of the 27 also 
reported HOME scores.177

2. Of the 27 studies, three reported no positive
results with respect to any outcome. The
remaining 24 reported positive results, either 
in significantly higher HOME scores alone, 
or in some or all of the other parenting
outcomes (see also part 1, page 23).

3. The majority of studies assessing the following
three types of non-HOME outcome reported
significant positive effects among home-
visited mothers:

Non-HOME outcome: number of studies 
favouring intervention group
• parents’ developmental expectations of 

their child: four out of five studies favoured
intervention group mothers

• interaction between mother and child: 12 out 
of 17 studies favoured intervention 
group mothers

• mothers’ teaching ability: two out of two studies
favoured intervention group mothers.

Studies assessing the following types of non-
HOME outcome found no significant differences
between the intervention and control group in 
at least 50% of studies.

Non-HOME outcome: number of studies showing
no differences between groups
• maternal knowledge about child health: one out of

two studies found no significant differences
between the groups

• mothers’ caretaking skills: one out of two studies
found no significant differences between 
the groups

• parental attitudes towards child discipline: four out
of seven studies found no significant differences
between the groups

• parental stimulation of the child through books, toys,
etc.: three out of five studies found no significant
differences between the groups.

Conclusions
Interpretation of the findings of the 27 studies
discussed in this section is difficult. First, the 
27 studies should not be viewed in isolation from
those studies using only HOME as an outcome
measure (see part 1, page 23). However, since
many of the latter reported only an overall HOME
score it is not possible to compare their findings
on each subscale with those of the studies assessing
similar outcomes but not using the HOME
Inventory.

Secondly, the use of such a variety of outcome
measures makes comparison between the 
studies difficult.



The main literature review

28

Thirdly, many of the non-HOME outcomes were
measured through maternal self-report. This is a
notoriously unreliable measure that may be subject
to bias introduced by parents’ desire to provide a
socially acceptable response. Maternal self-report
also relies on parents’ recall, which may not 
be complete.

Fourthly, many outcomes were related to 
parental knowledge or attitudes rather than
parenting behaviour, so that it is not known
whether changes in attitudes resulted in 
changed parenting behaviour.

Finally, any assessment of competence at 
parenting involves value-judgements. In a large
number of studies the reported findings are
inseparable from the value-judgements of those
undertaking the assessment. For instance, an
assessor might consider that the most ‘appro-
priate’ method of discipline is to praise the 
child when he or she behaves well, and to ignore
bad behaviour. By contrast, the mother herself
might consider that shouting when the child
misbehaves is a far more effective method of
discipline. This is not to criticise those studies 
in which value-judgements have clearly been 
made. Rather, it is to point out that in assessing
such soft and intermediate outcomes as parenting
competence, what counts as a successful outcome
is highly dependent on value judgements
concerning the ‘right’ or ‘best’ way to 
bring up a child.

Notwithstanding the difficulties in interpreting 
the findings of the studies reviewed above, the
evidence points to the conclusion that home visit-
ing can be successful in changing attitudes and
beliefs, improving parenting skills and enhancing
the quality of the home environment.

Child behaviour and child 
temperament
A total of 23 studies which met our inclusion
criteria reported outcomes assessing child
behaviour or child temperament.35,37,38,42,44,46,48,52,

53,57,58,67,69,70,79,81,90,91,101,128,130,131,133,144,150,161,165,166,172

The characteristics of the 23 studies are shown
in Table 4.

Child temperament
Five studies,42,46,48,58,90 all of which were RCTs,
assessed the child’s temperament using the 
Carey Infant Temperament Scale, a 67-item 
scale that taps temperamental qualities 
including distractibility, mood and level 
of anxiety.179

Meta-analysis of all five studies, using Fisher’s
method,119 indicated a difference of borderline
significance between intervention and control
groups, with children in the intervention group
achieving a marginally better score (χ2 = 30.0; 
20 df; p = 0.07).

General child behaviour problems
Nine studies, using a variety of outcome 
measures, assessed a range of child behaviour
problems. Five of the nine studies reported
significant overall improvements in the 
behaviour of children in the intervention 
group compared with children in the 
control group.35,44,67,69,128,130,133

Four studies52,79,101,144 reported no significant
differences in the behaviour of children in the
intervention and control groups.

Maternal concern about child behaviour
Seven studies reported outcomes relating to
maternal concern about their child’s behaviour.
Four found decreased maternal concern among
home-visited mothers.37,57,128,144 One found no
differences between the intervention and com-
parison groups;161 and two studies found that
maternal concern was greater among home-
visited mothers.38,48

Sleeping difficulties
Five studies assessed the sleeping behaviour 
of children separately from their assessment of
general behaviour problems.35,48,57,150,172 Effect 
sizes from four of these studies,35,48,150,172 all of
which were RCTs, were entered into a meta-
analysis. One study was excluded because 
results were not reported separately for the
intervention and control group.57 All effect 
sizes entered into the meta-analysis were less 
than one. The pooled OR was 0.48 (95% CI, 
0.30 to 0.76). This indicates that the intervention
group mothers were significantly less likely to
report problems with their child’s sleeping
behaviour. The χ2 test for heterogeneity gave 
a value of 0.63 with 3 df, suggesting the effect 
sizes were homogeneous (p = 0.89). The results 
are shown in Figure 1 (page 87).

Feeding problems
Two studies assessed feeding problems.48,57 Both
reported significantly fewer feeding problems in
the intervention group.

School behavioural problems
The two intervention programmes described 
by Madden and colleagues81 and Seitz and
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colleagues53 both had as their aim the prevention
of educational disadvantage. Madden found 
no difference in school teachers’ ratings of the
severity of school problems such as reading or
discipline. Seitz and colleagues, in assessing
teachers’ ratings of the child’s positive and
negative behaviour, reported that there were 
no significant differences in teachers’ ratings 
for girls. However, control boys were rated
significantly more negatively by teachers. Seitz 
and colleagues also reported that control boys 
were significantly more likely to be receiving
school remedial or psychological services. Seitz 
and colleagues further found significantly less
absenteeism among the home-visited children, 
and better school adjustment among the 
home-visited children.

Mixed social, behavioural, developmental and
intellectual outcomes
Chapman131 assessed children’s “social maturity”
using a scale that combined developmental,
behavioural and social outcomes. She found no
differences between any of the treatment groups.
Scarr and McCartney52 assessed children’s “social
competency” using a scale that combined social,
behavioural and intellectual skills. There were 
no differences between intervention and 
control groups.

Summary of results
1. A total of 23 studies which met our inclusion

criteria reported outcomes assessing child
behaviour or temperament.

2. Five studies assessed the child’s temperament
using the Carey Infant Temperament Scale.179

The results of meta-analysis of the five studies,
all of which were RCTs, indicated better scores
in the home-visited groups of borderline
significance. It was not possible to determine 
the size of the treatment effect because the
meta-analysis was undertaken using Fisher’s119

method (χ2 = 30.0; 20 df; p = 0.07).
3. Nine studies assessed a range of child 

behaviour problems. Five reported signifi-
cantly better behavioural outcomes in the
children in the intervention group; three
reported no significant differences between
intervention and control groups; and one
reported improved behaviour in the control
group, although this finding did not reach
statistical significance.

4. Four studies which reported on children’s
sleeping behaviour, all of which were RCTs, 
were entered into a meta-analysis. The 
results indicated that the intervention 
group mothers were significantly less likely 

to report problems with their child’s sleeping
behaviour (OR = 0.48; 95% CI, 0.30 to 0.76).

5. Two studies assessed feeding problems. Both
reported significantly fewer feeding problems 
in the intervention group.

6. Seven studies assessed maternal concern 
about their child’s behaviour. Four found
decreased levels of maternal concern about
child behaviour among intervention group
mothers. Two found increased concern among
intervention group mothers, and one found 
no difference.

Conclusions
Our review indicates that home visiting is
associated with greater success among parents 
in managing their child’s behaviour. However, 
it is difficult to come to any conclusions about 
why some programmes were effective and others
not. In two British studies by Sutton165,166 and
Hewitt and colleagues,144 the sole objective of 
the programme was to help parents to deal 
more effectively with a range of child behaviour
problems. Sutton’s programme succeeded in 
this objective; Hewitt and colleagues’ did not.
There were differences in the two studies in the
duration and intensity of home visiting; in the
professional backgrounds of the intervenors
(psychologist versus health visitor); and in the
content of the intervention (a behavioural
approach versus a more eclectic approach that
included behavioural techniques). However, it is
not possible to ascribe confidently the success of
Sutton’s programme against the lack of success 
of Hewitt and colleagues’ programme to any
particular factor or combination of factors. 
This is a problem to which attention has been
drawn throughout this report.

Many of the studies reporting behavioural
outcomes did not involve training parents using
behavioural techniques. Further work is required
to assess the effectiveness of such parental training
against offering parental support in the home
without specific behavioural training.105 Similarly,
further work is required to assess the effectiveness
of UK health visitor home visiting on child
behavioural outcomes.

Many of the outcomes discussed in this section
were measured through maternal self-report, 
which is susceptible to social desirability bias and
surveillance bias. Findings of increased maternal
concern about child behaviour in the absence 
of increases in actual child behaviour problems
suggest that mothers receiving sustained home
visits become accustomed, during the intervention,
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to reporting concerns, and therefore report
concerns more readily than mothers in the 
control group. Future studies will need to con-
sider methods of reducing sources of bias, such 
as observation of child behaviour by an outside
assessor, and prospective recording of behavioural
problems by, for example, the use of parental
diaries by mothers in both intervention and
control groups.

Finally, the studies reviewed above raise questions
about the length of time during which improve-
ments in child behaviour are sustained. One study
by Sutton165 addressed this question directly. 
Sutton found that:

“improvements [in parents’ management of 
difficult children] fell away somewhat over the 
18 months [post-intervention] as parents slipped 
back into old habits of being inconsistent in their
handling of children, of making threats or promises
which they did not carry out, or of forgetting 
to commend and encourage their children for
desired behaviour.”165

It can be concluded that there is some evidence
that intensive home visiting is associated with
improvements in child behaviour. However, 
there is insufficient evidence to assess the
durability of such improvements following
cessation of the intervention.

Child mental and motor development
A total of 27 studies meeting our inclusion criteria
reported outcomes relating to the child’s mental 
or motor development. Many of these studies 
used identical and standardised measurement
scales, as shown in Table 5. The characteristics 
and quality scores of the studies are shown in 
Table 6.

Child mental development
Bayley Scale of Mental Development. Eight
studies,48,76,79,87,101,125,126,131 which were all RCTs, 
used the Bayley Scale of Mental Development.180

Eight effect sizes were entered into a meta-
analysis using Hedges’ method.118

The overall effect size (Hedges’ g) was 0.17 
(95% CI, 0.06 to 0.28), which indicates signifi-
cantly higher scores on the Bayley Scale of 
Mental Development in the intervention 
group, although the overall increase in score 
was small, and the clinical significance of this
increase is unclear. The χ2 test for heterogeneity
gave a value of 32.0 with 7 df, suggesting hetero-
geneity of effect sizes (p < 0.001). The results 
are shown in Figure 2 (page 101).

A total of 11 studies were excluded from the 
meta-analysis because they provided insufficient
detail of their results.42,45,58,83,85,88,90,93,124,145,163

Six studies42,58,88,90,93,124 reported significantly 
higher Bayley mental development scores 
among children in the intervention group. 
Five studies45,83,85,145,163 reported no significant
differences between intervention and control
group, although one study145 reported a higher 
score of borderline significance.

Child motor development
Bayley Scale of Motor Development. Of 11 studies
using the Bayley Scale of Motor Development,180

four, all of which were RCTs, reporting four effect
sizes, were entered into a meta-analysis.87,125,126,131

The overall effect size (Hedges’ g) was 0.17 
(95% CI, –0.03 to 0.38), indicating no significant
difference between intervention and control
group. The χ2 test for heterogeneity gave a value 
of 6.58 with 3 df, suggesting some heterogeneity 
of effect sizes (p = 0.09). The results are shown 
in Figure 3 (page 101).

Seven studies were excluded from the meta-
analysis because they provided insufficient detail 
of their results.45,58,83,90,93,145,163 Two of the seven
studies58,93 reported significantly higher Bayley
motor development scores in the intervention
group. The remaining five studies reported no
significant differences.

Stanford–Binet IQ
Eight studies used the Stanford–Binet intelligence
test,181 of which, six,35,48,69,79,131,140 reporting six 
effect sizes, were entered into a meta-analysis 
using Hedges’118 method.

The overall effect size (Hedges’ g ) was 0.32 
(95% CI, 0.146 to 0.48), suggesting that children 
in the intervention group scored significantly 
more highly on the intelligence test, with an
increase in IQ of approximately five points. 
The χ2 test for heterogeneity gave a value of 
35.8 with 5 df, suggesting that effect sizes were 
very heterogeneous (p < 0.001). The results are
shown in Figure 4 (page 102). Restricting the
analysis to RCTs35,48,69,79,131,140 gave similar results.
(Overall effect size (Hedges’ g ) was 0.27; 95% 
CI, 0.12 to 0.45; χ2 = 27.5; 4 df; p < 0.001.)

Two studies were excluded from the meta-analysis
because they provided insufficient detail of their
results. One81 reported significantly higher scores
in the intervention group, the other,88 significantly
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higher scores in the intervention group for only
one of three cohorts.

The quality of the home environment and child
mental development
Eleven studies48,58,83,87,88,90,101,125,126,145,163 measured
both the quality of the home environment using
the HOME score,177 and the child’s mental
development using the Bayley mental 
development scale.180

Of these 11 studies, three reported both signifi-
cantly higher HOME scores accompanied by
significantly higher Bayley mental development
scores.58,90,126 One reported no differences between
intervention and control groups in scores on 
either scale.48 A further six studies83,87,101,125,163,145

reported significantly higher overall HOME 
scores (or higher scores on some subscales) but 
no differences on the Bayley mental development
scale. Only one study88 reported no difference 
in HOME score accompanied by better Bayley 
mental development scores.

These findings suggest that improvements in the
quality of the home environment are a necessary,
but not a sufficient, condition of improvements 
in mental development. Comparison of the three
studies in which higher HOME scores are accom-
panied by higher Bayley mental development
scores with the six studies in which higher HOME
scores are not accompanied by higher Bayley
scores, reveals that two out of three of the former
studies describe an intervention delivered to
premature infants or those with failure to
thrive90,126 compared with only one of the six
studies reporting improvements in HOME scores
but not in mental development.163 Hence, it
appears that improvements in the quality of the
home environment tend to be accompanied by
improvements in mental development only if the
infant is premature or failing to thrive.

Summary of results
1. A total of 27 studies meeting our inclusion

criteria reported outcomes related to child
mental or motor development.

2. A total of 19 studies reported Bayley mental
development scores. Eight of the 19 studies, all
of which were RCTs, were included in a meta-
analysis. The overall result of the meta-analysis
was significant, suggesting that home visiting 
has some effect in improving Bayley mental
development scores (Hedges’ g = 0.17; 
95% CI, 0.06 to 0.28).

3. A total of 11 studies reported Bayley motor
development scores. Four, all of which were

RCTs, were entered into a meta-analysis. 
There was no significant difference between
intervention and control groups (Hedges’ 
g = 0.17; 95% CI, –0.03 to 0.38).

4. Eight studies reported Stanford–Binet IQ 
scores. All eight reported significant positive
effects. Six of the eight were entered into a
meta-analysis. The result showed a small but
significant effect of home visiting on IQ, with
children in the intervention group gaining a
score approximately 5 IQ points higher than
children in the control group (Hedges’ g = 
0.32; 95% CI, 0.146 to 0.48). Restricting the
analysis to RCTs produced similar results
(Hedges’ g = 0.27; 95% CI, 0.12 to 0.45).

5. In all, 11 studies measured both the quality of
the home environment using the HOME score
and the child’s mental development using the
Bayley mental development scale. Comparisons
of these studies revealed that higher HOME
scores tended to be accompanied by higher
Bayley mental development scores only in
prematurely born children. Higher HOME
scores among children who were not premature
tended not to be accompanied by higher 
Bayley mental development scores.

Conclusions
The results of our review suggest that home visiting
is associated with improvements in the intellectual
functioning of children. However, home visiting
appears to be most effective in overcoming the
delay in cognitive or intellectual functioning
associated with prematurity, low birth weight 
or failure to thrive.

Further research is required to assess whether 
UK health visitor home visiting programmes can
achieve improvements in intellectual functioning
in children. Similarly, further research is needed 
to assess whether positive effects are confined to
low birth weight, premature infants and those 
with failure to thrive, or whether positive results
can also be achieved with other children at risk 
of adverse child health outcomes in a UK context.
As yet, no published studies have compared an
identical home visiting programme delivered to
these different groups of children. Finally, future
studies should assess how long improvements in
intellectual functioning are maintained once the
home visiting programme has ceased.

Child physical development
Eight studies69,90,122,123,126,131,140,174 meeting our
inclusion criteria reported the child’s height 
and weight (Table 7 ). In five of the eight
studies,69,90,126,131,174 the programme of home 
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visiting was delivered to families of children who
were premature or of low birth weight; in a sixth
study, it was delivered to families of children
suffering from “malnourishment”.140 In the two
studies by Barker the home visiting programme 
was not confined to these groups.122,123

Child’s weight
Four studies,126,130,131,140 reporting four effect sizes,
were included in a meta-analysis using Hedges’
method. The overall effect size (Hedges’ g) was
0.04 (95% CI, –0.17 to 2.46), which suggests a
small but non-significant positive effect on 
weight. The χ2 test for heterogeneity gave a 
value of 1.46 with 3 df, indicating homogeneity 
of effect sizes (p = 0.69). The results are shown 
in Figure 5 (page 108). Restricting the analysis to
three RCTs126,130,131 also failed to demonstrate an
effect of home visiting on weight (Hedges’ g = 0.02;
95% CI, –0.17 to 0.24; χ2 = 0.93; 2 df; p = 0.63).

Child’s height
Four studies,126,130,131,140 reporting four effect sizes,
were included in a meta-analysis using Hedges’
method. The overall effect size (Hedges’ g) was
0.04 (95% CI, –0.17 to 2.5), which suggests no
effect of home visiting on height. The χ2 test for
heterogeneity gave a value of 3.82 with 3 df,
indicating homogeneity of effect sizes (p = 0.28).
The results are shown in Figure 6 (page 108).
Again, restricting the analysis to RCTs126,130,131

failed to demonstrate an effect of home visiting 
on height (Hedges’ g = –0.02; 95% CI, –0.24 
to 0.20; χ2 = 0.47; 2 df; p = 0.79).

Four studies90,122,123,174 were excluded from 
the meta-analysis. One study by Barker and
Anderson122 was excluded because the results 
were presented as a percentage below the 
10th percentile and no statistical test results 
were reported. A second study by Barker 
and colleagues123 and a study by Field and
colleagues90 did not report any SDs. Wright 
and colleagues174 reported only height 
adjusted for parental height.

Both studies by Barker122,123 reported that
intervention group infants were heavier and 
taller. Wright and colleagues174 and Field and
colleagues90 found that home-visited children 
were significantly heavier and taller.

Summary of results
1. Eight studies meeting our inclusion criteria

reported child weight and height.
2. The results of meta-analyses of four studies 

show no evidence of significant effects of 

home-visiting on weight (Hedges’ g = 0.04; 
95% CI, –0.17 to 2.46) or height (Hedges’ 
g = 0.04; 95% CI, –0.17 to 2.5). Restricting 
the analysis to RCTs found similar results: 
weight (Hedges’ g = 0.02; 95% CI, –0.17 to
0.24); height (Hedges’ g = –0.02; 95% CI, 
–0.24 to 0.20).

Conclusions
The lack of any significant effect on weight 
and height may be a result, in part, of methodo-
logical shortcomings in the studies we reviewed. 
All the studies we reviewed analysed height 
and weight in a simple manner without regard 
to the complexities of translating standard 
weight and height charts into growth charts. 
The problems in this area have been sum-
marised by Cole,190 who advocated the use of
conditional reference charts, which take account 
of measurement phenomena such as regression 
to the mean. In addition, only four studies, 
three of which were RCTs, could be included 
in meta-analyses. With so few studies available 
for analysis, we conclude that there is in-
sufficient evidence regarding the impact 
of home visiting on the weight and height 
of children.

Uptake of preventive child 
health services
A total of 14 studies were found which met the
inclusion criteria, as detailed in Table 8. These 
were divided into those that reported outcomes
measuring uptake of immunisation in childhood
(Table 9 ), and those reporting receipt of other
preventive child health services (Table 10 ).

Immunisation
Nine of the studies reporting uptake of
immunisation had comparable measurements 
of uptake enabling their inclusion in a meta-
analysis (as indicated with an asterix in Table 8 ).
Effect sizes from the nine studies were entered 
into a meta-analysis using Peto’s method. Of 
the nine effect sizes, two had an OR below 
one, the remaining seven OR were above one. 
The pooled OR across the nine effect sizes was 
1.40 with a 95% CI from 1.16 to 1.68 (χ2 test 
for heterogeneity = 22.1; 8 df; p = 0.005). The
results are shown in Figure 7 (page 110). 
Restricting the analysis to RCTs produced similar
results (OR = 1.67; 95% CI, 1.29 to 2.15), and 
the heterogeneity between treatment effects
remained (χ2 = 16.6; 4 df; p = 0.002). Using a
random effects model the results no longer
remained significant (OR = 1.13; 95% CI, 
0.55 to 2.32). 
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Two studies were not included in the meta-
analysis: that by Siegel and colleagues75 was
excluded because they reported the mean 
number of immunisations without a SD or a 
p-value; Barth and colleagues46 used an outcome
measure (baby care) that combined the uptake 
of immunisations and uptake of preventive child
healthcare. Barth and colleagues46 reported a
significantly higher mean baby care score in the
intervention than the control group. Siegel and
colleagues75 reported no significant difference 
in mean number of immunisations at the age 
of 12 months.

Receipt of preventive child health services
(excluding immunisation)
The characteristics of the studies reporting uptake
of preventive child health services as an outcome
measure are shown in Table 10.

Only three of the eleven studies measuring 
uptake of preventive child health services used
measurements that could be combined in a 
meta-analysis.38,57,138 Dawson and colleagues71

expressed uptake of preventive child health
services as the mean number of visits (plus 
SD, but no p-value); Hardy and Streett47

reported the mean number of clinic visits 
(without SD or p-value); Kitzman and colleagues101

reported the difference in the mean number of
clinic visits (without a p-value); Oda and
colleagues155 reported the percentage of children
receiving a Medicaid preventive healthcare
assessment (no p-values given); Siegel and
colleagues75 reported the mean number of
preventive healthcare visits (but no SDs or 
p-values); Barth and colleagues46 reported 
a combined outcome measure that comprised
immunisations plus well child care visits; and 
Olds and colleagues82 reported the mean 
number of scheduled health supervision 
visits (without SDs or p-values). Selby-Harrington
and colleagues162 reported the effectiveness 
of home visiting in increasing uptake of 
Medicaid well child screening in a population 
of families who were already non-attenders for 
this screening. As such they represented a 
highly selected group, and we did not consider
they were comparable with the participants 
of the other studies which we have included 
in the meta-analysis.

Six of these eight studies which reported 
outcomes not included in the meta-analysis 
failed to demonstrate any effect of home 
visiting on uptake of preventive child health
services.47,71,75,82,101,155 One study, that by Selby-

Harrington and colleagues162 did demonstrate a
significantly greater proportion of home-visited
children attending Medicaid screening. Three 
of these studies included encouragement of 
uptake of preventive child health services within
the intervention.47,155,162 The remaining studies
either did not encourage uptake of services or 
it is unclear in the reporting whether the inter-
vention involved such encouragement. The
remaining one study not included in the meta-
analysis demonstrated increased uptake of
preventive child health services.46 This study used
an outcome measure combining immunisations
and uptake of preventive child healthcare. 
Figures are not provided for the components of
this combined outcome measure, and therefore 
it is not possible to assess the relative contribution
of immunisation and preventive health services to
this positive outcome. All the studies included in
the meta-analysis involved specific encouragement
of uptake of preventive child health services.

Effect sizes from three studies were included in 
the meta-analysis. The pooled OR obtained from
the meta-analysis was 1.18 with a 95% CI from 
0.69 to 2.02. There was considerable hetero-
geneity of the effect sizes between studies, as
reflected by the chi-squared test (χ2 = 7.94; 
2 df; p = 0.02). The results are shown in Figure 8
(page 118). An analysis restricted to randomised
studies has not been undertaken because this
would contain fewer than three studies. Using a
random effects model produced similar results
(OR = 1.05; 95% CI, 0.46 to 2.41). The results
suggest that the studies we have reviewed do not
provide evidence that home visiting is effective 
in increasing the uptake of preventive child 
health services. 

Summary of results
1. A total of 14 studies were found that fulfilled 

the inclusion criteria, which reported uptake 
of immunisation and/or uptake of preventive
child health services.

2. A total of 11 studies reported immunisation
uptake outcomes; 11 studies reported uptake 
of preventive child health services; one study
reporting both outcomes used an outcome
measure combining both uptake of immunis-
ations and uptake of preventive child 
health services.

3. Nine studies were included in the meta-analysis
to assess the effect of home visiting on uptake 
of immunisation using Peto’s method. The
pooled OR was 1.40 (95% CI, 1.16 to 1.68), 
with significant heterogeneity of effect sizes.
Restricting the analysis to RCTs produced
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similar results, again with heterogeneity of 
effect sizes (OR = 1.67; 95% CI, 1.29 to 2.15). 
A random effects model found no effect of
home visiting on immunisation uptake 
(OR = 1.13; 95% CI, 0.55 to 2.32).

4. Of the two studies not included in the meta-
analysis, one reported higher rates of uptake 
of immunisation in the home-visited group.

5. Three studies were included in the meta-
analysis to examine the effect of home visiting
on the uptake of preventive child health 
services (excluding immunisation), using 
Peto’s method. No effect of home visiting 
was found. The pooled OR was 1.18 (95% 
CI, 0.69 to 2.02).

6. Six of the eight studies not included in the
meta-analysis failed to demonstrate a difference
in uptake of preventive child health services
between home-visited and non-home-visited
groups. There seemed few differences between
the characteristics of the successful and
unsuccessful programmes in relation to 
this outcome measure.

Conclusions
Our review of the effectiveness of home 
visiting programmes suggests that they are 
not effective in increasing uptake of immunis-
ation or uptake of other preventive child 
health services.

There was significant heterogeneity in the effect
sizes both for immunisations and for uptake 
of other preventive child health services. Our
subgroup analysis suggests that the heterogeneity
cannot be explained by non-random allocation 
to treatment groups. Examining the possible
explanations for this revealed that the studies
included in the meta-analysis used differing
definitions of immunisation. These ranged from
being fully immunised by the age of 5 years, 2
years, 14 months, and 1 year in four different
studies; receiving second DPT and polio
immunisation by 6 months; receiving all 
three DPT and polio immunisations by 6 months;
receiving all three DPT and polio immunisations,
plus a skin test for tuberculosis by 12 months, 
plus measles immunisation by 18 months. The 
four studies showing significantly higher
immunisation rates in the home-visited group 
used definitions of immunisation that allowed 
a longer period of time (usually 6 months) 
after the last immunisation was due before
categorising immunisation as being complete 
or incomplete. It is therefore possible that 
there may be an effect of home visiting on
immunisation if the definition used 

is more generous in terms of the time taken to
complete immunisation.

The definitions for uptake of other preventive
services were more variable than those for
immunisations. They ranged from ‘adequate’ child
health clinic visits (defined as four well-child visits
prior to age 6 months, two from age 6–12 months
and one between 12 and 18 months) to infants
receiving at least one check-up, children aged 
1–5 years receiving at least one check-up, and 
less than three, or four or more, well-child clinic
visits by 6 months of age. Achievement of one
clinic visit would seem to be an outcome of a
different magnitude to achieving repeated visits,
and combining such outcomes in a meta-analysis
may be problematic. The lack of use of standard-
ised measures of uptake of preventive child health
services, and to a lesser extent of immunisation, 
in the studies we have reviewed has limited the
conclusions we are able to draw from them. 
Future studies should consider both the choice 
of outcome measure in this field and also the
presentation of their results to enable inclusion 
in a meta-analysis wherever possible.

Uptake of acute-care child 
health services
A total of 18 studies meeting our inclusion 
criteria reported outcomes relating to child
medical conditions and use of acute-care services
by the child, as shown in Table 11. The character-
istics of the studies reporting outcomes relating to
the use of acute-care services and/or medical
conditions are shown in Table 12.

Use of acute care services
Hospital admission. Nine studies45,47,62,75,82,87,122,123,163

assessed whether home visiting had an effect on
admission to hospital. (Where findings have been
reported separately for admission to hospital for
intentional and unintentional injury, these have
not been taken into account in the present
discussion – see next section on ‘The prevention 
of unintentional injuries in childhood’, page 36).

Effect sizes from seven studies47,62,75,82,87,122,123 were
entered in a meta-analysis using Peto’s method.
The pooled OR was 0.73 (95% CI, 0.55 to 0.98).
This indicates that children in the intervention
group were significantly less likely to be admitted
to hospital. The χ2 test for heterogeneity gave 
a value of 23.7 with 6 df, suggesting hetero-
geneity of effect sizes (p = 0.005). The results 
are shown in Figure 9. Restricting the analysis to
five RCTs47,62,75,82,87 still resulted in heterogeneity 
of effect sizes (χ2 = 12.7; 4 df; p = 0.05) and
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demonstrated no effect of home visiting on
hospital admission (OR = 0.92; 95% CI, 0.64 
to 1.34). The use of a random effects model
produced similar results (OR = 1.07; 95% 
CI, 0.13 to 9.02).

Shapiro163 reported no group differences in rates
of hospital admission, but no test results are given.
Brooten and colleagues45 reported no statistically
significant differences between the two groups in
terms of the number of hospitalisations, but no 
test results are given.

Duration of hospital stay. Four studies looked 
at the effect of home visiting on the duration 
of hospital stay.62,82,122,123 Effect sizes from three 
of the four studies were entered in a meta-
analysis using Peto’s method. The pooled OR 
was 1.63 (95% CI, 1.18 to 2.24). This indicates 
that the duration of their stay in hospital was
significantly longer in the intervention group
children. The χ2 test for heterogeneity gave a 
value of 12.37 with 2 df, suggesting considerable
heterogeneity of effect sizes (p = 0.002).

Barker and Anderson122 was excluded from 
the meta-analysis because he reported only 
the mean number of days hospitalised without 
SDs. Barker found that the mean number 
of days hospitalised was lower in the 
intervention group.

Subgroup analyses, restricted to studies with
random allocation (and using a random effects
model if necessary), have not been undertaken
because there would have been fewer than three
studies to include.

Use of emergency medical services. Six studies
examined the effect of home visiting on the use 
of emergency medical services.47,57,70,75,82,145

Effect sizes from five of the six studies47,57,70,75,82

were entered in a meta-analysis using Peto’s
method. The pooled OR was 0.77 (95% CI, 
0.58 to 1.03). This indicates that children 
in the intervention group were less likely to 
have contact with emergency medical services, 
but this difference did not reach significance. 
The χ2 test for heterogeneity gave a value 
of 9.96 with 4 df (p = 0.12). The results are 
shown in Figure 10 (page 128). Restricting the
analysis to RCTs47,70,75,82 produced similar results
(OR = 0.79; 95% CI, 0.32 to 1.95; χ2 = 9.8; 3 df; 
p = 0.08). A random effects model produced
similar results (OR = 0.84; 95% CI, 0.19 
to 3.63).

The study by Huxley and Warner145 was excluded
because only Z scores and p -values were reported.
Huxley and Warner report that significantly 
more control group children than intervention
group children presented at the emergency
medical services.

The six studies discussed in this subsection 
did not all state the reason for attendance at
emergency medical services. Some attendances
may have been for unintentional injury, hence 
our findings here are consistent with those
reported for unintentional injury in the next
section (‘The prevention of unintentional 
injuries in childhood’, page 36).

Use of services for selected medical conditions.
Five studies assessed outcomes relating to use 
of acute-care services for selected medical
conditions only.47,62,71,145,174

Two studies reported positive findings. Hardy 
and Streett47 found that the proportion of infants
presenting to outpatient services with otitis media
and severe monilial nappy rash was significantly
lower among home-visited children. Huxley and
Warner145 reported that significantly fewer home-
visited children presented to the emergency
medical services with vomiting, diarrhoea and
dehydration. Neither Johnson and colleagues62

nor Dawson and colleagues71 found positive 
effects of home visiting. Johnson could find 
no difference between intervention group and
controls in the relative risk of being admitted 
to hospital for any of ten medical conditions.62

Dawson and colleagues discovered that contrary 
to expectations, significantly more home-visited
mothers brought their infants in to a local clinic
for sick child care for minor illnesses than 
control mothers. There were no differences 
in visits for chronic illnesses.71 Finally, Wright 
and colleagues174 reported no differences between
the groups in the number of hospital visits for
either organic conditions or failure to thrive.

Medical conditions
Four studies looked at children’s health
problems/medical conditions.38,46,47,69,70

Hardy and Streett47 found significantly fewer
maternal reports of otitis media in the inter-
vention group. The remaining three reported 
no beneficial effects of home visiting in reducing
reported ill-health. Barkauskas38 reported no
significant differences in the number of 
maternally reported health problems in the
intervention and control groups. The IHDP69
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found that there was a small but significant
increase in maternally reported minor illnesses 
for the lighter birth weight infants only, but no
difference in serious health conditions. Barth46,70

reported no group differences in the ratings 
from minor to severe of eight common 
medical conditions, including viral illness, 
rash and diarrhoea.

Site of sick care. Margolis and colleagues152

reported that mothers in the intervention group
were significantly more likely to use a primary 
care office, rather than, for example, emergency
medical services, as the regular source of sick 
care. This suggests that home-visited mothers 
made use of primary care services rather than
secondary care services, although it is possible 
that the children of home-visited mothers were
simply less ill.

Summary of results
1. A total of 18 studies meeting our inclusion

criteria reported outcomes relating to 
child medical conditions and use of 
acute-care services.

2. Meta-analysis of seven studies showed that
children in the intervention group were
significantly less likely to be admitted to 
hospital (OR = 0.73; 95% CI, 0.55 to 0.98).
However, restricting the analysis to five RCTs
demonstrated no effect of home visiting on
hospital admission (OR = 0.92; 95% CI, 0.64
to 1.34). Three studies showed that children 

in the intervention group had a longer stay 
in hospital (OR = 1.63; 95% CI, 1.18 to 
2.24), but with significant heterogeneity 
of effect sizes.

3. Meta-analysis of five studies revealed no
difference in contact with emergency services
between the two treatment groups (OR = 0.77;
95% CI, 0.58 to 1.03). Restricting the analysis 
to RCTs produced similar results (OR = 0.79;
95% CI, 0.32 to 1.95; χ2 = 9.8; 3 df; p = 0.08), 
as did a random effects model (OR = 0.84; 
95% CI, 0.19 to 3.63).

4. Three out of four studies assessing ill-health
found that selected illnesses/medical con-
ditions were reported as frequently or 
more frequently by mothers in the 
intervention group.

5. Of four studies reporting medical conditions 
for which children presented to acute-care
services, two found that children in the
intervention group presented less often 
than controls, and two found that the 
former presented as often or more 
often than the latter.

Conclusion
Our review suggests that home visiting probably
does not have the effect of reducing admissions 
to hospital because meta-analyses of the RCTs
suggested there was no effect from home visiting,
whereas the inclusion of studies with non-random
allocation suggested a reduction in hospital
admissions. Analysis of the three studies that
measured length of stay suggested home visiting
may be associated with increasing the length 
of stay in hospital. There was no evidence of a
significant reduction in the use of emergency
medical services, although a reduction that 
did not reach a level of significance was found.

Methodological problems prevent us from drawing
any firm conclusions concerning the effectiveness
of home visiting in altering patterns of ill-health.
First, maternal reports of child health suffer the
problem of surveillance bias in that, for example,
reports of increased ill-health in children in the
intervention group may simply be a reflection of
more complete and accurate reporting by their
mothers. Secondly, as we note also in the next
section section (‘The prevention of unintentional
injuries in childhood’), patterns of service
utilisation tell us little about patterns of ill-health.
There is no way of knowing whether reduced
attendance at emergency medical services 
reflects a reduction in ill-health, a greater
reluctance by some mothers to take their child 
to these services, or a better ability of some
mothers to deal with childhood illness without
recourse to health services. Furthermore, since
many studies did not examine the use of both
secondary and primary care services, it is difficult
to know if lower use of emergency medical 
services reflects a shift in the site of care or 
a reduction in the occurrence or severity 
of childhood illness.

Finally, it should be stressed that reductions in
hospital admissions, length of stay, and use of
emergency services are not necessarily beneficial
outcomes. It may be that, for at least some
population subgroups, an increased utilisation 
of services is the most desirable outcome.

Future studies need to address these issues in 
their design.

The prevention of unintentional 
injuries in childhood
The effectiveness of home visiting programmes 
in terms of childhood unintentional injury has
been examined in two ways: first, by assessing 
the effectiveness of programmes in reducing
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hazards and secondly by assessing the effectiveness
of programmes in reducing injury frequency.
These will be considered in turn below.

The effectiveness of home visiting programmes
in reducing hazards
Six studies that met the inclusion criteria reported
measures of hazard reduction. These are shown 
in Table 13.

Five of the studies report differences in 
individual hazards or safety practices pre- and 
post-intervention,132,158–160,171 and two studies
calculated scores based on the total number of
hazards in the home.82,158 The characteristics 
of the studies reporting hazard reduction
outcomes are shown in Table 14.

Five of the six studies in Table 13 included only 
a single home visit.132,158–160,171 These five studies 
all had objectives relating only to the reduction 
in hazards. The sixth study by Olds and
colleagues82 was a multifaceted intervention
comprising a series of home visits aimed at
improving a range of child and maternal 
health outcomes, and involved a series of home
visits, as specified in Table 14. Five of the six
studies82,132,158,160,171 used a home safety checklist 
to assess hazards in the home. In all these studies,
except for that by Olds and colleagues,82 it is 
also specified that hazards were identified and
specific advice was given to the parents on 
hazard reduction and availability of items of 
safety equipment. Schwarz and colleagues160

also provided small safety devices such as 
smoke alarms and syrup of Ipecac.

In all, 33 effect sizes were reported from four
studies. Some 23 of the effect sizes were OR 
above one, 15 of which were significantly above
one. Eight effect sizes, all reported by Schwarz 
and colleagues, had OR of less than one, seven 
of which were significantly less than one.160

Previous work on home hazards suggests that
parents often behave inconsistently with respect 
to home safety, so that where they may behave
safely in one area of home safety, they will 
behave less safely in other areas. For this reason 
a meta-analysis and calculation of a pooled OR 
has not been undertaken.

Home visits were not effective in reducing 
unsafe water temperature, storage of medicines 
in containers without child resistant caps, tripping
hazards owing to rugs or floor coverings in rooms
other than the kitchen, living room, hall or
bedroom, peeling paint in the porch, broken

outside steps and missing or loose railings on
outside or basement steps. Schwarz and colleagues
argue that such hazards are those which require
most effort to implement change, and that this
may be the explanation for their failure to find a
significant reduction in hazards in these areas.160

However, the study by Colver and colleagues in a
deprived area of Newcastle in the UK, found that
low-income families did make changes to their
home which required either major effort or
financial outlay or both, such as obtaining and
fitting stair gates, fire guards, cupboard locks,
window locks and cooker guards.132

Two studies calculated scores based on the total
number of hazards in the home. Olds used a
checklist that covered chipped or flaking paint,
sharp objects, danger of burns and dangerously
placed objects posing a risk of falls.82 Paul and
colleagues used a 24-item checklist based on the
sites, hazards and safety devices most commonly
associated with childhood injuries.158 Olds found 
a significant reduction in the mean number of
hazards in the home at 34 and 46 months after
commencement of intervention.82 Paul and
colleagues found no significant difference 
in the hazard score between intervention 
and control groups.158

The effectiveness of home visiting programmes
in reducing childhood unintentional injury
In terms of childhood unintentional injury, 
the studies that we have reviewed fall into 
three groups. First, there are studies in which 
the home visit is the major part of the intervention
aimed at improving a range of child and maternal
child health outcomes; secondly, there are studies
where the home visit is the only intervention
aimed specifically at reducing unintentional 
injury; and thirdly, there are studies where home
visits are only a part, and usually a minor part, 
of a multifaceted community intervention
programme aimed at reducing childhood injury.
These groups of studies will be considered
separately below.

Studies describing home visiting programmes
aimed at improving a range of child and
maternal health outcomes
A total of ten studies that met our inclusion 
criteria belonged to this group. They are listed 
in Table 15.

In addition, two studies reported emergency 
room visits but did not specify if these were 
for medical conditions or for injury or
ingestion.46,75 These studies were therefore
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excluded from this analysis, but have been
included in the analysis relating to uptake of 
acute-care services (see previous section ‘Uptake 
of acute-care child health services’, page 36).

The characteristics of the ten studies reporting
injury outcomes are illustrated in Table 16.

The studies by Dawson and colleagues,71 Huxley
and Warner,145 Gray and colleagues72 and the
IHDP69 have not been included in the meta-
analysis. Both Dawson and colleagues and Gray
and colleagues specify the number of injuries
occurring in the intervention and control group
combined, but do not specify these figures for 
each group separately.71,72 Huxley and Warner
present only a p -value and the IHDP does not
provide figures for each category comprising 
the morbidity index.69

Seven of the total ten studies report injury
outcomes for both intervention and control
group.35,47,48,57,62,82,101,145 All these studies with 
the exception of those by Johnson and 
colleagues62 and Gutelius and colleagues35

report that the intervention specifically included
safety education. All seven studies report fewer
unintentional injuries occurring to home-visited
children than the control group. Larson,57 Olds
and colleagues48,82 and Kitzman and colleagues101

report a significant reduction in injury frequency
amongst the home-visited groups. Effect sizes from
six studies were entered into the meta-analysis. 
The pooled OR was 0.74 (95% CI, 0.57 to 0.95).
The χ2 value for the test for heterogeneity was 
5.94 with 5 df, p = 0.31, suggesting the effect sizes
are not significantly heterogeneous. The results 
are shown in Figure 11 (page 137). Restricting 
the analysis to five RCTs35,47,62,82,101 produced 
similar results (OR = 0.76; 95% CI, 0.58 to 
0.99; χ2 = 5.39; 4 df; p = 0.24).

Studies where the home visit is the only
intervention aimed specifically at reducing
unintentional injury
Only one study,136 which fulfilled our inclusion
criteria, involved a home visit as the only inter-
vention, the objective of which was to decrease
unintentional injury frequency (Table 17 ). 
Fallat and Rengers136 identified the zip code 
with the highest incidence of paediatric burns
from a local trauma register. A total of 80 out 
of 121 families living in local housing authority
housing were randomly selected for the inter-
vention. One home visit was undertaken by a 
nurse who provided burn prevention education,
checked the working of the smoke alarm, tested

the hot water temperature and checked the hot
water thermostat setting. In all, 20 apartments were
randomly selected to have anti-scald devices fitted
onto their bath tub hot water supply. Admissions to
the only local burns centre were measured before
and after the intervention. The remainder of the
burns centre catchment area was used as a control.
Prior to the intervention 48% (15 out of a total 
of 31) of children attending the burns centre
resided within the targeted zip code area and 
post intervention this figure had fallen to 32% 
(12 out of a total of 37). This difference was not
significant, but the number of children attending
the burns centre was small, hence the study had
insufficient power to detect a significant 
difference in injury frequency.

Studies where home visits are a part of a
multifaceted community intervention
programme aimed at reducing childhood injury
Three multifaceted community intervention
projects specifically mentioned that the inter-
vention included home visits. All met our inclusion
criteria. The characteristics of these studies are
listed in Table 17.

Each of these studies claimed a reduction in 
injury frequency. Spiegel and Lindaman164

report a 50% reduction in falls from windows 
in one area of New York and a 35% reduction in
deaths from window falls. However, denominator
figures are not provided, which would have
enabled rates to be calculated and compared based
on the population at risk in each area. Guyer and
colleagues141 report a significant reduction in
motor vehicle occupant injuries. Ytterstad and
Sogaard176 report a 53% reduction in burn
incidence in the intervention community and a
10% increase in burn incidence in the control
community over an 18-month period. Again,
comparable rates using the population at risk 
as the denominator are not provided.

The relative contribution of home visits to the
package of injury prevention interventions in 
these community intervention programmes is 
not always clear. Spiegel and Lindaman164 does 
not report how many families received the home
visits that were made for hazard identification.
Guyer and colleagues141 report that home visits 
for hazard identification reached only 5% of 
the households with children aged 0–5 years 
old in the intervention areas, compared with 
30% of similar households receiving paediatrician
counselling, 17% receiving car safety education,
10% burn safety education and 1% poison
prevention education. Ytterstad and Sogaard176
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do not report the relative penetration of 
home visits and the other interventions in their
programme. On the basis of this evidence, it is 
only possible to conclude that home visits, when
delivered as part of a multifaceted community
intervention, are associated with reductions in
injury frequency. No conclusions can be drawn
concerning the independent contribution of 
home visits to reducing injury frequency.

Summary of results
1. Six studies meeting the inclusion criteria

reported outcomes related to hazard 
reduction. Four studies reported prevalence 
of hazards from which ORs could be calculated.
Of 33 effect sizes, 23 were OR above one,
indicating a reduction in prevalence of the
hazard after intervention and eight were 
OR below one. There was significant
heterogeneity of the effect sizes.

2. The hazards least likely to be reduced after
intervention were those where most effort was
required to implement a change, or possibly
those where parental perceptions of risk of
injury were lower.

3. Two studies reported changes in the total
number of hazards. One study demonstrated a
significant reduction in the number of home
hazards, the second did not.

4. Studies reporting injury frequency as an
outcome were divided into three groups: those
in which home visits were the major part of an
intervention and in which the objective was to
improve a range of child and maternal health
outcomes; those where the home visit was the
only intervention and was aimed at reducing
unintentional injuries only; and those where 
the home visit was part of a multifaceted
community intervention aimed at reducing
injury frequency.

5. Seven of the total ten studies aimed at
improving a range of child and maternal 
health outcomes reported reductions in 
injury frequency. Six of these studies were
included in a meta-analysis. The pooled OR 
was 0.74 (95% CI, 0.57 to 0.95). Restricting 
the analysis to RCTs produced similar results
(OR = 0.76; 95% CI, 0.58 to 0.99; χ2 = 5.39; 
4 df; p = 0.24).

6. One study reported results from a home visit
aimed specifically at reducing unintentional
injury. It demonstrated a non-significant
reduction in the number of children attending 
a burns centre. The study sample size was 
small, hence the study had insufficient power 
to demonstrate a significant reduction in 
injury frequency.

7. Three community intervention programmes
aimed at reducing injury frequency included
home visits as part of a multifaceted inter-
vention. All claimed reductions in injury
frequency, but all had methodological flaws. 
The independent effect of home visits 
cannot be ascertained from these studies.

Conclusions
Our review of the literature in this field leads 
us to conclude that there is evidence that home
visiting programmes can be effective in reducing
unintentional injury frequency in childhood.
There is some evidence that home visits that
involve hazard identification and advice regarding
hazard reduction may reduce the prevalence of
individual hazards and reduce the total number 
of hazards in the home. The independent
contribution of home visits to reductions in 
injury frequency associated with multifaceted
community intervention programmes cannot 
be assessed from the studies we have reviewed.

We found few well-conducted studies assessing
injury frequency and fewer assessing reductions 
in hazards. The methodological weaknesses that 
we have described in other sections of our review
apply equally to studies of home visits and child-
hood injury (see ‘Methodological limitations of the
studies’, page 57). In addition, injury prevention
programmes frequently suffer from a further
methodological problem, which is that of the
difficulty of differentiating between differences in
patterns of health service utilisation as opposed to
reductions in injury frequency, when the outcome
measures are measures of health service utilisation.
For example, it could be postulated that a reduc-
tion in the number of attendances at accident and
emergency departments in the home-visited groups
in these studies may be attributable to either
increased maternal confidence in dealing with
minor injuries, increased access to advice, for
example from the home visitor, or a reduction in
the frequency, or severity, of injury. One possible
solution would be to restrict analysis to injuries
above a certain severity to reduce the likelihood 
of confounding by injury severity (as undertaken
by Hardy and Streett).47 However, as injuries are
relatively rare events, and serious injuries even
rarer events, very large sample sizes would be
needed to demonstrate differences in frequency 
of severe injury. Another alternative would be 
to score injuries for severity and to compare the
distribution of injury severity before and after
intervention. None of the studies we reviewed
undertook such an analysis. We would suggest 
that future studies in this area included injury
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severity scoring as part of their range of 
outcome measures.

With so few studies incorporating both measures 
of hazard reduction and of injury frequency
(despite the majority specifying that their inter-
vention included safety advice), it is difficult 
to examine the hypothesis that a reduction in
hazards is associated with a reduction in injury
frequency. Future studies should include both 
of these outcome measures. It is also possible 
that reductions in hazards and in injury frequency
may be associated with, and possibly attributable
to, other changes that may be brought about by
the intervention. For example, improvements 
in the quality of the home environment (as
measured by the HOME Inventory;177 see the
earlier section on ‘Parenting and the quality 
of the home environment: part 1’, page 23),
improvements in other parenting outcomes
(‘Parenting and the quality of the home
environment: part 2’, page 25) and improve-
ments in maternal mental health (‘Mothers’
psychological health and self-esteem’, page 42)
may impact upon the number or nature of 
hazards in the home or the quality of maternal
supervision and hence the frequency of un-
intentional injury. Many of the studies reporting
these outcomes did not, however, also report
unintentional injury or hazard outcomes 
to enable such hypotheses to be tested. This 
may be due, in part, to the lack of a theoretical
framework linking the intervention with 
the outcome.

The studies we reviewed that measured hazard
reduction all used different tools to measure the
presence or absence of hazards. Considerable
heterogeneity of effect size was demonstrated,
which may be explained by the measurement of
different hazards by each study and the use of
different tools to measure hazards. Some hazards
will undoubtedly be more difficult to correct than
others, and parents will perceive some hazards to
be more dangerous than others. It is likely that
those hazards that are most difficult to correct 
and those that parents perceive to be least
dangerous will be those that the intervention
affects least. We would suggest that future studies
use standard tools for the assessment of hazards 
to enable more sensible comparisons to be 
made in future.

The extrapolation of our results to a UK 
health visitor home visiting programme is 
difficult because none of the studies we reviewed
used UK health visitors. Secondly, the relative

effectiveness of professional versus non-
professional visitors cannot be ascertained. 
Thirdly, all the studies we reviewed which
measured the effect of home visiting programmes
on a range of maternal and child health outcomes
used participants at risk of adverse maternal 
and child health outcomes. The effect of home
visiting programmes on families at lesser risk 
is therefore not known.

Finally, it is extremely difficult to know which
aspect of the intervention is responsible for the
reduction in injury frequency. Although the
majority of studies included in the meta-analysis
reported that the intervention included safety
education, the effect of such education, as 
opposed to the parental support provided, in
achieving a reduction in injury frequency cannot
be ascertained (see also chapter 6, ‘Health 
visitors and unintentional injury in childhood’,
page 219).

The prevention of child abuse 
and neglect
A total of 12 studies were found which described
outcomes relating to child abuse and neglect 
and which fulfilled the inclusion criteria. These 
are listed in Table 18 (see also chapter 6, ‘Health
visitors and child protection’, page 213). The
characteristics and quality scores of the studies 
are shown in Table 19.

Of the 12 studies reporting outcomes pertaining 
to child abuse and neglect, only three found
significant differences between the home-visited
and control groups. Gray and colleagues72 found
significantly more families in the control group
had children admitted to hospital with an injury
suspected to be due to abuse. Five out of 
50 families in the control group were reported
compared to none of the 50 intervention group
families (p < 0.01). Gray and colleagues72 also
found more children in the high-risk group 
(which included both the intervention group 
and one of the two control groups) had been
removed from their biologic home than children
in the low-risk group (the second control 
group; p < 0.04).

The other two studies that found significant
differences in treatment groups were the study 
by Barth and colleagues46 reporting lower “need
care” scores in intervention group families and 
that by Kitzman and colleagues101 reporting lower
mean Bavolek scores at 6 months post-partum 
in the intervention group.192 The lower “need 
care” score in the home-visited group indicated
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that fewer home-visited families had children
removed by the police or social services for abuse
or neglect, or had children being cared for by
neighbours for a similar reason. However, this
study failed to find a difference in the number of
cases of reported abuse. It also reported the CAPI
score191 (which measures maternal distress, rigidity,
unhappiness, problems with self, with family and
with others) and found no difference between the
two groups.46 Kitzman and colleagues101 used the
Bavolek score192 (belief in physical punishment,
unrealistic expectations, lack of empathy and role
reversal) as a measure of beliefs about child
rearing which are associated with child abuse. 
They found a significantly lower mean score in 
the intervention group at 6 months postpartum.
Kitzman and colleagues101 did not also measure
reports of child abuse.

The remaining studies failed to find significant
differences between the intervention and control
groups using a variety of measures of abuse and
neglect, as illustrated in Table 19. Dawson and
colleagues71 and Marcenko and Spence74 both
found higher rates of abuse and neglect in 
home-visited families, although the difference 
was not statistically significant.

The finding that in several studies home-visited
families have poorer outcomes in terms of child
abuse or neglect, can be explained either by
surveillance bias whereby the intervention increases
the chance of detecting cases of child abuse or
neglect; or by the intervention increasing the risk
of child abuse and neglect. It would seem unlikely
that home visiting increased the risk of child abuse
or neglect, as such a finding would be inconsistent
with the positive effects that many home visiting
programmes have demonstrated in terms of
improving the quality of the home environment
and mother–child interactions (‘Parenting and the
quality of the home environment: part 1’, page 23),
and improving the psychological well being of
mothers (‘Mothers’ psychological health and self-
esteem’, page 42). A more plausible explanation,
and that favoured by Roberts and colleagues in
their review,39 is that increased contact between
families and healthcare workers increases the
detection of abuse and potential abuse. This was
highlighted in the study by Gray and colleagues,72

where some cases of abuse in intervention families
were reported by the home visitor.

In reviewing these papers on child abuse and
neglect, it has become clear that there are
considerable limitations in using the outcome
measures listed in Table 18. First, comparisons

between studies using different outcome 
measures are difficult. Suspected or potential 
abuse may describe a very different group of
children and their families from reported or
substantiated abuse, or from cases in which
children have been removed from their families
because of abuse or neglect. Secondly, the
reliability of these measures of abuse and neglect
has not been demonstrated, and would be
extremely difficult to demonstrate. Thirdly, such
measures are likely to be confounded by factors
such as socio-economic status, ethnicity or
maternal age, for example, and also possibly 
by other factors, of which we are, at present,
unaware. In studies with small sample sizes, the
comparability of confounding factors between 
the intervention and control groups is difficult 
to demonstrate with any degree of certainty.
Furthermore, combinations of these variables 
may be more important than single variables
(which is the basis on which tools for identifying
families at risk of abuse are developed). Differ-
ences in outcomes in terms of abuse or neglect
may therefore be related not to the intervention,
but to baseline differences in the two groups,
either of single variables or combinations of
variables. In terms of combinations of variables,
which few studies measure, even fewer have
sufficient power to demonstrate differences
between intervention and control groups. This
limitation does not only apply to the outcomes 
of child abuse or neglect, but also applies more
widely to the other outcomes we have considered
in this review. Finally, home visiting programmes
that improve mother–child interactions may 
alter not only the risk of child abuse or neglect,
but also the risk of these being detected, as the
perceptions of health or social care workers
regarding the mother–child interaction may
influence the likelihood of even considering 
a diagnosis of child abuse or neglect.

As a result of the difficulties inherent in the
outcome measures used in these studies, we 
have not undertaken a meta-analysis. Further-
more, we do not believe that we can draw any
conclusions regarding the effectiveness of home
visiting programmes in the prevention of child
abuse and neglect.

Summary of results
1. A total of 12 studies reported outcomes 

related to child abuse and neglect: two of 
which reported only scores pertaining to 
the risk of potential abuse.

2. A total of ten studies reported a variety of
measures of child abuse and neglect, including
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substantiated reports, reports of suspected or
potential abuse and out-of-home placements
resulting from abuse.

3. Only one study found a significant difference
between intervention and control groups. This
study found a higher rate of hospital admission 
for injury suspected to be due to abuse in the
control group.

Conclusions
There are considerable limitations inherent in 
the use of the outcome measures utilised in the
studies we have reviewed, including surveillance
bias, non-comparability of the measures used,
confounding by other factors and difficulties in 
the detection of abuse associated with health 
and social care workers’ perceptions of mother–
child interactions. As a consequence of these
limitations, no conclusions can be drawn 
regarding the effectiveness of home visiting 
in reducing child abuse and neglect.

Mothers’ psychological health and 
self-esteem
A total of 15 studies that met our inclusion 
criteria reported outcomes relating either to
mothers’ psychological health or to mothers’ 
self-esteem, as shown in Table 20 (see also 
chapter 6, ‘Health visiting interventions for
mothers with postnatal depression’, page 210).

The reported outcomes, and the instruments 
used to measure them, are shown in Table 21.
The characteristics and quality scores of these
studies are shown in Table 22.

Psychological health
A total of 13 studies reported one or more
outcomes relating to psychological or emotional
health (as distinct from self-esteem; see Table 20).
Eight of the 1354,62,74,124,128,133,137,161 reported positive
effects in the home-visited group.

Three British studies, Seeley and colleagues,161

Gerrard and colleagues137 and Holden and
colleagues54 all used the Edinburgh Postnatal
Depression Scale (EPDS; a self-report scale with 
ten statements relating to depressive symptoms)
and all reported significant improvement in scores
on this scale after home visiting. Holden and
colleagues54 used not only the EPDS but also a
standardised psychiatric interview administered by
a psychiatrist blinded to group allocation. There
were significant differences in the amount of
improvement between experimental and control
groups using this latter outcome measure. In
Marcenko and Spence’s study,74 home-visited

women, in contrast with women in the control
group, experienced a significant decrease in five
types of psychological distress: depression, phobic
anxiety, interpersonal sensitivity, psychoticism, 
and somatisation. Brown128 found that the
experimental group had significantly better 
scores than the control group on a version 
of the Mental Health Inventory after the
intervention. However, the intervention in 
Brown’s study consisted of both home visits and
community work. There was a weak, but non-
significant, association between the number of
home visits, and improvements in mental health.
Johnson and colleagues62 reported that the 
home-visited group had significantly better 
results in relation to three psychological 
symptoms: tiredness, feeling miserable and 
wanting to stay indoors. (Johnson and colleagues
describe these three symptoms as aspects of 
“self esteem”, but we have chosen to categorise 
all three as psychological symptoms.) Beckwith,124

using a clinician blinded to group allocation,
reported a significant difference between the
home-visited and control group mothers in their
degree of emotional stability. Davis and Spurr133

reported a significant reduction in anxiety and
depression among home-visited mothers, as well 
as a significant reduction in parenting stress 
and a significantly greater likelihood of rating 
their problems as less severe and as causing 
less distress post-intervention than the 
control group.

Five studies found no significant effect of the
home visiting intervention on psychological
health.46,70,83,84,90,101,125

Barnard and colleagues83 and Booth and
colleagues,84 using the Beck Depression Inventory,
found no significant differences between the 
two groups. Barth46,70 measured three outcomes:
levels of anxiety (using the State–Trait Anxiety
Inventory); depression (using the Centre for
Epidemiological Studies Depression Scale, CES-D
Scale); and the mother’s sense of control over
events in her life (using the Pearlin Mastery Scale).
Barth found no significant effects for any of 
these three outcomes. Black and colleagues125

measured child-related maternal stress (using 
the Parenting Stress Index). Both the intervention
and control group reported elevated levels of 
stress over time in comparison with normative
standards. Field and colleagues90 measured 
levels of anxiety (using the State–Trait Anxiety
Inventory). Levels of anxiety increased slightly 
for both home-visited and control mothers
between baseline and follow-up assessments.
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Kitzman and colleagues101 measured levels of
anxiety, depression and mastery. They found no
significant differences in levels of anxiety and
depression between the two groups. However,
there were significant improvements in levels 
of mastery in the home-visited mothers.

Self-esteem
Four studies looked at the effect of home visiting
on mothers’ self-esteem.52,74,123,133

Only Davis and Spurr133 found a significant
improvement in maternal self-esteem in the
intervention group but not in the control 
group. The remaining three studies failed 
to find any significant differences. Although 
Barker and colleagues123 found higher self-esteem
among home-visited mothers at the 6-month
assessment, by the 24-month assessment home-
visited mothers had lower self-esteem. Barker and
colleagues could not explain the reversal between
the two assessments, given, as they themselves
point out, the explicit aim of the programme 
to raise mothers’ self-esteem. Marcenko and
Spence,74 using a ten-item scale which deals with
issues of self-worth and respect, the feeling that
one is equal to others, and expectations of self-
growth and improvement, reported no significant
differences between intervention and control
groups in the level of self-esteem. Scarr and
McCartney52 assessed self-esteem through real 
and ideal ratings on a parent self-report scale 
(i.e. parents rated how they ‘really were’ and 
how they would ‘ideally like to be’). The scale
covered five areas: child-centredness, consistency,
control via guilt and anxiety, temper and
detachment, and respect for autonomy. Scarr
reported no differences between intervention 
and control groups.

Summary of results
1. A total of 15 studies meeting our inclusion

criteria reported outcomes related to mothers’
psychological health and self-esteem.

2. A total of 13 studies reported outcomes related
to mother’s psychological health. Eight of these
reported positive outcomes.

3. The findings from three British studies suggest
that home visiting by British health visitors can
be successful in the detection and management
of postnatal depression.

4. Four studies reported outcomes related to
parents’ self-esteem. One showed a significant
positive effect of home visiting on self-esteem.
The remaining three failed to demonstrate a
significant difference between intervention and
control groups.

Conclusions
Our review provides evidence that home visiting 
by British health visitors can be successful in the
detection and management of postnatal depres-
sion, as measured using the EPDS. However, the
self-report nature of this scale may be a source of
bias. This particular scale may also be criticised as
failing to distinguish true depression from a low
level of life satisfaction.

There is even less evidence that home visiting is
successful in enhancing maternal self-esteem. It
may be that the instruments designed to capture
‘self-esteem’ too require further sophistication.

Three studies which failed to demonstrate any
effect of home visiting46,90,124 did not have as their
primary objective the amelioration of parental
psychological distress. The primary purpose 
of the intervention reported by Barth and
colleagues46 was to prevent child abuse. Field 
and colleagues’ study,90 which aimed primarily 
to improve mother–child relationships, included
measures of state and trait anxiety, but no 
rationale is provided for the inclusion of these
measures. It is unclear why or how the inter-
vention was intended to have had any impact 
on these outcomes, so that it is unsurprising 
that no effect was found. Black and colleagues’
study125 reported no differences between home-
visited and control mothers with respect to 
child-induced stress. However, the reduction 
in scores on the CAPI191 among home-visited
mothers suggests that this programme had some
success in reducing psychological distress (see
section on ‘The prevention of unintentional
injuries in childhood’, page 36).

The majority of studies demonstrating positive
effects used participants considered to be at 
risk of adverse maternal mental health outcomes.
It is not clear whether home visiting programmes
delivered to all postnatal women would achieve
similar results.

Mothers’ use of formal and informal
support networks
Five studies46,70,74,83,84,128,133 reported outcomes
related to formal and informal support networks.
The characteristics and quality scores of these
studies are shown in Table 23.

Two of the five intervention programmes46,79,133

failed to find any differences between home-visited
and non-home-visited groups. The remaining three
programmes produced beneficial effects for some
or all of the outcomes assessed.
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In the studies by Barth,46,70 four instruments were
used to assess support to mothers and their use 
of community services:

• the Community Resources Use Scale examined
the use of, plus the need for, formal and
informal community services

• the Social Support and Preparation Scale asked
participants about the availability of informal
helping resources

• the Inventory of Social Supportive Behaviours
entailed the evaluator counting the number of
participant’s behaviours indicating that they 
had social support

• the Social Support Inventory involved
participants rating such statements as 
‘My relationships with others are steady 
and close’.

Barth found no significant differences between
home-visited families and control families on any
of the above four measures.

The programme described by Booth and
colleagues84 and Barnard and colleagues83

had, as its rationale, to improve mothers’ ability 
to initiate and maintain relationships that would 
be supportive to their parenting role. Participants
were recruited to the study if they met the 
general criterion of ‘lacking social support’. 
Two instruments were used to assess support 
to mothers:

• the Social and Community Life Skills Scale
was a self-report questionnaire, which
emphasised the social skills necessary for
participation in group activities and community
living in the areas of transportation, budgeting,
“support services” (e.g. mother has emergency
telephone numbers easily available), “support-
involvement” (i.e. a close friend with regular
visits), interests and hobbies and “regularity/
organisation routines” (e.g. mother gets 
dressed in the morning rather than spending
the whole day in her dressing-gown)

• the Personal Resources Questionnaire asked
mothers how much social support they
perceived themselves to have.

Findings were mixed. There were no group
differences on the Social and Community Life
Skills Scale. However, mothers in one of the 
two intervention groups, the “Mental Health”
group, perceived themselves to have more 
support than mothers in the “Information/
Resource” group (no scores or statistical test 
results are reported).

Davis and Spurr,133 using a Significant Others 
Scale, found no significant differences between
intervention and control groups in the number 
of people providing either practical or 
emotional support.

The intervention described by Marcenko 
and Spence74 aimed to assess the “psychosocial 
efficacy” of a model of home visiting for 
women at risk of out-of-home placement 
of their newborns. Two types of outcome 
were assessed:

• help accessing services: services consisted 
of transport, food, housing, clothes for self,
clothes/nappies for baby, toys and furniture 
for baby, and healthcare

• social support using the Norbeck Social 
Support Questionnaire:207 the three sub-
scales of this questionnaire comprised 
affective support (the degree to which 
women felt liked, loved, respected, admired);
affirmation (how much women felt they 
could confide in a member of their network,
and the degree to which the member 
supported their thoughts); and the amount 
of aid available (measured by whether a 
member of the woman’s network could assist
with concrete help in the case of immediate
need, such as if the woman was confined 
to bed).

Overall, many significant positive effects were
demonstrated. Regarding help accessing services,
home-visited women reported significantly greater
help accessing transport services, baby furniture
and toys, clothes for self, clothes/nappies for
babies and healthcare. No significant differences
between the experimental and control groups 
were reported on assistance with food and 
housing. Regarding social support, women in 
the home-visited group reported a significant
increase on all of the subscales of the social
support scale, whereas there was no change 
in support to control group women.

Brown’s study128 used a before-and-after 
design to assess the effectiveness of home 
visiting plus community work in supporting 
parents of young children. Two outcomes 
were assessed:

• social contacts and quantity of support:
questions from the Rand Social Activities
Questionnaire208 were used to measure the
number of contacts and the quantity of 
support provided to mothers; in addition,
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participants were asked specifically about their
use of toddler groups

• quality of support: questions from the Duke–
UNC Functional Social Support Questionnaire209

were used; eight items were used, covering
affective support and support from a confidant.

Findings were mixed. Social contacts and 
the quantity of support remained unchanged,
except that a significantly greater proportion of
participants visited a toddler group for the first
time during the intervention. Concerning the
quality of support, significant improvements 
were reported by participants.

Summary of results
1. Five studies reported outcomes related to 

formal and informal support networks and
community involvement.

2. Two programmes failed to find differences 
in any outcome between home-visited and 
non-home-visited groups.

3. Of five programmes that assessed the extent to
which mothers felt supported, three produced
significant differences favouring home-visited
over non-home-visited mothers.

4. Of three programmes that assessed mothers’ 
use of community resources, one produced
significant differences favouring home-visited
mothers, and two produced no differences.

5. All the studies employed different scales, 
making it impossible to compare 
outcomes directly.

Conclusions
Despite the goal of increasing mothers’ use of
community resources in three of the five inter-
vention programmes, this goal was achieved in 
only one programme.74 One possible explanation
for the failure to increase the use of community
resources in the other programmes is that the
support provided by a home visitor may have
served as a substitute for community involvement
or a greater reliance on community resources. 
A second possibility is that despite the home 
visitor successfully facilitating access to community
resources, obstacles in the system, such as a 
lack of childcare facilities, may have prevented
mothers from taking advantage of the oppor-
tunities available to them. Overall, the findings
suggest that greater success was achieved in
improving mothers’ perceptions of the social
support available to them than in increasing 
the size of their support network. Three
programmes all resulted in the home-visited
mothers’ reporting enhanced support.74,83,84,128

The studies by both Brown128 and Marcenko 

and Spence 199474 suggest that improvements 
were in the quality of support available to 
mothers rather than in the size of mothers’
informal support network. Again, the support
provided by the home visitor might have
supplanted mothers’ reliance on friends or 
family members. This interpretation is supported
by Marcenko and Spence74 who report that the 
non-professional home visitor was identified 
by some mothers as an important source of
informal support.

Our failure to find an overall positive effect of
home visiting on the use of formal and informal
support networks cannot lead us to conclude that
home visiting is ineffective in this area, owing to
the small number of studies reporting outcomes 
in this area.

Breastfeeding
Seven studies which met our inclusion criteria
assessed breastfeeding.35,56,87,101,123,146,147,149 The
characteristics of these studies are shown in 
Table 24.

Four of the seven studies56,87,146,149 reported 
whether mothers were breastfeeding when the
baby was 3 months old. All four studies, which 
were RCTs, were entered into a meta-analysis 
using Peto’s method.

Four effect sizes were extracted from the four
studies. The pooled OR was 1.34 (95% CI, 1.03 
to 1.74), which suggests that home visiting was
successful in encouraging mothers to breastfeed
until their baby was at least 3 months of age. 
The χ2 test for heterogeneity gave a value of 
5.7 with 3 df, indicating homogeneity of effect 
sizes (p = 0.13). The results are shown below in
Figure 12 (page 158).

Three studies were excluded from the 
meta-analysis because all three failed to 
report the proportion of mothers feeding 
at 3 months.35,101,123

Both Gutelius and colleagues35 and Kitzman 
and colleagues101 found no significant difference
between the intervention and control groups 
in the number of weeks that mothers breastfed,
although Kitzman and colleagues did find a 
higher percentage of mothers in the intervention
group attempted breastfeeding. Barker123 found 
that 17 programme families attempted breast-
feeding versus 14 non-programme families, but
non-programme families continued breastfeeding
for longer (mean 68 days versus 47 days).
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Summary of results
1. Seven studies meeting our inclusion criteria

reported the duration of breastfeeding.
2. Meta-analysis of the results of four of the seven

studies, all of which were RCTs, suggests that
home visiting is effective in increasing the
proportion of mothers who are breastfeeding 
at 3 months (OR 1.34; 95% CI, 1.03 to 1.74).

Conclusions
The results of the meta-analysis suggest that home
visiting can be effective in encouraging mothers 
to breastfeed. However, the two studies that found
no evidence of effectiveness35,101 failed to provide
sufficient detail to include their results in the 
meta-analysis. It is noteworthy that both studies
provide sufficient detail concerning their positive
results in relation to other outcomes, but provide
very little detail where no significant effects of
home visiting have been detected. It is possible
that some studies finding no positive effects of
home visiting have simply failed to report their
results. This may be the case for outcomes other
than breastfeeding (see also chapter 3).

All the studies reviewed in this section relied on
maternal self-report, hence there is the possibility
of social desirability bias. It is possible that some
mothers did not admit to their home visitor that
they had stopped breastfeeding their baby before
the 3-month assessment.

There is a need for more studies linking
breastfeeding with other outcomes. For example,
none of the studies assessing breastfeeding also
assessed child sleeping problems. Furthermore,
none of the included studies assessed the
relationship between breastfeeding and sub-
sequent physical health. A case–control study 
by Barker and Osmond210 found evidence that
death from circulatory disease in people 
aged 55–74 was related to patterns of breast-
feeding among their mothers. Hence, as noted 
in chapter 1, some consequences of home 
visiting may take many years to become apparent,
making such outcomes unsuitable for short-
term or even medium-term assessment.

Child’s diet
Four studies assessed outcomes concerned with
children’s diet.35,62,122,123 The characteristics of these
studies are shown in Table 25.

Gutelius and colleagues35 reported a significantly
better diet, and better eating habits among home-
visited children. Johnson and colleagues62 reported
that children receiving the intervention were

significantly less likely to begin cow’s milk 
before 26 weeks and to receive an inappropriate
energy intake and inappropriate quantities of
animal protein, non-animal protein, wholefoods,
vegetables, fruit and milk. Mothers in the inter-
vention group also had a significantly better diet
than control mothers. Barker and Anderson122

reported that at 12 months of age children in 
the intervention group had a better nutritional
intake, although no statistical test results are given.
Barker and colleagues123 found few differences
between intervention and control groups in the
adequacy of children’s diet.

Summary of findings
Four studies assessed the diet and/or eating habits
of children. Three of the four reported better
outcomes among home-visited children.

Conclusions
All the studies relied on maternal self-report to
assess the child’s diet and eating habits, hence 
the findings may be subject to bias. No follow-up
assessments were made, so it is not known for 
how long dietary habits were maintained. At
present there is insufficient evidence to come 
to any conclusions about the impact of home
visiting on children’s diet.

Family size, employment, education,
and use of public assistance
Five studies meeting our inclusion criteria
examined the effect of home visiting on
subsequent employment, education, family 
size and use of ‘public assistance’, as shown 
in Table 26.

Family size
Five studies assessed the impact of home visiting 
on family size.42,50,53,101,127

Field and colleagues42 measured the effect of 
home visiting on the rate of repeat pregnancy,
Kitzman and colleagues101 and Olds and
colleagues50 assessed the number of births 2 years
subsequent to the home visiting programme, and
Seitz and colleagues53 assessed family size 10 years
after the home visiting programme. These four
studies were entered into a meta-analysis using
Fisher’s method. This indicated no significant
difference between intervention and control
groups (χ2 = 14.39; 8 df; p = 0.07). Restricting the
analysis to three RCTs42,50,101 produced similar
results (χ2 = 7.4; 6 df; p = 0.29).

Brooks-Gunn and colleagues’ study127 was excluded 
from the meta-analysis because insufficient data
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were provided. This study found a significant effect
of home visiting in reducing the number of births
subsequent to home visiting.

Public assistance
Three studies assessed the effect of home visiting
on mothers’ use of public assistance.42,50,127

Effect sizes from the three studies, all of which
were RCTs, were entered into a meta-analysis 
using Hedges’ method. The overall effect size
(Hedges’ g) was –0.08 (95% CI, –0.18 to 0.02),
which indicates no difference in use of public
assistance by mothers in the intervention group.
The χ2 test for heterogeneity gave a value of 
45.6 with 2 df, suggesting considerable
heterogeneity of effect sizes (p < 0.001).

Employment
Four studies examined the effect of home visiting
on mothers’ employment.42,50,101,127

Effect sizes from three studies,42,50,127 all of which
were RCTs, were entered into a meta-analysis using
Fisher’s method. Meta-analysis revealed no signifi-
cant differences between intervention and control
groups (χ2 = 7.38; 6 df; p = 0.29).

Education
Four studies assessed the effect of home visiting 
on mothers’ return to education.42,50,53,127

None of the above four studies was entered 
into a meta-analysis because insufficient data 
was provided in three of the four studies (the
exception was Seitz and colleagues).53 Field and
colleagues42 reported that significantly more
mothers in the intervention group returned to
work or education, but separate results for each 
of these two outcomes are not given. Olds50 found
no significant differences between intervention
and control groups in the number of years of
education completed at 46 months postpartum.
Brooks-Gunn and colleagues127 reported no
significant effects of home visiting. Seitz and
colleagues53 found that at a 10-year follow-up
assessment mothers in the intervention group 
had completed significantly more years of
education than had the control mothers.

Summary of results
1. Five studies assessed subsequent pregnancies 

or family size. Meta-analysis of the results of 
four studies indicated no significant differ-
ences between intervention and control 
group families (χ2 = 14.39; 8 df; p = 0.07).
Restricting the analysis to three RCTs42,50,101

produced similar results (χ2 = 7.4; 6 df; 
p = 0.29).

2. Three studies, all of which were RCTs, 
examined the effect of home visiting on
mothers’ use of public assistance. Meta-analysis
of the results of all three studies showed no
significant differences between intervention 
and control groups (Hedges’ g = –0.08; 
95% CI, –0.18 to 0.02).

3. Four studies examined the effect of home
visiting on mothers’ employment. Meta-analysis
of the results of three of the four studies, 
which were RCTs, revealed no significant
differences between the intervention and
control groups (χ2 = 7.38; 6 df; p = 0.29).

4. Four studies assessed the effect of home 
visiting on mothers’ return to education. 
No meta-analysis was undertaken. One study
reported a higher incidence of return to
education. A second study also reported 
positive effects of home visiting on a combined
measure of employment and education. Two
studies did not find any significant effect of
home visiting on mothers’ education.

Conclusions
Among the studies assessing the effects of home
visiting on subsequent pregnancies or family size,
only one, by Olds and colleagues,50 states that the
home visitor explicitly targeted family planning. 
In this study, the nurse home visitors showed
women and their partners birth control devices
and discussed the advantages of different methods
of family planning. However, Olds and colleagues
reported no significant effects of home visiting on
subsequent pregnancies. In the only study to
report a significantly lower incidence of sub-
sequent pregnancies in the intervention group,
Field and colleagues42 does not state that family
planning advice or education formed any part 
of the intervention. Both Field and colleagues42

and Brooks-Gunn and colleagues127 hypothesise
that smaller family size might be an indirect 
effect of home visiting, reflecting an early 
decision to return to work or education 
by home-visited mothers.

The utilisation of ‘use of public assistance’ 
as an outcome measure required clarification. 
All three of the studies that employed this 
measure hypothesised that home visiting would
result in increased participation in the workforce,
which would be reflected in less use of public
assistance. However, it is also possible to
hypothesise that home visiting might result 
in greater use of public assistance through 
the mechanism of the home visitor increasing
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families’ knowledge of their entitlement to state
benefits. Although it is not stated in any of the
studies reviewed above that the home visitor
performed the role of informing and aiding
families to claim benefits to which they were
entitled, it is nevertheless possible that home
visitors did indeed perform this role. A fuller
description of the intervention would be 
helpful in drawing conclusions from studies
measuring the uptake of welfare benefits.

In conclusion, the number of studies is too 
small to come to any firm conclusions about 
the effects of home visiting on the outcomes
discussed in this section.

Client satisfaction: parents of 
young children
Very few studies examined parental satisfaction
with the services they received. Of 85 studies
evaluating services delivered to parents and 
their young children (see sections from page 23 
to 50), only 11 made any attempt to assess client
satisfaction or the acceptability of services to
clients.36–38,46,54,70,71,74,133,144,151,152,163 The characteristics 
of these studies are shown in Table 27.

Hall36 and Law-Harrison and Twardosz151

evaluated a programme of structured teaching 
to parents about their infants. The home visitor
tape-recorded the ‘subjective observations’ of 
both intervention and control mothers at the 
end of the intervention period. The authors 
report that both intervention and control mothers
expressed a need for assistance and guidance 
from a helping person, and all 15 control mothers
would have liked a home visit. Both intervention
and control mothers resented not being prepared
for parenthood, and both were anxious to know 
if they were ‘normal’.

Stanwick and colleagues37 evaluated the effects 
of a routine public health nurse’s home visit on
mothers’ confidence, knowledge and skill. The
authors assert that of the home-visited mothers,
71% found the nurse’s visit helpful, while 56% 
of the non-visited mothers thought such a visit
might have been useful. The authors do not
describe how they elicited mothers’ views.

Barkauskas’38 study of home visits by public health
nurses to 67 primiparous mothers reports that out
of 65 mothers, 56 (86%) responded that the visits
were helpful and nine (14%) stated that the visits
were not helpful. Asked to say in what ways they
found the visits helpful, a total of 56 responses
indicated that mothers found the provision of

information and teaching about feeding, diet 
and other childcare matters helpful. Only six
responses showed an appreciation of general
support and reassurance, and only one mother
mentioned help in obtaining things (some
respondents gave more than one response).

Barth46,70 describes a home visiting project 
which aimed to prevent child abuse. Members 
of the intervention group were sent a question-
naire post-intervention, of whom 92% returned
their completed questionnaire. On a seven-
point scale, with 1 indicating most agreement,
clients reported a high level of satisfaction 
with the service (mean = 1.76, SD = 1.09), 
and indicated that they would recommend the
service to someone else (mean = 1.68, SD not
reported). Clients also indicated on four-point
scales (4 = most agreement) which activities 
were most helpful. The most strongly endorsed
included: helped me to get the things done 
that I needed (mean = 3.45, SD not reported) 
and helped me to set goals for myself (mean 
= 3.37, SD not reported).

In Dawson and colleagues’ study,71 paraprofessional
home visitors provided women with information,
emotional support and help in using community
resources. The authors report that mothers gave
high ratings to their relationship with home visitors
and said they felt the visitors cared about them as
people and provided them with useful information.
However, it is unclear what source Dawson had
used to determine mothers’ views. The authors
state that only at the end of the intervention the
supervising public health nurse interviewed the
home visitors about the families they had seen; 
but there is no suggestion that mothers themselves
had been interviewed. One possibility is that it was
the home visitors, rather than mothers themselves,
who reported that mothers rated highly their
relationship with home visitors.

In Holden and colleagues’ study54 of counselling
provided by health visitors to postnatally 
depressed mothers, follow-up interviews with 
all experimental and control mothers were 
tape-recorded. “Many” women described having 
felt supported and comforted by the weekly 
visits from the health visitor. A total of 23 (88%) 
of the 26 women in the treatment group claimed
that talking to their health visitor had been the
most important factor in their recovery. Other
therapeutic effects of counselling by health 
visitors described by intervention group 
mothers were the relief gained from being 
given ‘permission to speak’ and the relief 
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gained from admitting their own guilt about
suffering from depression (see also chapter 6,
‘Health visiting interventions for mothers with
postnatal depression’, page 210).

The goal of Hewitt and colleagues’ programme144

was to help parents prevent the development of
behaviour problems in their children. Question-
naires were completed post-intervention by the
intervention group who had received home 
visits from health visitors over a 2-year period. 
In all, 20 parents (55%) completed questionnaires.
Of those who returned questionnaires, 50% said
they had found the programme helpful, and 
13% claimed it had not been helpful (Hewitt 
and colleagues do not report what the remaining
37% said). Reasons for finding the programme
helpful included a beneficial relationship with 
the health visitor and useful content of 
the intervention.

Marcenko and Spence74 tested the effectiveness 
of home visiting for women at risk of out-of-home
placement of their infants. At follow-up, both
experimental and control group mothers were
asked, in an “open-ended format”, about the
services they had received. Experimental-group
mothers “frequently” noted the support they
received from their home visitors and the 
degree to which they valued those relationships.
Marcenko and Spence also asked both experi-
mental and control mothers at follow-up about
their satisfaction with the service using a three-
point scale from ‘very’ to ‘not at all’ satisfied. 
The authors do not report their results.

Shapiro,163 in her study of home-based support 
to mothers of low birth weight babies, simply
asserts that the project “found widespread
professional acceptance and parental satisfaction”.
The basis for this assertion is not described.

Margolis and colleagues’ programme152 was
designed to improve access to healthcare and
health outcomes for disadvantaged families, by
means of a combination of home visiting and
office-based interventions. It is not clear what
method was used to tap mothers’ views, but 
the authors report that 100% of mothers said 
their home visitors showed sympathy, and 96% 
reported that they were relaxed with the home
visitors. Mothers also reported that their home
visitors were helpful with feelings about the 
baby (92%), her own personal feelings (88%) 
and questions about the baby (100%). 
Mothers made no negative comments 
about the nurses.

Finally, Davis and Spurr133 evaluated a 
programme of home visiting by ‘parent advisors’
(health visitors and clinical medical officers) 
to children with multiple psychosocial problems. 
A questionnaire was administered post-intervention
to the intervention group only. The mean score
(out of 4, with 4 being most positive) for how
positive the parent advisor made the mother 
feel was 3.04 (SD 0.61, range 1.5 to 4). The mean
score for how positively the parent advisor was
viewed by the parent was 3.34 (SD 0.43, range 
2 to 4). This included honesty, enthusiasm, 
warmth, interest in the mother, trustworthiness,
openness and non-directiveness. The mean 
score for positiveness about the relationship 
with the parent advisor was 2.98 (SD 0.73, range 
1.67 to 4). In all, 47% rated the intervention as
very helpful and 28% as helpful; 98% thought 
the intervention met their needs to some extent,
with 79% indicating that their needs were met 
to a large extent. A total of 73% rated their
problems as improved or much improved and 
85% thought that this was to some extent because
of the parent advisor, with 54% indicating this 
was because of the advisor to a large extent. 
A total of 79% rated the service as efficient 
and only 9% felt they had had to wait too 
long for the service.

Summary of findings
1. Only 11 out of 85 studies evaluating services

delivered to parents and their young children
attempted to assess client satisfaction. All 
11 studies used different tools to measure 
client satisfaction.

2. All 11 studies reported that the majority of
parents in each study had appreciated the
service they had received. Parents expressed
high levels of ‘satisfaction’.46,70,163 Parents also
found the service ‘helpful’.37,38,46,54,70,133,144,152

The personal qualities of the home visitor 
and the relationship between parent and 
home visitor were appreciated.71,74,133,144

Parents agreed that their anxieties had 
been addressed36 and their needs met.133

Parents also indicated that there had been 
an improvement in their problems,54,133

and that the service was efficient.133

Conclusions
Although high levels of satisfaction were found 
in all 11 studies, it is well known that surveys 
of client satisfaction in every field of health 
care tend to find such high levels. Avis and
colleagues211 claim that typically 75–90% of
respondents express satisfaction with every 
type of health service. It is known that high 
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levels of satisfaction may simply reflect patients’
reluctance to criticise, or their anxiety to adopt an
appropriate patient role, hence methodological
rigour in conducting client satisfaction surveys 
is vital.211,212

Unfortunately, the methodological quality 
of the 11 studies was poor in terms of assessing
satisfaction with the home visiting programme. 
All failed to probe adequately for sources of
dissatisfaction.213,214 For example, both Hewitt 
and colleagues144 and Barkauskas38 reported the
proportions of parents finding the service both
‘helpful’ and ‘not helpful’. Both sets of authors
explored in more detail the reasons why those 
who had found the service helpful had found 
it so, yet neither attempted to pursue any further
the views of participants who had stated that 
they had not found the service helpful. The
importance of probing for dissatisfactions 
cannot be overstated because what may appear 
to be an effective intervention from the point 
of view of service-providers may be unacceptable 
to some clients.

None of the studies reported methods for
minimising bias. No two studies used the same
measure of outcome, or the same instrument,
making it difficult to compare the studies. There
was no evidence in any study that questionnaires 
or interview schedules had been tested for 
validity or reliability. Finally, all 11 studies
measured client satisfaction at only one point 
in time. However, there is evidence from other
studies that client satisfaction tends to decline 
over time.215 Longitudinal studies, and/or follow-
up measures of client satisfaction would have 
been helpful.

One important reason for soliciting the views 
of clients is that clients’ perceptions of what 
has taken place can aid in an understanding 
of why an intervention was effective or not. It 
is a failing of the vast majority of the 85 studies
reviewed in the sections between pages 23 and 
48 that so many discussed possible reasons for 
their findings without any reference at all to
participants’ perceptions. Unfortunately, most 
of the 11 studies that did make some attempt to
find out participants’ views failed also to increase
our understanding of why the programme
succeeded or failed. Most of the 11 studies
reported their client satisfaction results in a
somewhat perfunctory manner, which had little
explanatory power. The exception was Holden 
and colleagues’ study54 of home visiting by health
visitors to women with postnatal depression.

Holden and colleagues drew on women’s 
own explanations for the effectiveness of the
intervention in arriving at their explanations for
the success of the intervention (see also chapter 6,
‘Health visiting interventions for mothers with
postnatal depression’, page 210).

To conclude, the number of studies is far too
small, and their methodological quality too 
poor to arrive at any conclusions concerning 
the acceptability of the service from 
clients’ perspective.

If home visiting services are to be effective, it 
is desirable that they are acceptable to clients.
Satisfaction is therefore an important measure 
that should always be included in service
evaluations, and future studies assessing the
effectiveness of services. At present, British 
studies measuring levels of satisfaction with 
health visiting services tend to be separate from
studies measuring other outcomes of the service
(see appendix 3, Table 45). Although many of 
the higher degree theses reviewed in chapter 6
(pages 226–228), as well as the British studies
reviewed in chapter 7, give insights into the 
causes of satisfaction and dissatisfaction among
British clients of health visiting services, there is 
a need to undertake more rigorous, longitudinal
studies of client satisfaction which are able to
compare levels of client satisfaction with 
other outcomes of the service.

Elderly people

In this section we look at studies of elderly people
and their carers (see also chapter 6, ‘Health
visiting and the elderly’, page 205).

Elderly people and their carers
A total of 17 studies meeting our inclusion 
criteria reported outcomes relating to elderly
people and/or their carers. The 17 studies are
listed in Table 28. The characteristics of the 
studies are shown in Table 29.

Studies assessing outcomes related to carers
Three studies assessed the support given to 
carers of frail elderly people.120,153,156,167 One 
further study assessed the support given to 
carers of elderly people with dementia.154 All 
three studies assessing support to carers of frail
elderly people reported some positive outcomes 
in the intervention group. Oktay and Volland156

reported a reduction in caregiver stress among
home-visited carers compared with carers in the
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control group, although this finding did not reach
a level of significance. Toseland and colleagues167

found that home-visited carers and those provided
with group support both experienced significant
improvements in coping with the stress of care-
giving. Individual home visits produced greater
reductions in psychological symptoms, and 
greater well-being than did the group inter-
vention, whereas the group intervention produced
greater improvements in carers’ social supports.
Archbold and colleagues120 reported no significant
differences between the intervention and control
groups on measures of role-strain, rewards of
caring, or depression. However, carers in the
intervention group reported significantly greater
preparedness for, and competence at, activities
associated with care-giving; a better ability to
predict and control events; and an enrichment 
of the experience of care-giving.

Mohide and colleagues’154 study of carers of
spouses with dementia found that both home-
visited and control carers suffered above average
levels of depression and anxiety which did not
improve after the intervention. However, the
home-visited carers showed improvements in 
their quality of life, found the caregiver role 
less problematic, and had a longer period of 
time caring for their spouse at home before 
the start of long-term institutional care, 
although none of these findings 
was significant.

Studies assessing outcomes relating to 
elderly people
Studies assessing outcomes relating to elderly
people were divided into two groups: those
assessing members of the general elderly
population,17,121,135,143,148,157,168–170 and those 
assessing vulnerable older people who were 
at risk of adverse outcomes.55,120,134,142,153,156,173

Each group is discussed separately.

Mortality. Six studies,121,135,143,157,168,169 all RCTs,
which assessed the effect on mortality of home
visiting to members of the general elderly popu-
lation, were entered into a meta-analysis using
Peto’s method. The pooled OR for the six 
studies was 0.75 (95% CI, 0.63 to 0.89), indicating
that home visiting was successful in reducing
mortality. The χ2 test for heterogeneity gave 
a value of 6.98 with 5 df, showing homogeneity 
of effect sizes (p = 0.22). The results are in 
Figure 13 (page 183).

Five studies55,134,142,156,173 which assessed the effect 
on mortality of home visiting to ‘at-risk’ elderly

people were entered into a meta-analysis using
Peto’s method. The pooled OR for the five studies
was 0.75 (95% CI, 0.57 to 0.98), indicating that
home visiting was successful in reducing mortality.
The χ2 test for heterogeneity gave a value of 
1.20, with 4 df, showing homogeneity of effect
sizes (p = 0.88). The results are shown in 

Figure 14 (page 183). Restricting the analysis to
four RCT55,134,142,173 produced similar results 
(OR = 0.72; 95% CI, 0.54 to 0.97; χ2 = 0.87; 
3 df; p = 0.83).

Hospital admission and length of stay. Five
RCTs121,135,143,157,168 assessed whether home visiting 
to members of the general elderly population 
was effective in reducing admission to hospital. 
All five were entered into a meta-analysis using
Peto’s method. The pooled OR was 0.86 (95% 
CI, 0.72 to 1.02), suggesting that home visiting 
was not successful in reducing admission to
hospital. The χ2 test for heterogeneity gave a value
of 15.28 with 4 df, indicating heterogeneity of
effect sizes (p = 0.004). The results are shown in
Figure 15 (page 184).

Three of the five studies measuring hospital
admission also measured the duration of 
hospital stay.121,157,168 It was not possible to 
perform a meta-analysis on these results because
insufficient data were provided. One of the three
reported a significant reduction in length of stay 
in the intervention group,157 and two reported 
no significant differences between intervention
and control groups.121,168

Four studies120,134,142,156 assessed the effect of 
home visiting on readmission to hospital of 
‘at-risk’ elderly people. Meta-analysis was not
possible because insufficient data were provided.
None found any significant effect in reducing
hospital admissions. Of two studies assessing
duration of stay,134,156 one reported a significantly
reduced length of stay in hospital in the
intervention group.156

Admission to long-term institutional care. 
Four studies reported admission to residential
nursing homes of members of the general elderly
population.135,143,157,168 Meta-analysis of the results 
of three of these studies, all of which were
RCTs,143,157,168 gave a pooled OR of 0.77 (95% CI,
0.55 to 1.10), indicating no significant effect of
home visiting on admission to institutional care.
The χ2 test for heterogeneity gave a value of 
1.54 with 2 df, indicating homogeneity of effect
sizes (p = 0.46). The results are shown in Figure 16
(page 184). The final study measuring this
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outcome135 reported that there were no admissions
to nursing homes in either the intervention or
control group.

Of four studies reporting admission to 
residential nursing homes of ‘at-risk’ elderly
people,55,134,142,156 three (all RCTs) were entered
into a meta-analysis.55,134,142 The pooled OR was
0.58 (95% CI, 0.37 to 0.92), suggesting that 
home visiting was successful in reducing
admissions. The χ2 test gave a value of 2.85, 
with 2 df, indicating homogeneity of effect 
size (p = 0.24). This is shown in Figure 17 
(page 185). The fourth study156 reported that 
a slightly smaller proportion of the intervention
group subjects was admitted to nursing homes, 
but the difference between the groups was 
not significant.

Health status. Four studies assessed the 
health status of members of the general elderly
population.17,121,157,168 Meta-analysis of the results 
of three of these studies, all of which were 
RCTs,121,157,168 gave an overall value (Hedges’ g
value) of 0.05 (95% CI, –0.07 to 0.17), indicating
no significant difference between intervention 
and control groups. The χ2 test for heterogeneity
gave a value of 2.99 with 2 df, showing homo-
geneity of effect sizes. This is shown in 
Figure 18 (page 185).

One study17 provided insufficient information 
to be included in the meta-analysis. This study
reported that the percentage of ‘health problems’
experienced by the elderly women that had
improved after home visits to the intervention
group was significantly greater than the percentage
of problems that had improved over the same 
time period in the control group. ‘Health
problems’ included psychological problems 
and problems in functional ability.

Williams and colleagues173 assessed the health
status of patients recently discharged from
hospital. Williams could find no significant
difference between intervention and control
groups at the end of the intervention on 
measures of health status.

Functional status. Of four studies assessing
outcomes associated with functional status 
among members of the general elderly popu-
lation, three RCTs121,135,168 (all measuring activities
of daily living) were included in a meta-analysis.
The overall value (Hedges’ g value) was –0.02
(95% CI, –0.15 to 0.12), indicating no significant
difference between intervention and control

groups. The χ2 test for heterogeneity gave a value
of 1.54 with 2 df, showing homogeneity of effect
sizes (p = 0.46). The results are shown in Figure 19
(page 185). A fourth study not included in the
meta-analysis169 reported no significant difference
between the two groups.

Two studies assessed the functional status 
of elderly people recently discharged from
hospital.156,173 Neither found any significant
difference between intervention and 
control groups.

Well-being and quality of life. Of two studies
assessing the well-being or quality of life of
members of the general elderly populations,
neither was entered into a meta-analysis.17,169

Neither reported any significant differences
between the two groups. Similarly, of two studies
assessing the well-being or quality of life of
members of ‘at-risk’ elderly people,156,173 neither
was entered into a meta-analysis, and neither
reported any significant differences between 
the two groups.

Psychological health. None of three studies 
that assessed psychological symptoms among
members of the general elderly population
reported any differences in the number or 
severity of symptoms between intervention and
control groups.121,168,169 Three further studies
reporting outcomes relating to ‘at-risk’ elderly
people also failed to find significant differences
between the two groups.55,156,173

Use of community services. Six studies of 
home visiting to members of the general 
elderly population looked at the use of 
community services.143,148,157,168,169,173

Hendriksen and colleagues’ study,143 undertaken 
in Denmark, reported significantly greater use 
of emergency medical services among non-home-
visited elderly people. Hendriksen found no
significant difference in the number of patients
receiving home nursing care. However, there were
significant differences in the use of social services,
with the intervention group receiving more, and
longer, visits from home help services. Keller and
colleagues’ study148 of visits to housebound elderly
people by volunteers reported that those in the
intervention group had a significantly greater
knowledge of community services. Pathy and
colleagues’ British study157 of home visits to 
elderly patients of a general practice by health
visitors over a period of 3 years found no
significant differences in the number of 
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patients receiving attendance allowance, meals-on-
wheels, a home help, or chiropody services. Van
Rossum and colleagues’ study168 of home visits by
public health nurses in The Netherlands found no
significant differences between intervention and
control groups in use of community services. 
Vetter and colleagues’ Welsh study169 of visits by
health visitors to patients of two general practices
(one urban, one rural), reported no significant
differences between intervention and control
groups, in either the urban or the rural practices,
in the use of district nursing services. There were
no significant differences in the use of home 
helps in the rural practice, but in the urban
practice significantly more members of the
intervention group were visited by a home help.
Finally, Williams and colleagues’ British study173

of visits by health visitor assistants to ‘at-risk’ 
elderly people reported no significant differences
between intervention and control groups in the
number of community services used.

Other outcomes: fracture rate and immunisation.
Vetter and colleagues’ Welsh study170 was designed
to assess the effect of home visiting by health
visitors on fractures sustained by patients over 
70 years old from a general practice. After a 
period of 4 years, there was no significant
difference between intervention and control
patients in the fracture rate.

Fabacher and colleagues’ USA study135 assessed 
the effects of home visiting on elderly people not
enrolled with a primary care physician. Fabacher
found that after 1 year significantly more of the
home-visited group had received influenza and
pneumococcal vaccinations.

Summary of results
1. A total of 17 studies that met our inclusion

criteria reported outcomes related to elderly
people and/or their carers.

2. Four studies assessing support to carers 
all reported positive findings, including a
reduction in caregiver stress, reductions in
carers’ psychological symptoms, and 
enhanced well-being.

3. Meta-analysis of the results of six studies, 
all of which were RCTs of home-visiting to
members of the general elderly population,
demonstrated a significant effect of home
visiting in reducing mortality (OR = 0.75; 95%
CI, 0.63 to 0.89). Meta-analysis of the results of
five studies of home-visiting to elderly people
who were at risk of adverse outcomes also
showed a significant effect of home visiting on
mortality (OR = 0.75; 95% CI, 0.57 to 0.98).

4. Meta-analysis of the results of five studies 
of home visiting to members of the general
elderly population showed no significant 
effect of home visiting in reducing admissions
to hospital. None of four studies of home
visiting to members of the ‘at-risk’ elderly
population showed any significant effect.

5. Of three studies assessing the duration of 
stay in hospital of members of the general
elderly population, only one found a signifi-
cant reduction in length of stay in the
intervention group. Of two studies assessing
the duration of hospital stay of ‘at-risk’ elderly
people, one found a significantly reduced
length of stay, the other reported no signifi-
cant differences between intervention and
control group.

6. The results of a meta-analysis of three RCTs 
of home visiting to members of the general
elderly population showed no effect of home
visiting on admission to long-term institutional
care. However, meta-analysis of the results of
three controlled trials of home visiting to 
‘at-risk’ elderly people suggested that home
visiting was successful in reducing admissions 
to long-term institutional (OR = 0.58; 95% 
CI, 0.37 to 0.92).

7. Meta-analysis of the results of three RCTs 
of home visiting to members of the general
elderly population showed no significant 
effect on physical health. One study of home
visiting to ‘at-risk’ elderly people found no
significant difference in health status between
intervention and control groups.

8. Meta-analysis of the results of three studies 
of home visiting to members of the general
elderly population showed no effect of home
visiting on functional status, as assessed on 
scales measuring the activities of daily living.
None of the remaining three studies assessing
this outcome, which included two studies of
visits to ‘at-risk’ elderly people, reported any
significant differences between the 
intervention and control groups.

9. Of six studies assessing psychological
symptoms, and four studies assessing well-
being or quality of life, no significant effect 
of home visiting was found in any study.

10. Of six studies assessing the use of community
services, two reported no significant effects 
on any outcome, and the remaining four
reported significant effects on at least 
one outcome.

Conclusions
Our review of home visiting programmes to elderly
people suggests that they are effective in reducing
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mortality among both members of the general
elderly population and frail elderly people who 
are at risk of adverse outcomes.

Our review also suggests that home visiting 
might be effective in reducing admission to
hospital of members of the general elderly
population, but the meta-analysis was unable 
to show this. The observed heterogeneity in
relation to this outcome appears to be accounted
for largely by Balaban and colleagues’ study,121

which was of poor methodological quality. 
Balaban and colleagues conceded themselves 
that they had failed to control successfully for
differences in health status between intervention
and control subjects at entry into the trial,
resulting in a control group with better health 
than the experimental group. Our inability 
to find any significant reduction in readmissions 
to hospital of ‘at-risk’ elderly people must be
viewed in the light of the fact that of four 
studies assessing this outcome,120,134,142,156

two involved only a single home visit by a
nurse.134,142 It is possible therefore that the
intervention was of insufficient intensity or
duration to reduce subsequent admissions.

Our review suggests that home visiting reduces
admission to long-term institutional care of 
frail elderly people, but the meta-analysis of 
studies of home visiting to members of the 
general population had insufficient power to
demonstrate this effect among elderly people 
who were not at increased risk of adverse
outcomes. Further work is required to assess 
the importance of home-based support in
extending elderly people’s independence 
from institutional living.

The absence of evidence of improved health 
and functional status requires explanation.
Undoubtedly, one reason for the failure to 
find any significant differences between inter-
vention and control groups was that those in
poorest health had died, so that this outcome
could be measured only on a subset of the 
original sample, namely those who had survived.
Another possible explanation is that the presence
of the home visitor encouraged older people to
express their problems more easily, thereby
obscuring differences between the intervention
and control group. Or it may be that the tools 
used were not sensitive enough to detect modest
improvements in health or functional ability.168

Alternatively, it could be that chronic and 
relatively intractable health and functional
problems require a greater or different type of

input than that provided by the home visitors in
the studies we have reviewed.169

The absence of any effect on psychological
outcomes or the quality of life of elderly people
also requires further explanation. Here again, it
may be that the very act of encouraging elderly
people to express their feelings increases their
willingness to reveal ‘negative’ emotions and
opinions.120,168 Alternatively, it may be that a
relatively short programme of home visiting to-
wards the end of an individual’s life is insufficient
to mitigate the factors that give rise to psychol-
ogical distress in elderly people, such as poverty,
poor physical health, pain or restricted mobility, 
a recent bereavement, or a lack of esteem in the
eyes of younger members of society.

It is difficult to know which components of the
home visiting programmes contributed most to
improved outcomes. All the programmes involved
an initial assessment of medical, psychological and
social needs followed by a multifaceted approach
to meeting identified needs, including the
provision of practical help, information and 
advice, counselling, education, and referral to
other agencies and services. Although it is
impossible to ascribe any outcome to any separate
element of the intervention, it appears that the
programmes in which the home visitor took a
more active role in providing or co-ordinating
services stood a greater chance of success than
those in which the emphasis was solely on the
provision of information or emotional support.
Hence, one possible reason why van Rossum and
colleagues’ 3-year study168 reported less positive
outcomes than that of Pathy and colleagues’,157

Hendriksen and colleagues’143 or Hall and
colleagues’55 3-year studies is that in the former,
the home visitors confined their interventions 
to the provision of information, advice and
counselling, whereas in the latter three studies 
the home visitor played a more active role in
carrying out a plan of care with clients, as 
well as in the provision of practical aids and
modifications, and in coordinating other 
services for clients. Our hypothesis that a 
more interventionist strategy by the home 
visitor is more beneficial to elderly people 
than one that relies mainly on giving 
information and emotional support 
requires more thorough investigation.

Client satisfaction: elderly people 
and their carers
Five out of 17 studies of elderly people 
and/or their carers examined client
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satisfaction.17,121,143,154,167 The characteristics of these
studies are shown in Table 30.

Luker’s study17 evaluated the effects of home
visiting by a health visitor on elderly women 
living alone at home. After the intervention, 
100 intervention group subjects were asked 
a series of open-ended questions by the
‘researcher’ (who was a different person to 
the home visitor). In all, 95% responded 
that they had enjoyed the visits. Most (75%)
respondents mentioned the personal attributes 
of the health visitor. A total of 38% of respon-
dents mentioned that they liked ‘just having
someone to talk to’ and 19% said they ‘just 
liked company’. Of the five respondents who 
had not enjoyed the visits, Luker discusses 
only one who felt that the visits were unnecessary,
and had had a ‘bad effect’ on her. (Luker does 
not elaborate on what this bad effect was.) In 
all, 62% reported that they had been helped 
by the health visitor’s visits. There were 
32 mentions of help with health-related 
matters, including specific health problems. 
Other responses indicated that subjects valued 
the social aspects of the visits, advice, and the
surveillance function of the health visitor. 
A total of 92% reported that they felt it was 
a good idea for health visitors to visit elderly
people. However, 15 of these stressed that they
themselves did not need visits, but it was a good
idea for other people, such as disabled people, 
the housebound and those with no family. The 
8% who did not think health visitor visits were
necessarily a good idea stressed the importance 
of individual preference, that is, some people
might not want a visit. In response to a final
question (If it were possible would you like the
health visitor to continue visiting you or not?),
48% of the sample said they would like to con-
tinue to receive visits from a health visitor if 
it were possible. A number of respondents 
stated that although they did not wish to have
further visits from a health visitor, they would 
be glad of a health visitor’s services should 
they become ill.

Hendriksen and colleagues’ Danish study143

assessed the effects of home visiting on 
community-living elderly people. Members 
of the intervention group (n = 213) were
interviewed at the end of the period of home
visiting. A total of 186 (87%) respondents 
stated that they had obtained important help, 
and only three claimed that they had not 
benefited from the home visits. Two respondents
stated that they had found the home visits

exhausting, and only five did not want to
participate in a possible similar arrangement 
in the future.

Balaban and colleagues121 looked at the outcomes
of office-based physician care and home visiting 
by nurses on community-living elderly people in
the USA. Patient satisfaction questionnaires were
administered to a total of 86 intervention and
control subjects. Overall scores (from 0 = no
satisfaction to 75 = complete satisfaction) were
virtually identical between intervention and 
control groups, with intervention group subjects
scoring a mean of 54.0 (SD 6.8), and controls
scoring a mean of 53.0 (SD 7.7).

Mohide and colleagues154 report on a trial
designed to give support to those caring for 
people with dementia. Both intervention and
control group carers received home visits from
nurses. Control carers received help with the
physical needs of the patient whereas in the
intervention group the needs of the carer were
also addressed. Carers in both control and
intervention groups were asked, at the end of 
the intervention, to rank all the services they 
had received in order of helpfulness using a 
scale from 0 to 100. In the intervention group, 
the nurses’ services were accorded a substantially
higher score than in the control group (59 versus
43). In the control group, the nurses’ and
physicians’ scores were almost identical (43 versus
42), whereas in the intervention group, nurses’
services gained a substantially higher score than
physicians’ services (59 versus 36).

Toseland and colleagues’ study167 assessed the
effectiveness of individual home-based support 
and group-based support on carers of frail elderly
people. Satisfaction with the project was measured
on a five-point scale (1 = very dissatisfied, 5 = very
satisfied). Participants in both intervention groups
were significantly more satisfied with the project
than those in the control group who had received
only respite care, with no differences in mean 
scores between the two intervention groups. 
(The mean scores were: controls (n = 33) 3.5;
recipients of individually based support (n = 51)
4.5; and recipients of group-based support 
(n = 65) 4.5; p = 0.01.)

Summary of findings
1. Five out of 17 studies of elderly people and/or

their carers examined client satisfaction.
2. The majority of respondents claimed to have

enjoyed the home visits,17 and to have been
helped by the home visits.17,143,154
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3. A total of 98% of elderly respondents in
Hendriksen and colleagues’143 intervention
group stated they would like to receive 
further home visits if this were possible
compared with only 48% in Luker’s17

intervention group.
4. Toseland and colleagues’ study167 found

satisfaction to be higher among carers who had
received an intervention than among controls.
Balaban and colleagues121 found equal levels of
satisfaction among elderly respondents in
intervention and control groups.

Conclusions
Overall, the methodological quality of the five
studies reporting measures of client satisfaction 
was better than the quality of the studies which
focused on parents and young children, as
described in the section ‘Client satisfaction:
parents of young children’ (page 48). Methods and
results were more adequately reported, and there
was more evidence that researchers had probed for
sources of dissatisfaction. However, 
in common with the studies that focused on
parents and young children, too few studies 
used the same measure of outcome, or instru-
ment, so that direct comparison between the
studies was limited. Attention to client satis-
faction was in general only very cursory 
(the exception was Luker’s study),17 and 
this too limited the explanatory power 
of findings.

It is difficult to account for the difference 
between Hendriksen and colleagues’143 and
Luker’s17 findings in the proportion of 
respondents claiming they would like continued
home visiting. This difficulty arises not least
because Hendriksen’s study is so poorly 
reported, with no description of the content 
of the intervention, the home visitor, or the
questions used to elicit client satisfaction. One
difference between the two studies was that 
Luker’s respondents were all women, whereas
Hendriksen’s sample was mixed. In the absence 
of better reporting in Hendriksen’s study, one 
can only speculate about the reasons for these
different findings.

The findings of Toseland and colleagues’ study167

suggest that home visiting is not the only mode 
of intervention that increases client satisfaction.
Toseland’s study design involved two intervention
groups, with one group of carers receiving a 
group intervention and the other receiving
individual, home-based support. Levels of 
client satisfaction were virtually identical in 

the two intervention groups, and higher 
than in the controls. In attempting to explain 
these findings, it may be that the satisfaction 
of respondents took a different form when 
they received a home visiting intervention
compared with when they received group 
support, with the measure of satisfaction 
used in Toseland’s study being too crude to
discriminate between different types of satis-
faction. Or it may be, as Luker’s17 findings 
suggest, that the very fact that respondents 
felt themselves to be “worthy of interest” 
was the determining factor in enhancing 
client satisfaction, irrespective of the type 
of intervention.

Balaban and colleagues’121 finding that there 
was no difference in levels of satisfaction between
intervention and control subjects needs to be
balanced against the methodological limitations 
of the study as a whole, in particular the fact 
that 30% of control subjects received one or 
more home visits. Given that Balaban failed 
to find any significant differences between the
intervention and control groups on any of the 
five health-status outcomes that were assessed, 
the question is bound to arise of whether the
finding of no differences in client satisfaction 
is simply the result of the methodological
shortcomings of the study.

Finally, Luker’s17 findings clearly have 
implications for the routine visiting of elderly
people in Britain. Luker captured well the 
views of her elderly, female respondents, 
coining the term “worthy of interest syndrome” 
to encapsulate the views of the majority of 
elderly women, who felt honoured to be 
visited, and enjoyed having someone to talk 
to. However, respondents also exhibited the
“somebody worse than me syndrome”, by 
pointing to others who were more in need 
of the health visitors’ inputs than they were
themselves. Luker’s findings suggest that 
elderly women who are not ill or disabled may 
not consider themselves deserving of, or able 
to benefit sufficiently from, routine, preventive
visits by health visitors.

In conclusion, the number of studies is too small,
and the assessment of client satisfaction in these
studies too cursory, to come to any conclusions
about the benefits to elderly people or their carers
of home visiting. Further research is required to
elicit elderly people’s and their carers’ views
concerning the value of home visiting by 
health visitors.
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Methodological limitations of 
the studies
In reviewing the studies discussed in this chapter
(pages 23–56) it has become clear that many
studies suffered from methodological limitations,
which are outlined below:

1. The majority of studies had small sample 
sizes and insufficient power to demonstrate 
the effectiveness of the intervention.

2. Random assignment to treatment groups 
does not always occur, and is often claimed 
but inadequately documented.

3. A wide range of outcome measures are 
used, including many non-standardised
measures, with little information provided 
on the validity and reliability of the tools 
used to measure them. Self-reported outcomes,
which will be subject to bias introduced by 
the provision of socially desirable responses,
are often not subject to external validation.
Differing definitions of outcomes such as 
for immunisations or preventive child health-
care, often make the results incomparable
between studies.

4. Many interventions are multifaceted; hence,
the independent effect of home visiting on 
the outcome measures is difficult to assess.

5. Many studies do not describe the inter-
ventions in sufficient detail, or include
measures of process to enable their repli-
cation, or provide information about why 
an intervention was, or was not, found to 
be effective.

6. Many studies do not discuss the theoretical
framework underlying the intervention. 
It can therefore be difficult to assess the
appropriateness of the intervention to the
outcomes being measured, or to formulate
hypotheses regarding why an intervention 
was effective.

7. Many studies concentrate on families
categorised as ‘at high risk’ of a range of
adverse outcomes. Very few studies examine
the effectiveness of home visiting across a
range of risk levels; hence, extrapolation of
results to groups at differing levels of risk 
is difficult.

8. Unblinded outcome assessment was common,
thereby increasing the risk that the assessor’s
awareness of the treatment group may
influence their assessment of the outcome.
This is a particular problem with outcomes 
that are not based on standard tools, or 
those that require judgement or observation
from the assessor.

9. Many studies report many outcomes thereby
increasing the chance of a type I error whereby
a significant result may be found by chance
alone, and some studies do not correct for this.

10. Even where identical and standardised
outcome measures have been used, there is
often insufficient detail given of the results 
to enable a meta-analysis to be undertaken.
Obtaining original data from authors is not
always possible; hence, opportunities for meta-
analysis are being missed through insufficient
data being presented in the original articles.

11. Few studies report information on compliance
with the interventions, or the acceptability of
the intervention to the participants.

12. Surveillance bias (whereby the presence of the
home visitor, or other intervention, increases
the likelihood of detecting certain outcomes)
is a considerable problem in studies assessing
child abuse and neglect outcomes.

13. For the outcomes of child abuse and neglect,
home visiting programmes that improve
outcomes such as parenting skills may
concomitantly reduce the likelihood of
detecting cases of child abuse and neglect 
by altering the perceptions of health and 
social care workers.

14. Many studies have an insufficient sample 
size to ensure comparability of intervention
and control groups in terms of confounding
factors, or combinations of confounding
factors.

15. Many studies report substantial or differential
attrition from intervention and control groups,
making follow-up assessment problematic.

16. In some cases, only a few studies report the
same outcome (e.g. use of informal community
support). In these cases failure to find a
positive effect of home visiting cannot be
assumed to be the same as finding the
intervention to be ineffective. Further studies
are required in these areas before any firm
conclusions can be drawn.

17. Some studies reporting non-significant results
failed to report the actual data. In such cases
inclusion of the results in a meta-analysis may
lead to under-estimation of the true treatment
effect. In other cases, it is not possible to
include the results in a meta-analysis; hence,
that particular study cannot contribute to the
calculation of the overall effect size. (See also
chapter 3, ‘Publication and reporting bias’.)

18. Some studies, particularly those finding 
no significant effect, remain unpublished.
Hence, the findings of published studies 
may be biased. (See also chapter 3,
‘Publication and reporting bias’.)
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TABLE 1  Studies assessing the quality of the home environment using the HOME Inventory

Study HOME Inventory Other mother–child interaction measures

Field, et al., 198242 * ✔

Olds, et al., 1986,199448,82 ✔ ✔

Larson, 198057 * ✔ ✔ 

Barrera, et al., 198658,91 * ✔ ✔ 

Marcenko & Spence, 199474 ✔ 

Barnard, et al., 198883 ✔ ✔

Booth, et al., 198984

Osofsky, et al., 198885 ✔ 

Infante-Rivard, et al., 198987 * ✔ 

Wasik, et al., 199088 * ✔ ✔ 

Field, et al., 198090 * ✔ ✔

Kitzman, et al., 1997101 * ✔ ✔

Black, et al., 1994125 * ✔

Black, et al., 1995126 * ✔ ✔

Casey, et al., 1994130 * ✔

Davis & Spurr, 1998133* ✔ ✔

Huxley & Warner, 1993145*
✔ ✔

Shapiro, 1995163 ✔

* Inclusion in meta-analysis

Tables 1–30/Figures 1–19
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FIGURE 1 ORs (and 95% CI) for reported problems with child sleeping behaviour
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TABLE 5  Studies assessing child mental and motor development

Study Bayley Scale  Bayley Scale Stanford– Other
of Mental of Motor Binet IQ181

Development180 Development180

Gutelius, et al., 197735*
✔ ✔ Peabody Picture Vocabulary Test182

Field, et al., 198242 ✔ ✔

Brooten, et al., 198645 ✔

Olds, et al., 1986, 199448,82*
✔ ✔ Cattell184

Scarr & McCartney 198852 ✔ Achievement test188

Seitz, et al., 198553 Wechsler Pre-School and Primary 
Scale of Intelligence183

Barrera, et al., 198658 ✔ ✔

Brooks-Gunn, et al., 199467 ✔ Peabody Picture Vocabulary Test182

/IHDP, 199069*

Wechsler Pre-School and Primary 
Scale of Intelligence183

Thompson, et al., 198279 ✔ ✔

Madden, et al., 198481 ✔ Peabody Picture Vocabulary Test182

Cattell184

Barnard, et al., 198883 ✔ ✔ Mastery Motivation Task187

Booth, et al., 198984

Osofsky, et al., 198885 ✔

Infante-Rivard, et al., 198987 * ✔ ✔

Wasik, et al., 199088 ✔ ✔

Field, et al., 198090 ✔ ✔

Resnick, et al., 198893 ✔ ✔ Combined mental and physical 
development test

Powell & Grantham- Peabody Picture Vocabulary Test182

McGregor, 198986

Griffiths’ Mental Development Scale185,186

Kitzman, et al., 1997101*
✔

Barker & Anderson, 1988122 Child Development Level122

Barker, et al., 1994123 Child Development Level123

Beckwith, 1988124 ✔ Mastery Motivation Task187

Black, et al., 1994125*
✔

Black, et al., 1995126*
✔ ✔ Battelle Developmental Inventory189

Chapman, 1984131*
✔ ✔ ✔

Grantham-McGregor, ✔ Peabody Picture Vocabulary Test182

et al., 1987140*

Griffiths’ Mental Development Scale185,186

Huxley & Warner, 1993145 ✔ ✔

Shapiro, 1995163 ✔ ✔

* Inclusion in meta-analysis
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FIGURE 5 Effect sizes (and 95% CI) for child weight
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FIGURE 6 Effect sizes (and 95% CI) for child height
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TABLE 8  Studies reporting outcomes of immunisation or uptake of preventive child healthcare

Study Immunisation Preventive child healthcare

Barkauskas, 198338*
✔ ✔

Barth, et al., 198846 Combined outcome measuring immunisations and preventive child healthcare

Hardy & Streett, 198947*
✔ ✔

Larson, 198057*
✔ ✔

Johnson, et al., 199362*
✔

Dawson, et al., 198971*
✔ ✔

Siegel, et al., 198075 ✔ ✔

Olds, et al., 199482 ✔

Infante-Rivard, et al., 198987*
✔

Kitzman, et al., 1997101*
✔ ✔

Barker, et al., 1994123*
✔

Gokcay, et al., 1993138*
✔ ✔

Oda, et al., 1995155 ✔

Selby-Harrington, et al., 1995162 ✔

* Inclusion in meta-analysis



The main literature review

110

0.1 1.0 10.0 100.0

OR (log scale)

Barkauskas, 198338

Dawson, et al., 198971

Gokcay, et al., 1993138

Hardy & Streett, 198947

Johnson, et al., 199362

Larson, 198057

Barker, et al., 1994123

Infante-Rivard, et al., 198987

Kitzman, et al., 1997101

Overall

FIGURE 7 ORs (and 95% CI) for uptake of childhood immunisation
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Barkauskas, 198338

Gokcay, et al., 1993138

Larson, 198057

Overall

FIGURE 8 ORs (and 95% CI) for uptake of preventive child healthcare

TABLE 11  Studies including outcomes relating to medical conditions and use of acute-care services

Study Acute-care services Medical conditions

Barkauskas, 198338 ✔ Mother’s report of medical conditions

Brooten, et al., 198645 ✔

Barth, et al., 198846 * ✔ ✔ Ratings from minor to serious of eight medical conditions
Barth, 199170 *

Hardy & Streett, 198947 * ✔ ✔ Use of services for selected medical conditions

Larson, 198057 * ✔

Johnson, et al., 199362 * ✔ ✔ Use of services for selected medical conditions

Brooks-Gunn, et al., 199467 ✔
Gross, 199344

Dawson, et al., 198971 ✔

Siegel, et al., 198075 * ✔

Olds, et al., 199482 * ✔

Infante-Rivard, et al., 198987 * ✔

Kitzman, et al., 1997101 ✔

Barker & Anderson, 1988122 * ✔

Barker, et al., 1994123 ✔

Huxley & Warner, 1993145 * ✔ ✔ Use of services for selected medical conditions

Margolis, et al., 1996152 ✔ (Site of acute care)

Shapiro, 1995163 ✔

Wright, et al., 1998174 ✔

* Inclusion in meta-analysis
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OR (log scale)

Hardy & Streett, 198947

Johnson, et al., 199362

Olds, et al., 199482

Siegel, et al., 198075 (observation nursery)

Siegel, et al., 198075 (early contact)

Siegel, et al., 198075 (no early contact)

Infante-Rivard, et al., 198987

Barker & Anderson, 1988122 (area X)

Barker & Anderson, 1988122 (area Y)

Barker, et al., 1994123

Overall

FIGURE 9 ORs (and 95% CI) for childhood hospital admission
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0.0 1.0 2.0 3.0 4.0

OR

Barth, 199170

Hardy & Streett, 198947

Larson, 198057

Olds, et al., 199482

Siegel, et al., 198075 (nursery observation)

Siegel, et al., 198075 (early contact)

Siegel, et al., 198075 (no early contact)

Overall

FIGURE 10 ORs (and 95% CI) for visits to emergency medical services

TABLE 13  Studies reporting measures of hazard reduction

Study Hazard reduction measure

Olds, et al., 199448,82 Range of home hazards

Colver, et al., 1982132 Percentage of families making the home safer

Paul, et al., 1994158 Range of home hazards

Robitaille, et al., 1990159 Possession and use of child car restraint devices

Schwarz, et al., 1993160 Range of home hazards

Waller, et al., 1993171 Safe tap water temperature
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TABLE 15  Studies reporting measures of injury outcome, whose objective was to improve a range of child and maternal 
health outcomes

Study Injury outcome measure

Gutelius, et al., 197735* Number of toxic ingestions

Hardy & Streett, 198947* Incidence of closed head trauma

Olds, et al., 1986, 199448,82* Emergency room visits for accidents and poisoning: first year of life, second year of life,
age 25–50 months; injuries recorded in physicians’ records: age 25–50 months

Larson, 198057* Cumulative accident rate per child

Johnson, et al., 199362* Maternal reports of accidents

IHDP, 199069 Morbidity index (comprised injuries not resulting in hospitalisation, plus other measures 
of health service utilisation and a range of illnesses)

Dawson, et al., 198971 Occurrence of accidents and ingestions

Gray, et al., 197772 Maternal reports of accidents

Kitzman, et al., 1997101* Total healthcare encounters for injury and ingestion, emergency room visits for injury and ingestion,
outpatient visits for injury and ingestion, hospitalisations and length of stay for injury and ingestion

Huxley & Warner, 1993145 Traumatic injury cases presenting to emergency room

* Inclusion in meta-analysis
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TABLE 18  Studies reporting child abuse and neglect outcomes

Study Child abuse or neglect outcome measures

Brooten, et al., 198645 Reported child abuse

Foster placements

Barth, et al., 1988, 199146,70 Substantiated and unsubstantiated reports of child abuse

‘Need care’: ‘client’s child removed from client’s care, by police or social services or neighbour cared
for child because mother did not get round to it’

CAPI score191

Hardy & Streett, 198947 Definite or suspected abuse or neglect

Olds, et al., 1986, 199448,82 Verified cases of abuse or neglect in first 2 years of life

Substantiated reports of child abuse or neglect in third and fourth year of life

Johnson, et al., 199362 Children taken into protective custody because of child abuse

Dawson, et al., 198971 Reports to social services for potential abuse or neglect

Gray, et al., 197772 Serious injury thought to be secondary to abnormal parenting practices

Children not remaining in their ‘biological’ homes

Marcenko & Spence, 199474 Maternal report of out-of-home placement

Siegel, et al., 198075 Reported child abuse and neglect

Kitzman, et al., 1997101 Bavolek score192

Black, et al., 1994125 CAPI score191

Huxley & Warner, 1993145 Receipt of child protection services

Confirmed child abuse

CAPI, Child Abuse Potential Inventory
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TABLE 20  Studies reporting outcomes related to mothers’ psychological health or self-esteem

Study Psychological health Self-esteem

Barth, et al., 198846 ✔
Barth, 199170

Scarr & McCartney, 198852 ✔

Holden, et al., 198954 ✔

Johnson, et al., 199362 ✔

Marcenko & Spence, 199474 ✔ ✔

Barnard, et al., 198883 ✔
Booth, et al., 198984

Field, et al., 198090 ✔

Kitzman, et al., 1997101 ✔

Barker, et al., 1994123 ✔

Beckwith, 1988124 ✔

Black, et al., 1994125 ✔

Brown, 1997128 ✔

Davis & Spurr, 1998133 ✔ ✔

Gerrard, et al., 1993137 ✔

Seeley, et al., 1996161 ✔

TABLE 21  Outcome measures of mothers’ psychological health and self-esteem

Study Outcome Instrument

Barth, et al., 198846 • Anxiety • State–Trait Anxiety Inventory193

Barth, 199170 • Mother’s sense of control over events • Pearlin Mastery Scale194

in her life
• Depression • CES-D Scale195

Scarr & McCartney, 198852 • Self-esteem • Real/Ideal Scale of Parental Actions52

Holden, et al., 198954 • Depression • EPDS196

• Goldberg’s Standardised Psychiatric Interview197

Johnson, et al., 199362 • Psychological symptoms • Non-standard tool

Marcenko & Spence, 199474 • Self-esteem • Rosenberg’s Self-esteem Scale198

• Psychological distress • Brief Symptom Inventory199

Barnard, et al., 198883 • Depression • Beck Depression Inventory200

Booth, et al., 198984

Field, et al., 198090 • Anxiety • State–Trait Anxiety Inventory193

Kitzman, et al., 1997101 • Anxiety • Rand Corp. Depression Scale204

• Depression • Rand Corp. Depression Scale204

• Mastery • Pearlin Mastery Scale194

Barker, et al., 1994123 • Self-esteem • Non-standard tool

Beckwith, 1988124 • Emotional stability • Observation of assessor

Black, et al., 1994125 • Stress induced by child • Parenting Stress Index201

Brown, 1997128 • Mental health and well-being • Mental Health Inventory202,203

Davis & Spurr, 1998133 • Self-esteem • Robson Self-concept and Self/Ideal Discrepancy Measures205

• Depression and anxiety • General health questionnaire (GHQ-28)206

• Stress • Parenting Stress Index201

• Problem perception • Problem perception questionnaire

Gerrard, et al., 1993137 • Depression • EPDS196

Seeley, et al., 1996161 • Depression • EPDS196
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TABLE 28  Studies reporting outcomes relating to elderly people and/or their carers

Study Elderly people Carers of elderly people

Luker, 198217 ✔

Hall, et al., 199255*
✔

Archbold, et al., 1995120*
✔ ✔

Miller, et al., 1996153

Balaban, et al., 1988121*
✔

Dunn, et al., 1994134*
✔

Fabacher, et al., 1994135 ✔

Hansen, et al., 1992142*
✔

Hendriksen, et al., 1986143*
✔

Keller, et al., 1988148 ✔

Mohide, et al., 1990154 ✔

Oktay, et al., 1990156*
✔ ✔

Pathy, et al., 1992157*
✔

Toseland, et al., 1990167 ✔

Van Rossum, et al., 1993168*
✔

Vetter, et al., 1984169*
✔

Vetter, et al., 1992170 ✔

Williams, et al., 1992173 ✔
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FIGURE 13 ORs (and 95% CI) for mortality in the general elderly population
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FIGURE 14 ORs (and 95% CI) for mortality in frail, at-risk elderly people
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FIGURE 15 ORs (and 95% CI) for admissions to hospital in the general elderly population
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FIGURE 16 ORs (and 95% CI) for admissions to institutional care in the general elderly population
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FIGURE 17 ORs (and 95% CI) for admissions to institutional care of frail, at-risk elderly people
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FIGURE 18 Effect sizes (and 95% CI) for the health status of elderly people
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FIGURE 19 Effect sizes (and 95% CI) for the functional status of elderly people
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The studies reviewed in this chapter have 
been selected according to the research

objectives and review criteria set out in chapters 1
and 3. We have excluded economic studies of in-
home nursing care, and focused on the provision
of health visiting services for the promotion of
child and family health. In addition, only studies
that have considered both the costs and conse-
quences of a health visiting service were included.
Evaluations of only the costs of service provision,
whilst useful for budget planning, are of limited
value in assessing the most effective use of
resources and so were not included in the review.
These inclusion criteria resulted in only a few
relevant studies. In total, six are reviewed in this
chapter. The main features (objectives, perspective,
interventions, type of technique, study design, 
cost, outcomes measured, and main results) of
each study are summarised in Table 31. The
potential contribution of these studies can be
assessed in terms of the extent to which, as a 
group of studies, they provide robust evidence
useful for informing resource allocation decision-
making, in particular in a UK context. Three
summary criteria are used for this purpose: 
scope, generalisability and comparability.216

• Scope: this relates to the objectives of economic
evaluations of health visiting services, the
perspectives adopted, the types of interventions
included and the form of economic evaluation
used. There are several types of economic
evaluation: cost analysis, cost-effectiveness
analysis; cost–utility analysis and cost–benefit
analysis (CBA).217 Each can be used to assess
cost-effectiveness in the use of resources, but
they differ in terms of the measurement of the
benefits of services such as health visiting.

• Generalisability: this concerns the relevance 
of the study results beyond the specific setting 
in which the studies were carried out. For
example, caution needs to be exercised in
generalising the results of studies conducted 
in the USA to a UK setting. In addition,
although RCTs represent the ‘gold standard’
approach to minimising bias in results and 
so have high internal validity, they may lack
external validity (i.e. relate to actual practice

conditions) for economic evaluation if the
conditions of the provision of health visiting
services have been too highly controlled.216

• Comparability: represents the extent to 
which results from the different studies can 
be compared, or ‘pooled’, maybe through 
the use of meta-analysis. This depends on
considerations of scope and generalisability, 
but also on standardisation in the measure-
ment of costs and outcomes. One of the 
aims of the recent guidelines on economic
evaluations218,219 is to improve their quality 
and comparability so that the relative cost-
effectiveness of different interventions can 
be assessed. For health visiting services, it 
is important to know which types of health
visiting services represent best value for 
money, and whether these services 
represent a more efficient and equitable 
use of resources than do alternative uses.

Of the different types of economic evaluation, 
a CBA from a society perspective is in theory the
most thorough and useful for decision-making
because all direct and indirect costs and benefits
are quantified in monetary units. If well conducted
this would enable a clear assessment of the value 
of a health visiting service (i.e. the amount by
which the value of benefits exceeds the costs 
of the service – the net benefit or benefit to 
cost ratio). However, as it is difficult to quantify
many of the benefits, the potential for under-
taking a full CBA is limited. A restricted form 
of CBA is a cost analysis, whereby the costs 
of a service are set against estimated savings 
owing to reductions in other service use 
as a consequence.

A cost-effectiveness analysis is a frequently
performed type of economic evaluation. 
This involves the selection of a single primary
outcome measure for evaluating the health 
visiting service, such as reduced infant 
morbidity or improved parent quality of life 
score, and setting this against the costs of the
service in a so-called cost-effectiveness ratio 
(i.e. costs per unit of outcome for the alternative
service options). A particular limit to this

Chapter 5

Review of economic evaluations of health 
visiting services 
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technique is that only one type of outcome can 
be selected for each ratio, which constrains the
generalisability of the evaluation. A specific 
form of cost-effectiveness analysis, the cost–
utility analysis, attempts to overcome some of 
the problems of outcome selection by adopting 
a single wide-ranging benefit measure, the 
quality-adjusted life year (QALY). This is a 
measure of the utility or quality of individuals’
remaining life years, which attempts to capture 
the most important dimensions of health-related
quality of life in a single unit. Health visiting
services could be evaluated in terms of their cost
per QALY gains, although there has been much
debate surrounding the practical and ethical
difficulties of QALY measurement that has
constrained their use.220,221

Results

All the economic evaluations reviewed in Table 31,
with the exception of the screening programmes
for infants involving health visitors,129 produced
economic results that were favourable to the 
health visiting service being evaluated. Brown129

was the only study to conduct a cost-effectiveness
analysis. All the other studies are most appro-
priately described as cost analyses, although 
Olds and colleagues51 used the term cost–
benefit analysis to describe their evaluation. 
In a limited sense this definition is also appro-
priate, but as the study adopts only a restricted
perspective of Government savings it falls short 
of a full evaluation of monetary costs and 
benefits, and it is best described as a 
cost analysis.

Brown129 constructed a decision model in a 
UK setting to compare the cost per infant of a
range of options involving the use of a health
visitor for screening infants (10 months or
younger) for hearing loss. (More recent work 
on screening for hearing loss is discussed in
chapter 6 in the section entitled ‘Screening for
hearing loss in the first year of life’, page 224.) 
A decision model is a technique whereby the
possible decisions and related outcomes 
associated with care programmes (in this case 
false- and true-positives and negative cases from
alternative screening programmes) are mapped,
and probabilities and costs are attached to each
possible outcome. The data for the model can be
derived from prospective or retrospective data
collection, or from secondary sources such as a
meta-analysis of published data. In the Brown
study, data were obtained from a prospective

cohort of children up to 8 months old born
between 1985 and 1986. The cost-effectiveness 
of the alternatives was measured by comparing
costs per infant, taking into account the
effectiveness of the options in identifying true-
positive and true-negative cases. In this study 
the conventional policy involved a health visitor
inviting parents to bring their infants aged 
8–9 years old for screening at the clinic 
(primarily) or at home. This ‘population’
approach was found to be less ‘cost-effective’ 
(i.e. had a higher cost per infant) than for a 
‘high-risk infant’ screening option whereby 
a health visitor and colleague would screen 
infants at 10 months at the clinic only if 
concern about hearing is expressed at the 
infants’ development assessment. An option
involving a clinical medical officer and colleague
produced a similar expected cost per infant.
However, none of these options held much
advantage in cost-effectiveness over a no-
screening policy. Tests of statistically 
significant differences were not conducted.

The now rather dated study of Yanover and
colleagues175 based at a US medical centre
concluded that the Family Centered Perinatal 
Care program (for low medical risk mothers 
and infants), of which home visits by a perinatal
nurse to teach parentcraft and provide health
surveillance was an important component, was
“economically feasible, and highly acceptable 
to our patients”. The authors stated that the 
costs of the programme were offset by savings 
due to reduced inpatient care costs from early
mother and infant discharge. In addition, 
clinical morbidity indicators and satisfaction 
with length of hospital stay outcomes were 
better for parents receiving the programme.

Brooten and colleagues,45 10 years later, reported
for a US hospital substantially lower inpatient and
physician costs for parents and infants receiving 
a home visiting service. However, they found no
statistically significant difference in outcomes 
(i.e. infant development scores, child abuse 
levels, failure to thrive levels, foster placements)
relative to those not receiving this service. The
home visiting service involved nurse home visits
targeted at parents (specifically mothers rather
than fathers) of low birth weight infants. This
service involved initial contact during hospital-
isation to promote the parents’ interaction with
the infant, followed by nurse home visits once the
infant was discharged to coordinate care services,
provide advice and check adequacy of the home
facilities for the care of the infant.
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The study of Hardy and Streett47 reported net 
cost savings for a home visiting service provided 
as part of the Federally funded Comprehensive
Child Care program based at the John Hopkins
clinic in Baltimore, USA. This involved the
provision of information on parenting and
childcare skills to low-income black women 
with healthy infants by a middle aged, college-
educated black woman (the ‘health visitor’) 
who had lived in the parents’ community. 
The mother was visited in the first 3 months 
of the infants’ life and followed up for at least 
10 months. Educational calendars and advice
booklets were distributed by the health visitor 
as part of the service. The cost savings were
primarily achieved through lower utilisation of
inpatient and outpatient care by the women
compared with a control group who did not
receive the service. Lower levels of infant abuse
and neglect were also found compared with the
control group. The differences in utilisation and
infant abuse were statistically significant using
Student t or χ2 tests, but cost differences were 
not statistically tested.

Olds and colleagues51 conducted a more
substantial economic evaluation of the costs 
and benefits to the US Government of alternative
health visiting services for mothers and their
infants. The service they evaluated was targeted 
at teenage, unmarried and generally poor 
mothers living in a semi-rural location with 
their first child. Two services were evaluated: 
one with the infants visited nine times (once 
every 2 weeks for 1.25 hours) on discharge from
hospital, and the alternative was visits initially 
every week but decreasing in frequency over 
a 2-year period. The visits consisted of parent
education about infant development, advice 
on other family members’ involvement in infant
care and coordination of family members with
related health services. Both services were
compared with a programme of screening 
infants for sensory and development problems 
at 1 or 2 years of age followed by referral to
specialists if necessary. At 48 months follow-up 
the reduced Government expenditure on health
and welfare programmes did not offset the costs 
of the most expensive health visiting service 
(the 2-year follow-up) for the whole sample, 
but produced a net cost saving for mothers 
with a low income. The reduction in Govern-
ment expenditure increased over time up to 
the 48-month study period (these savings were
tested for statistical significance, with significant
differences found for the low-income sample 
but not the whole sample at 48 months). In

contrast, the nine-visit health visiting service 
did not produce substantial savings and had 
higher net costs over the whole time period.

The only economic study to assess the use of a
health visiting service other than for infants was 
a pilot evaluation of a home health intervention
(PREP) provided from a USA health maintenance
organisation.120,153 The service provided support 
for family members caring for frail elderly 
relatives. It involved a nurse making visits over 
a 3–6-month period to the family to assess and
treat the health problems of the care receiver 
and associated problems faced by the caregiver,
provide general medical advice, initiate a ‘keep-
in-touch’ system to ensure the family would alert
the nurse to further health problems, and help
develop a long-term therapeutic relationship 
with the family. A cost analysis for a 3-month 
study period of the direct costs and cost
consequences (i.e. hospital and institutional 
care costs) of clients of the PREP system com-
pared with those receiving conventional home
health services provided by a health mainte-
nance organisation (not clearly specified)
identified a substantially lower cost for the 
former. However, as this was a pilot study 
with only a small sample size the difference 
was not statistically significant. Similarly, 
better outcomes across a range of indicators 
were identified for the PREP patients, but
differences were not statistically significant.

Evaluation criteria applied to
review the economic studies
An overall assessment of the quality and policy
usefulness of the economic studies included in
Table 31 can be made by reviewing them according
to the scope, generalisability and comparability
criteria introduced earlier.

Scope
The scope of the studies for a UK decision-
making context was limited in that all with the
exception of Brown129 had a USA setting. Miller
and colleagues,153 focusing on elderly people 
and their family carers, was the only study to
evaluate the use of health visitors for any client
group other than parents and young infants. 
The objectives and types of intervention for 
each study programme for parents and infants
were broadly similar, although Brooten and
colleagues,45 Hardy and Streett47 and Olds 
and colleagues51 focused on poorer, less well-
educated parents. All the studies except 
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Brown129 demonstrated favourable economic
outcomes for the health visiting services evaluated.
In most cases this was demonstrated through 
cost analyses, conducted from the health service
provider perspective whereby only the hospital 
and health service savings (for the studies of
Yanover and colleagues,175 Brooten and
colleagues45 and Hardy and Streett47) or lower 
cost and cost consequences (for the study of
Archbold and colleagues120 and Miller and
colleagues153) for the health visiting services 
were estimated. A more extensive cost analysis 
was undertaken by Olds and colleagues51 from 
the perspective of government expenditures,
covering a wide range of health and welfare 
costs. The results from this study demonstrated 
the economic benefits of the home visiting 
service for the lowest income subset of the 
study sample, so that it can be implied that a
programme targeted at this group would be 
both financially advantageous to the public 
sector and have potential benefits in terms of
equity. The study of Brown129 demonstrated that 
the use of health visitors to screen infants for
hearing loss had no economic advantage
compared with a no screening policy, implying 
that their skills are not most efficiently utilised 
in this type of service. This study had the 
most comprehensive costing of the studies
reviewed – it was closest to a societal perspective
because a full set of health service costs and 
patient time and travel costs were included.

A full economic evaluation of a health visitor
service for families, elderly clients and caregivers
undertaken from the perspective of society
includes the direct costs to health and social
service providers, and costs of time and expense
incurred by the service users, whilst the potential
benefits cover reductions in health and social care
costs, caregiver time and expense saved, and
indirect benefits from the increased social and
economic participation of the service users. As an
example, a wide range of potential direct and
indirect benefits associated with health visiting
services for children from the perspectives of 
the children, parents and taxpayers/health 
and social care agencies (combined repre-
senting a society perspective) are illustrated 
in Table 32 (which is derived from Barnett,222

but none of the studies reviewed approached 
this level of detail).

As our literature search demonstrated, despite
their potential usefulness for resource decision-
making, no complete CBA (or cost–utility 
analysis) of health visiting services has been

conducted. This may be due to the practical
difficulties associated with such studies, whereas
cost analyses are relatively simple to conduct. 
As a compromise, CBA could be used as a
systematic framework for the economic evalu-
ation of health visiting services through the 
explicit listing of costs and benefits that can
not be quantified with sufficient precision. 
For example, in an evaluation of a health 
visiting service for children, quantification 
of as many of the benefits in Table 32 should 
be undertaken, whilst other benefits can be 
listed with qualitative assessment of their 
relative importance.

Generalisability
The use of RCT study designs by four of the 
six studies in Table 3145,47,51,175 improves their 
rigour by minimising bias and enabling the
assessment of statistically significant differ-
ences in the outcomes and economic results 
(i.e. high internal validity). In all cases, the 
RCTs were pragmatic in design, so that whilst 
some internal validity is sacrificed, for example
owing to a lack of blinding of service users 
and investigators, each had real practice 
relevance (i.e. high external validity) by 
evaluating costs and outcomes in actual 
practice settings. However, the use of a USA
setting, with different health visiting service
configurations and structures, limits somewhat 
the generalisability of these studies to UK 
or European contexts. However, whilst the 
actual size of cost savings may be different 
in the UK, at a more general level it is
probable that a reduction in hospital stay 
is also possible for the UK.

The PREP service for elderly clients and
caregivers120,153 adopted a quasi-experimental 
study design, which involved allocating clients 
to the intervention service and a control group 
but without randomisation. This approach can 
be a practical and robust study design for 
health promotion interventions, including 
health visitor services, if it proves difficult for
whatever reason to randomly allocate individuals 
to different groups.216,223 However, as this study 
was a pilot and only involved a small sample 
of 11 families in each group it was not possible 
to interpret the robustness and generalisability 
of the quasi-experimental design chosen. 
Indeed, the authors stated that a sample of 
about 400 families would be needed to have
sufficient power to detect a statistically 
significant difference in the main 
outcome indicators.
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TABLE 32  Outcomes for the economic evaluation of a health visiting service: potential benefits of health visiting services 

Child’s perspective:

• Participation in home visits, which may be enjoyable, interesting and stimulating

• Better relationships and interactions with parents

• Improved health as a result of better care, reduced abuse and neglect, and fewer accidents, for example:
– Reduced neonatal and infant mortality
– Improved birth weight and gestation
– Fewer birth complications
– Improved nutritional status
– Improved health status
– Fewer injuries
– Less disability and developmental delay
– Fewer repeat hospitalisations and acute care visits
– More regular access to primary healthcare services such as immunisations and health checks

• Improved development (primarily cognitive but also social and emotional) as a result of health visiting activities and/or better parent–child 
interaction which, over time, results in increased educational success and greater social adjustment, for example:
– Less disability and developmental delay
– Better school attendance
– Greater academic ability and achievement
– Less need for special education
– Less crime and delinquency
– Increased educational attainment
– Higher quality community participation and leisure
– Better family relationships 

Parent’s perspective:

• Better relationships with and support from other family members, greater confidence in and satisfaction with parenting

• Improved health as a result of better care, for example:
– Fewer birth complications
– Improved nutritional status
– Improved health status/less illness

• Increased education and training

• Improved household management

• Increased employment and earnings

• Increased socio-economic status and self-sufficiency

• Improved timing and spacing of births, possibly with reduction in the number of children

Perspective of government/taxpayers, health and social care providers:

• Reduced government expenditures (including administrative costs), for example:
– healthcare
– Education
– Social Services
– Welfare payments
– Criminal system

• Increased tax revenues

• Decreased social problems, for example:
– Poverty and economic inequality
– Crime and delinquency
– Teenage pregnancy and unwanted children
– Child abuse and neglect

• More competent and fully participatory fellow citizens

Source: derived from Table 2 of Barnett222



Health Technology Assessment 2000; Vol. 4: No. 13

197

Finally, Brown129 was the only study conducted 
in a UK context and the only one to use a
modelling approach (using a technique known 
as decision analysis) to conduct the economic
analysis. This represents a relatively inexpensive
research design, which allows exploration of the
costs and cost-effectiveness of alternative options,
the importance of each cost item and outcome
probabilities. It has been argued that a modelling
approach could be used as a first step in the
economic evaluation of a health technology to
help plan cost-effective primary data collection 
in a subsequent RCT.224 A contentious issue is
whether results from modelling exercises such 
as that performed by Brown should directly 
inform decision-making, owing to the large
amount of assumptions concerning the costs 
of screening and treatment, and secondary 
data used.

Comparability
Although four of the six studies reviewed above
have used RCTs (seen as the gold standard for
economic evaluations) and five have undertaken
cost analyses, there are still limitations to the
comparability of the study results. This is due to
differences in the perspectives adopted and the
range of costs and outcomes included. In all 
the studies the cost estimates are comprehensive
and appear reliable according to the perspective
adopted, although the (partial) use of provider
charges in the study of Brooten and colleagues45

is recognised as a weakness by the authors. In
general, charges overestimate true costs in the
USA.225 Brooten and colleagues45 state they 
only estimate savings in inpatient and physician
utilisation using charges for these services, and
estimate an actual cost for the health visiting
service. Hence, in practice, any savings actually
realised may not have been as large as they
estimated. A potentially useful distinction in 
the cost consequences for the health visiting
service for frail elderly people and their care-
givers was made by Miller and colleagues.153

This covered the ‘costs offset’, which included
hospital, a long-term care institution, ambulance
and pharmacy costs, and ‘costs induced’, which
covered medical supplies, outpatient services 
and community social services. This approach
differed to the other cost analyses, which only
focused on cost savings. This could allow a full
identification of savings related to the health
visiting service (costs offset) and additional 
costs generated (costs induced). The latter 
costs could be desirable if they lead to an 
improved quality of care and health benefits 
for service users.

A further limitation on the comparability of 
the cost results was that only two studies51,129

discounted future costs, despite this being 
relevant in the other studies. Discounting 
reflects individuals’ and agencies’ preferences 
to delay costs but to have immediate benefits.
Therefore, a fundamental economic principle 
is that all costs and savings occurring in the 
future are given a lower present valuation 
than current costs and savings. Studies that 
do not discount future costs/savings will
overestimate the true value of the costs of 
a health visitor service and, more likely, the
potential savings it can accrue. Even if studies
adopt discounting, the same discount rate 
might not be chosen. For example, Brown129

in the UK used a discount rate of 5% per 
annum for future treatment costs incurred 
after infant screening for hearing loss, whilst 
Olds and colleagues51 in the USA used a 3%
discount rate for future savings in Government
expenditures as a result of the health visiting
service. This difference reflects usual variations 
in choice of discount rate between the UK and
USA. To enable comparison the estimates 
would need to be recalculated using a 
standard discount rate.

In terms of outcomes, each study used a variety 
of measures to assess the effectiveness of the 
health visiting services, which limits an assess-
ment of the relative cost-effectiveness of services 
across studies. Olds and colleagues51 conducted 
a CBA and so did not estimate non-monetary
outcomes. Excluding Brown,129 all the other 
studies did not attempt to link directly the
outcomes to the net costs (costs minus savings) 
of the programmes. If the same outcome 
measure is used across studies then a direct
comparison of cost-effectiveness can be made 
by comparing programmes’ net costs per unit 
of outcome. Using a common measure such 
as the Bayley Scale of Infant Development180

(as in Brooten and colleagues45) or the 
Care Effectiveness Scale (as in Archbold and
colleagues120 and Miller  and colleagues153) 
would improve direct comparability of the 
relative cost-effectiveness of the alternative 
health visiting services across studies. The 
standard measurement of parents’ or caregivers’
quality of life or a measure of self-esteem across
studies would enhance comparability, although
none of the studies evaluated such variables. 
In addition, comparability could be enhanced 
if costs and outcomes were at least explicitly 
listed and related to the perspective of 
the evaluation.
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Conclusions on the cost-
effectiveness of health 
visiting services
Only tentative conclusions can be reached con-
cerning the cost-effectiveness of health visiting
services based on this literature review. Overall, 
the USA studies all concluded that the health
visiting services evaluated represented good value
for money owing primarily to the healthcare (or
Government expenditure) savings that could be
obtained. Even the pilot study of Archbold and
colleagues120 and Miller and colleagues,153 despite
finding no statistically significant differences in
costs and outcomes, concluded that the direction
of difference in favour of the health visiting service
warranted a larger scale evaluation to prove the
cost-effectiveness of the service. The use of an 
RCT design in most of the studies enhances the
reliability of these results. The modelling work 
of Brown129 was also comprehensive.

Despite the positive findings, several limits in 
the study methodology outlined above constrain
the usefulness of the study results for policy
decisions. In summary, the main methodological
problems are:

1. The limited scope of the studies, owing to 
the small number of studies identified and 
the USA context for five of the six reviewed.

2. The lack of a societal perspective in most
studies. Only Brown,129 to a limited extent,
adopted the perspective of the patient/client
in addition to that of the health service
provider or service funder/purchaser.

3. The emphasis on limited cost analyses rather
than full cost-effectiveness, cost–benefit or
cost–utility evaluations.

4. The limited extent to which outcomes are
linked to costs to enable judgement of the

relative cost-effectiveness. No measurement 
of key outcomes such as quality of life or 
self-esteem.

5. Non-standard use of discounting.
6. Lack of use of sensitivity analysis. This is a

standard technique in economic evaluations
for assessing the robustness of study results 
to uncertainty regarding cost, outcome and
discount rate estimates and assumptions. If 
an alternative feasible assumption regarding,
for example, elements of the cost of the 
health visiting service alters conclusions on 
its relative cost-effectiveness, then the results
lack robustness. Sensitivity analysis was not
employed in any of the evaluations, so it is 
not clear how robust the main economic
results were in each case.

7. Generally, limited comparability of the
reviewed studies. Ideally this can be 
remedied by the production of common 
cost per unit of outcome estimates. In 
addition or failing this, using economic
evaluation as a framework comparability 
can be aided by explicit listing of the costs 
and outcomes of the health visiting services
being evaluated.

Overall, there are few economic evaluations 
of health visiting services, with most conducted 
in the USA so only limited conclusions can be
drawn for the cost-effectiveness of such services 
in the UK. The cost analyses that have been
conducted demonstrate the potential for health
visiting services for children and families and 
for elderly patients and caregivers to produce 
net cost savings (in particular hospital cost
savings). This outcome could also be hypothe-
sised for the UK. It is necessary to assess this 
by conducting a more complete economic
evaluation using an RCT design in a 
UK setting.
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Background to the health visiting 
professional literature
Introduction: the research brief
Our brief was to review the effectiveness and 
cost-effectiveness of home visiting by health
visitors. This we have done in Part I of this 
report, focusing wherever possible on RCTs of
home visiting. However, most of the literature 
that met our inclusion criteria (see chapter 3)
comes from North America, predominantly 
the USA, which has a very different healthcare
system and underlying philosophical approach 
to preventive healthcare compared with the 
UK. For this reason, we considered it necessary 
in Part II of this report to discuss selectively 
some further British studies that did not meet 
the inclusion criteria for Part I, and to explore
further the underlying philosophy and goals of
health visiting. Whilst our discussion of the 
British literature, and the issues that it raises, 
is inevitably more discursive than our review of
controlled trials, we believe that the strength 
of our approach has enabled us both to evaluate
appropriately designed studies rigorously and, 
at the same time, to explore some of the issues 
and debates that are of most interest and 
relevance to a British readership.

The historical context
For more than a century since its inception in
Britain, health visiting and home visiting were
virtually synonymous. The service of house to
house surveillance established in 1867 by the
Ladies Sanitary Reform Association in Salford,
Manchester, employing a “respectable working
woman” to go “from door to door among the
poorer classes of the population to teach and to
help them as the opportunity offered” is generally
recognised as the direct antecedent of modern 
day health visiting.226 The subsequent history 
of health visiting has been that whilst over time
radical changes emerged in the accepted theories
of child-rearing and child development, which
health visitors were encouraged to convey, the
methods whereby they were delivered and
explained to individual mothers were almost
entirely face-to-face and almost always in the 

home environment.227 It is only in the past 
25 years, with the rise in management
philosophies, and emphasis on cost effectiveness,
that the value of the health visitor home visit has
come under systematic scrutiny. Resource
constraints, and an explicit acknowledgement of
the need to ration, mean that health visiting – like
every other health service – has to demonstrate its
benefits in order to justify its share of resources.
However, the British literature on health visiting
largely takes for granted home visiting as part of a
service that also incorporates work in community
health clinics and general practitioners’ (GPs’)
surgeries. The British literature is descriptive of
work in the community, which naturally crosses
domestic and organisational boundaries, rather
than of empirical studies designed to compare the
value of the home visit with some other method 
of achieving the same objective. Hence, most of 
the British literature is ill-suited to answering
contemporary questions about the effectiveness 
of home visiting, and it is for this reason that 
our main literature review (see Part I) has had 
to rely on overseas studies of effectiveness.

The policy context
The British literature must be viewed for what 
it tells us about the policy context of health 
visiting practice. In this respect, British health
visiting can be seen as a lens through which to 
view the various tensions that have arisen, and 
still persist, in British health policy. These tensions
include: the relative value placed on primary, as
opposed to secondary and tertiary, preventive 
care; the value of universally provided services
versus those that are targeted and specialist; 
high technology, acute institutional healthcare 
as opposed to GP and community health services;
and the liberty of the individual versus the right of
the state to intervene, particularly in families with
young children. Health visiting tends to mirror
these tensions because of its long history as a
vehicle for conveying to families at an individual
level institutionalised social norms and values
concerning methods of child-rearing and family
life. In this chapter, we attempt to draw out these
wider policy implications of the British literature
on health visitor home visiting. The section

Chapter 6

A selective review of the British 
professional literature
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entitled ‘Health visiting and the uptake of 
services’ (page 221) demonstrates how, during 
the past decade, wider policies for CHS (page 222)
have impacted on health visitors’ traditional role
and function. That health visitors occasionally try
to resist this normative function is evident in some
of their own writing, especially when they feel that 
certain expectations of them are inappropriate 
for particular families within their care. But 
more often, the competing expectations placed 
on health visitors are conveyed indirectly in
accounts of changes in service provision, and
health visitors’ responses to the conflicting
expectations placed on them.

The wider policy context is crucially important 
in the papers written both by health visitors 
and by non-health visitor academics who have
undertaken research into health visiting. These
papers make a major contribution either to the
theoretical analysis of the health visitor’s role, 
or to unravelling some of the tensions that the
health visitor experiences in day-to-day practice.
The sections on health visitors’ work with
depressed mothers (page 210), child protection
(page 213), childhood unintentional injuries 
(page 219), as well as CHS (page 222) contribute
particularly to an understanding of how health
visiting may be constrained by its policy context.
The role conflicts currently experienced by 
health visitors in trying to meet the competing
expectations of their own professional ethics and
the expectations of a variety of agencies, from their
own employers to society in general, are well
illustrated in these papers. Of most concern is 
that there is no evidence that these papers have
been followed up either by the commissioning 
of further research, or by policy action on 
the problems identified.

The content of the 
professional literature
The professional literature on health visitor 
home visiting differs in several important 
respects from the work considered in the
systematic review sections of this study 
(see chapter 4). First, the professional 
literature is derived (with one exception taken
from the Republic of Ireland) from UK sources, 
and addresses issues arising from the uniquely
British context referred to above. Secondly, 
the professional literature is written mainly 
from the perspective of practitioners’ direct
experience with the processes of development 
and the delivery of services. Some of this 
literature ‘opens the process black box’ of 
how health visitors go about their work in a 

micro-context. In particular, in reviewing the 
17 health visitor higher degree theses (page 226),
one is struck by the wealth of detail that these
contain on health visiting practice. In the 
context of these higher degree theses, it is
remarkable that questions are still asked con-
cerning ‘What do health visitors do?’. 

However, many professional accounts also 
take for granted that the reader understands 
what goes on in a health visiting/client 
encounter. The literature still contains too 
much that is poorly documented and understood
concerning successful and unsuccessful health
visiting. Apart from the health visitor theses, 
the professional literature is also more likely 
to be concerned with the health visiting of
individuals or groups with special needs 
which the health visitor will try to meet not 
only through work undertaken in the home, 
but also in other settings and in collaboration 
with other workers. The three sections entitled
‘Health visiting with individuals and groups 
with special needs’, ‘Health visiting and child
protection, domestic violence and childhood
injury’ and ‘Other aspects of the health visitor’s
domiciliary role’ (pages 202, 213 and 226,
respectively) are concerned entirely with issues
related to health visiting and special needs. This
literature rarely makes clear how health visiting
involving secondary or tertiary prevention is
prioritised within the health visitor’s wider remit
for primary prevention through the universal
visiting of all families with preschool children.
Health visitors might argue that it is through
primary preventive visiting that secondary and
tertiary needs are identified; however, this 
process is rarely made explicit in the 
professional literature.

A minority of the papers included in this 
review are written from the perspective of 
what more health visitors could do, either 
by extending their role (e.g. to include the 
elderly more systematically within their remit 
(see ‘Homelessness and the elderly’, page 204), 
or by being more focused or team-oriented 
(a frequent recommendation made in official
inquiries into child abuse) in order to achieve
greater effectiveness. Some of these exhortations 
to health visitors made predominantly during 
the 1980s seem to be unrealistic given the 
resource constraints to which the health visiting
service has been subject increasingly during 
the 1990s, and given some of the moral and 
ethical dilemmas to which they have 
given rise.



Health Technology Assessment 2000; Vol. 4: No. 13

201

In the accounts that follow it is apparent that
health visitors’ effectiveness in identifying and
meeting health needs is crucially and inevitably
linked to the wider community’s willingness or
ability to address the problems that health 
visitors identify (e.g. the homeless; see ‘Health
visiting with homeless families’, page 203). If that
willingness is absent then it is clear that the health
visiting service can only achieve so much in the
absence of wider policy initiatives. Reference in
these accounts to the importance of support from, 
and links between, key voluntary and statutory
agencies in developing services for special 
groups, or in their accepting referrals from 
health visitors, is notable. Also noticeable is 
how frequently these professional accounts 
refer to the existing framework of the law in
facilitating or constraining families’ access to
healthy lifestyles, and to health and other 
services. The needs of particular groups within 
the community, for example of traveller families
(see ‘Health visiting with traveller families’, 
page 202), or women subject to violence 
(see ‘Health visitors and domestic violence’, 
page 217) are cases in point.

Finally, the range of professional literature is 
vast and covers diverse subject areas. Identifying
the boundaries of this literature is problematic 
in itself. In addition, it was felt that even had the
resources allowed, carrying on endlessly would
have added little to the general conclusions that
can be drawn. As in qualitative research there
comes a point in a review of this nature where 
no new analytic categories emerge and ‘data
saturation’ is reached. The review of the
professional literature is therefore 
necessarily selective.

Methods, inclusion criteria and 
points of procedure
The professional journal Health Visitor was hand-
searched between 1982 and 1997. Reference lists
and other sources were scanned and potentially
relevant articles retrieved. PhD theses were identi-
fied through a search of the Index to Theses
(www.theses.com) from 1980 to 1997. A selection
of Masters degree theses was identified through
personal contacts. Excluded literature, including
higher degree theses, are listed in appendix 3.

Four points of procedure were observed when
reviewing the professional literature. First, as 
has already been noted, not all of the literature
specifies that health visitor interventions were
necessarily carried out in the home. Examples
would be the visiting of travellers on site,

identifying need, and then arranging for 
some services (such as immunisation or family
planning) to be taken directly to the group in
need; or a specialist health visitor for children 
with special needs meeting a mother in a child
development clinic, identifying a problem and
then engaging in appropriate follow up; action
that might include a home visit, or referral to 
the family’s generic health visitor. However, the
project’s brief, together with the scale of the
available literature, has meant that wherever
possible the review has been confined to inter-
ventions that focus on home visiting. Neverthe-
less, this strategy raises a false dichotomy in
assessing health visiting practice and inevitably
excludes important related aspects of health
visitors’ work, for example in clinics involving 
a range of child health services such as develop-
mental assessment and advice-giving for 
parents, educational and self-empowering 
work with groups, and in community 
development activities.

Secondly, it is assumed in the literature that we
have reviewed that the rationale for the health
visitor’s role and interventions is based on the 
four principles of health visiting identified by 
the Council for the Education and Training 
of Health Visitors,228 namely, that the health
visitor’s role involves:

• the search for health needs
• stimulation of the awareness of health needs
• influence on policies affecting health
• the facilitation of health-enhancing activities.

Agencies which assert that the health visitor 
should be undertaking other activities fail 
to identify the extent to which these would
compromise the ethical basis for a role defined 
in the above terms (especially the voluntary 
nature of the health visitor’s access to the home),
and also the degree to which other workers hold
the defined responsibility for other activities.

Thirdly, from our selection of papers from 1982
onwards, changes in health visiting practice over
just 15 years are sometimes very evident. We have
noted in passing where we have felt that these
changes could be observed in papers written a
decade or more apart. However, this is not a
historical document and probably much more
could be written from this perspective in a 
paper with a different purpose.

Finally, as this initial section has described, our
major concern in conducting this review has 
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been to review not only the scope of domiciliary
health visiting practice but also to identify some 
of the problems and policy issues, in addition to
the benefits, to which it gives rise.

Health visiting with individuals
and groups with special needs
Health visiting with traveller families
Health visiting has long been associated with 
the provision of services for traveller families, 
yet health visitors’ work with travellers is an 
aspect of ‘home visiting’ that does not feature 
at all in the studies included in the systematic
review (see chapter 4). A feature in the Nursing
Times (1982) entitled ‘On the road: reflections 
on travellers and their families’ describes the
traveller families’ nomadic lifestyle in which 
access to regular medical attention and to
schooling were seen to be two important, inter-
related problems. Two initiatives are outlined in
the feature. First, Patterson229 describes issues
concerning two groups of travellers in the 
Oxford area, the Romanies and Irish ‘tinkers’,
from the educational perspective of a teacher 
in charge of a mobile school for travelling
children. In a talk to nurses, paediatricians and
medical students, Patterson pointed out how the
bureaucratic, time-framed institutions of modern
medical care were inappropriate for populations
who were frequently illiterate, had no sense of 
time schedules, and yet, because of their living
conditions, were greatly at risk of impaired 
health and, particularly for children, 
serious accidents.

In a related paper in the same issue, Self230

describes the establishment, with the Save the
Children Fund support, of a health visiting 
service for travelling families in the Great
Yarmouth and Waveney Health District. The 
aim was to provide appropriate services consisting
of full home health visiting with an identified 
key worker to the families during their summer
stay in the area. In all, 27 families were visited 
over a 6-month period, although the majority
stayed for only between 1 week and 3 months. 
A mobile clinic was provided on site where 
family planning, ante- and postnatal care, and
preventive child health services were offered 
and taken up. A total of 19 immunisations were
reported as given, 21 developmental assessments
carried out, and three GPs who were prepared 
to provide medical support were enlisted. In
addition, dietary and home safety advice was 
given, together with advice on the care of the 

sick and disabled children who were identified
during visits. Support, requested by the health
visitor key worker, from the local council in the
provision of running water and rubbish disposal
facilities had not at that time proved to be forth-
coming. It was proposed that the health visiting
service would continue to become available as 
and when the need was identified by the 
presence of travelling families in the area.

A similar specialist health visitor service 
established in 1980 with the Save the Children
Fund support for travelling families in East
London was reported in Health Visitor in 
1983.231 Working in her capacity as a multi-
qualified nursing professional, Lawrie extended
her role, with GP agreement, in order to provide
appropriate interventions for need as and 
when identified. Here was a nurse practitioner
operating in everything but name. A wide 
range of health needs was identified, including
environmental hazards, and efforts to work 
inter-sectorally were reported. In the first year 
of contact 93 families were encountered. 
Following a case of poliomyelitis in a traveller
child, 339 people were immunised on site 
within 4 days, and 82% of travellers known 
to be in the area were commenced courses 
or had booster doses.

A health visiting project with travellers in 
Walsall, also with the Save the Children Fund
support, was reported in 1993.232 The 9–10-year
time interval between this initiative and the sets 
of papers referred to above demonstrates how 
far thinking had progressed on the provision of
appropriate services for travellers in almost a
decade. The title of ‘The Partnership Project’
reflects the objective of the Walsall project to 
focus on consumer-centred services, and success
can be estimated by the report that the turnout 
for clinics was so high that young traveller women
were taken on and trained by the Save the
Children Fund to take an active role in the 
clinics as play workers. Illiteracy was again 
reported to be a major problem, but in this
scheme an inter-authority health group had 
been established with traveller representation 
to look at ways in which appropriate health
promotional material might be presented, 
for example using video material.

The Partnership Project in Walsall also involved
alliances between teachers and health profes-
sionals, and work by both groups, particularly 
on the local authority permanent sites which 
had by then been established, was designed 
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to be mutually reinforcing of the services 
offered by each group. Services had also been
broadened and included visits on site by dentists
and chiropodists, and a women’s group had 
been established at the clients’ own request. 
In addition to meetings to discuss topics such 
as diet and appropriate nutrition, health and
safety, and family planning, a local authority 
tutor was appointed to help with the women’s 
self-perceived needs for literacy development.
Helen Reynolds, the health visitor key worker, 
also referred to a crucial aspect of her role in
educating and trying to reduce prejudice 
amongst other health professional groups so 
that travellers’ needs would be met appropriately
in other areas and situations such as attendance 
at GPs’ surgeries and hospital accident and
emergency departments.

In an associated paper in the same issue of 
the Nursing Times, Rose233 reports on similar
initiatives and service uptake in Dorset, again 
with the Save the Children Fund and Maternity
Alliance support. Rose had written a book for
Dorset Health Authority called Romaneskona – 
Gypsy Way, describing traditional gypsy attitudes 
to health, hygiene and healing. She points out 
that as a group, travellers’ health status brought
them within the range of targets outlined in 
‘The Health of the Nation’,234 but observes 
that the ‘inverse care law’ seems to apply, i.e. 
those in most need of healthcare are the least
likely to receive it. Rose observes that the then
proposed reform of the 1968 Caravan Sites Act 
was likely to result in travellers being denied 
access to safe, satisfactory, permanent and
temporary stopping places, housing, 
education and health services.

That work with travellers continues to be of
importance is highlighted in Anderson,235

who reports on a study that compared the 
views of young traveller families living in rural 
and urban areas of Leicestershire with parents
from two contrasting settled populations. 
The study highlights the continuing health 
and educational needs facing the groups of
travellers in both rural and urban areas, in
particular the management of common medical
problems. There was an identified need for access
to health information and healthcare. A frequent
request from traveller families was for a nurse 
who they could trust and who would visit and 
talk with them. Following the study, a specialist
health visitor was appointed to begin to address
the low levels of uptake of health services 
amongst these populations.107

Health visiting with homeless families
In November 1986, Health Visitor published 
two accounts of health visiting with homeless
families. Drennan and Stearn236 reported on a
national survey of health visitors’ contacts with 
the homeless. Carried out by the Health Visitors’
Association (HVA) and Shelter, 118 HVA centres
throughout the UK were contacted, with a 
51% response rate (61 replies). A total of 74% of
responding centres had health visitors who were
visiting homeless families in hotel accommodation.
Health visitor/homeless contacts were widely
spread across the whole country with the densest
concentrations of homeless families in inner-city
areas. Many centres with notable known numbers
of homeless families (in central London and the
south east of England) did not respond to the
survey, thus excluding findings from some of the
areas known to be worst affected. This study was
unusual in covering the range of health needs
found in this specific group of families as
identified and reported by root and branch
members of the HVA working across the UK. 
The following findings cannot therefore be
attributed to a special project or specialist 
category of health worker.

Centres reported emotional and mental 
health needs identified amongst homeless adults 
as follows: stress, anxiety, postnatal depression,
relationship breakdowns, anger, violence, 
feelings of inadequacy and hopelessness, and 
high numbers of attempted suicides. Amongst
children, emotional and mental health needs 
were reported to include: depression, behavioural
problems, poor sleep patterns, poor eating 
habits, over activity, bed wetting and soiling,
extreme and frequent temper tantrums, 
difficulties with toilet training, and aggression. 
The effects of parents’ emotional problems, 
under-stimulation, overcrowding and lack 
of play space were reported repeatedly to be
affecting children’s physical and emotional
developmental progress.

A second area of reported need was the high
incidence of infectious disease amongst homeless
families. Overcrowding, the absence of hot 
water, and shared toilets and baths were all
reported to be contributing to the high incidence
of endemic diarrhoea and vomiting. Damp
accommodation, together with long periods 
spent of necessity out of doors, resulted in a 
high incidence of upper respiratory disease
amongst babies and children. Epidemic diseases
such as measles, chicken pox, mumps and 
rubella, together with parasitic infestations 
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such as scabies, lice, fleas and bed bugs spread
rapidly through families sharing bed and 
breakfast accommodation in the same hotel.

A third identified area of need was safety. 
Two-thirds of respondents reported the relatively 
high incidence of accidents to small children
amongst the homeless. Frequently reported
hazards included: unprotected gas and electric
fires, worn flexes, unsafe stairs, kettles and 
gas rings on the floor, non-functional fire
extinguishers, windows nailed down, and the
absence of fire escapes. The situation was 
summed up by health visitors in Burnley as
“Overcrowding in rooms, children sleeping 
in bedrooms with people known to smoke 
in bed, often ex-psychiatric patients”.

A fourth area of concern was the level of
malnutrition seen in adults and children 
because of their living conditions. The absence 
of cooking and refrigeration facilities in most
hotels meant reliance on takeaway meals
supplemented by illicit cooking. There was 
a lack of facilities to prepare milk feeds and 
a high incidence of low birth weight babies. 
Weight loss in adults was common.

Health visitors’ attempts to provide a range 
of health visiting services were reported to be
frustrated by the lack of notification of homeless
families’ placement in hotels by local authority
housing departments. Families were often
identified by chance. Drennan and Stearn236

report on the establishment of a joint code of
practice on standards and conditions in hotels
between the London Boroughs Association 
and the Association of London Authorities.
However, at the time of publication, there 
were clear discrepancies between authorities 
in terms of the code’s implementation.

In the same issue of Health Visitor, Lovell237

describes the setting up of a project in 
Bloomsbury in inner London in order to 
address issues similar to those described in
Drennan and Stearn’s survey.236 She describes 
in detail the difficult experience of trying to
establish a health visiting service for the homeless
in an inner-city area. Lovell concludes that 
the overwhelming need for health and social 
policy initiatives to overcome some of the 
problems that individual health visitors alone
cannot solve for homeless families, led her to
become politically much more active. She cites 
a range of local authority, professional and
voluntary agencies with which she became 

involved in order to influence policy, and suggests
that the next step might be to leave the health
field and step directly into the political arena.

Homelessness and the elderly: what more 
might be done by health visitors
Kelling,238 who highlights the slightly different
perspective of the older homeless person, 
suggests expansion of the health visitor’s role 
with the homeless elderly. He refers to an Age
Concern report239 which estimated that 25–30% 
of the homeless population in London were 
aged over 50 years. Kelling argues that an 
increase in health visiting services could help 
to play a vital role in the prevention of such
homelessness, which frequently results from
deteriorating physical and mental health, or
alcoholism. The loss of a home in the older 
person is often the result of a combination of
factors including discharge from hospital in the
absence of appropriate support services, difficulty
with money management, and loss of interest in
the upkeep of the home. Kelling proposes a
package of care for older people including health
visiting services in order to identify potential
difficulties before they reach a crisis stage.

The contemporary relevance of professional
accounts of health visiting and homelessness
Accounts of health visiting the homeless in the
1980s have a contemporary ring in 2000. Given 
the high incidence of emotional and mental 
ill health identified amongst homeless families,
and the need for a range of health and social
policy initiatives in order to produce effective
outcomes, it is of concern that the latest pro-
jections for ‘The global burden of disease’240

estimate that by 2020 mental ill-health will
contribute the second largest proportion of 
global morbidity. Yet mental ill health is a 
complex problem of bio-psychological and 
social origins for which no simple, medical 
‘magic bullet’ exists or is likely to be found. 
It is a problem for the twenty-first century, 
which will require complex political and 
inter-agency preventive interventions, 
as well as ameliorative or remedial 
solutions.

Health visiting and poverty: working
with vulnerable families
Blackburn’s specific work on health visiting 
and poverty241–243 has been influential in
developing and recommending strategies 
for health visitors to use when working with
families in poverty. Blackburn’s analytical 
work reflects the best practice, which can be
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observed in health visitors’ accounts of their own
work reported in the professional literature.

Blackburn observes that a two-way relationship
exists between health visiting and poverty. First,
because of their disproportionate experience 
of ill-health, the poor are heavy users of health
services, including health visiting. Secondly, the
nature of health visiting interventions influences
how families experience poverty and poor 
health. She argues that the provision of flexible,
responsive, non-stigmatising services can help
families cope with, and avoid, the worst effects 
of poverty and that, at its best, health visiting
challenges policy makers to develop strategies 
that reduce poverty. Direct strategies that
Blackburn recommends include: putting 
poverty on the central agenda of health visiting;
building team and inter-agency strategies for
poverty alleviation; monitoring and reporting 
the impact of poverty on families; preventing 
and alleviating poverty through familiarity 
with benefit systems, low-cost purchase schemes
and food cooperatives; reducing the isolation,
stress and powerlessness of poverty by acting 
as a family advocate with other statutory and
voluntary agencies; encouraging families to 
work together to overcome the forces that
contribute to their poverty; and always working
with families in non-stigmatising, sensitive and
supportive ways.

Finally, Blackburn argues that health visitors 
must reflect on the political dimensions of 
poverty and work for social change in a variety 
of ways; in professional practice:

• through social comment in their own 
localities on the basis of findings from 
their professional practice

• through knowledge of the appropriate
legislation and ensuring that health and social
policies do not exacerbate family poverty

• through ensuring that policy-makers work 
to provide health and social resources for
families in poverty

• through working effectively in local groups 
and transferring health visiting knowledge to
families so that they themselves can challenge
the social and economic causes of poverty

and as private citizens by:

• supporting and joining anti-poverty groups 
who work for the welfare of families

• supporting the anti-poverty strategies of
professional organisations and trade unions

• using their capacity as voters to lobby 
Members of Parliament, local councillors 
and policy makers.

Health visitors’ work in poverty profiling 
along the lines recommended by Blackburn 
has been reported in Nottingham,244,245 the Isle 
of Wight,246 Hillingdon247 and Bristol.248 The
importance of considering poverty indicators 
in more general health needs assessment is
reported in Bell.249

Health visiting and the elderly
A number of professional papers describe 
actual and potential health visiting services to 
the elderly. The majority reflects the approach 
of Brocklehurst,250 a geriatrician, whose view 
was that health visitors have an important role 
with the elderly. Just as Kelling238 of Age Concern
argued a decade later for a preventive health
programme to reduce the number of elderly
becoming homeless, so Brocklehurst saw an
important need for health visitors to engage 
in health education, the prevention of disability,
and the identification of unreported illness 
among older people within general practice. 
He envisaged a health visitor service being
provided on a routine basis for one half-day 
per week; calculating that if three older people
were seen in an afternoon, then 150 surveillance
interviews per annum would cover the popu-
lation of over 75s in the average GP practice 
(a substantial underestimate for the 
demographics of the new millenium).

Regional and national surveys of health visiting
practice with the elderly
Fitton,251,252 a health visitor tutor, reported 
on a regional survey of 111 community nurse
managers in 50 northern England health 
districts. The survey investigated (for the purpose
of developing health visitor training) whether
health visitors had a role with the elderly; what
formal policies for this service existed, and by
whom were they determined; what local practices
existed; and who influenced the priority given to
primary and secondary preventive care.

A response rate of 45 (90%) districts was 
achieved. Fitton found that over 90% of 
directors of nursing services respondents were 
of the opinion that the elderly were a part of 
the health visitor’s remit. However, a laissez-faire
attitude to policy was identified. It appeared that
the majority of managers believed that it was up 
to health visitors themselves to engage in the
search for health needs228 and to collaborate 
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with other health workers in health surveillance.
Despite their commitment in principle to 
health visitors working in health surveillance 
with the elderly, in practice the role was reported
by managers of health visiting services to be almost
invariably delegated. In all, 31% of health districts
employed assistants to health visitors, 51% school
nurses during the school holidays, 24% a ‘public
health staff nurse’ and 8% ‘public health enrolled
nurses’. Lay workers were employed in two
districts, and six other respondents specified
voluntary agencies.

Paradoxically, despite the claims of delegation
cited above, it was also claimed that in over 90% 
of districts, generalist health visitors visited the
elderly themselves; 80% of respondents reported
that health visitors were actively encouraged to 
do so, and in 66% of districts it was claimed that
health visitors followed their own inclination as 
to whether or not visit. Visiting the same person 
by two or more different categories of worker 
is not of course mutually exclusive. Indeed, a
worker undertaking delegated duties should 
report back any concerns so that the person
delegating can follow up appropriately. If the
health visitor led a team of assistants this would
make eminent sense. However, Fitton’s survey251,252

provides little evidence that services were organ-
ised in this way, or of the systematic management
of health visiting services for the elderly.

In 40% of the districts, a specialist health visitor 
for the elderly was employed, whilst those who 
did not employ such a worker saw little relevance
for this service. Attachment of health visitors 
to geriatricians for ‘liaison’ purposes was 
reported in 57% of districts.

Fitton summarises these ambiguous responses 
by reflecting: “One wonders whether the mass of
health visitors know that the ball for taking action
regarding the adult and elderly populations was
pushed into their court and left there without
fanfare in 1974.” (In 1974, local authority health
services, including health visiting, were integrated
for the first time into the reorganised NHS.)

Littlewood and Scott253 reported on a national
survey carried out in 1986 in order to determine
the developments taking place in general practice
involving district health authority-employed nurses
in screening the elderly. (It is not clear to what
extent such screening programmes involved home
visiting.) Community nurse managers in all health
districts or boards were sent two questionnaires
(one each for district nurses and health visitors)

requesting information on their staff’s involvement
in screening procedures with the elderly. Response
rates were reported to be 73% for England and
Wales, 87% in Scotland, and 100% in Northern
Ireland, Guernsey, Jersey and the Isle of Man.

More health visitors were identified as carrying 
out screening (57%) than district nurses (41%). 
A total of 8% identified geriatric visitors and 8%
clinic nurses involved in screening. The health
visitor was most frequently identified as the key
worker in screening programmes for the elderly.

Of the 147 positive responses to the question
concerning staff, 116 (79%) mentioned the 
health visitor. Medical practitioners were
mentioned by only 11 respondents, and then
always as members of a team.

There appeared to be a positive relationship
between the existence of formal policy or guide-
lines and the presence of a structured screening
programme. There was also an association 
between the use of geriatric visitors and
opportunistic screening programmes. Littlewood
and Scott253 conclude that, in the middle 1980s,
community nurses were playing a considerable 
role in screening the elderly. However, it was 
not clear who was making the decisions on the
kind of screening schedule being introduced, 
and why. They point to the then impending
introduction of the GP contract under the 
terms of the 1990 NHS and Community Care 
Act254 and conclude that a more detailed
comparison of screening programmes in 
general practice would be of value. This would
help to answer who was making the decisions 
to screen the elderly, and on what basis, whether
any evaluation was being carried out, and the
differential use of nurses’ time in screening.

Local reports on the development of services 
for the elderly
Subsequent reports to Littlewood and Scott 
on the development of local screening or
supportive services for the elderly include:

• a feasibility study of assessing the health needs
of 572 elderly persons drawn from one group
practice of seven GPs, three district nurses 
and four health visitors in a Wiltshire town255

• the development of an assessment tool for use
(apparently) by either district nurse or health
visitor in a GP’s practice on a large housing
estate in Glasgow256

• the delivery of an integrated package of 
health and social care to the elderly in 
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Upton on Severn by a social worker and 
health visitor, both of whom were attached to
one GP practice257

• home health visiting 102 elderly people after
discharge from geriatric wards of St Martin’s
Hospital, Bath, by a specialist health visitor.258

The first three papers255–257 appear to have 
been written either in response to, or in
anticipation of, the changes subsequent to 
the 1990 NHS and Community Care Act. The
fourth258 implies that the service was set up in
order to offer a specialist liaison facility between
geriatricians and community services for the
elderly (whether or not as a result of the failure 
of prior existing liaison services is not stated). 
It is impossible to know whether the reported
developments were sustained, evaluated or
replicated beyond their local base. Papers on
similar local initiatives prior to 1990259–263 have 
little current relevance for assessing the
effectiveness of health visitor home visiting 
for the elderly because they pre-date the
introduction of the new GP contract and 
their historical assertions of success based 
on small samples are untestable.

Health visiting services for ethnic minority
elderly people
One paper on health visiting services for 
ethnic minority elderly people was identified,264

which, like Kelling,238 asserts what health visitors
should provide for ethnic minority elders rather
than evaluating what is provided. Nevertheless,
Darby identified many potential health needs
amongst this diverse group of elderly persons 
for which there appeared to be little evidence 
of provision. A recent paper265 describes the
appointment in one part of London of a 
specialist health visitor with special responsibility
for South Asian elders, bringing her skills to 
their own settings and respecting their traditions.
Other services included the continuity of
interpreter services, and a consultant physician
willing to carry out specialist medical assessments.
A review of the health visitor’s first 100 clients
quantified the unmet needs that the service 
had revealed and assessed the value of the
procedures employed.

From this review of the professional literature 
on health visiting and the elderly it is apparent 
that Littlewood and Scott’s253 identification of 
the need for further research on the assessment 
of screening, and other preventive and supportive
health services for the elderly, is reinforced by 
the current absence of evidence.

Health visiting for families with children
with special needs
Generic health visitors’ caseloads have always
included a smaller number of families with
members with special needs. Traditionally, these
have been children with a variety of diseases,
and/or physical and/or mental disability living 
in a geographical ‘patch’ or on a GP’s caseload.
Individual health visitors in regular contact with 
a child with a particular condition could become
quite expert over time in all aspects of the child’s
management, and would frequently become an
invaluable support to the parents, as well as a
resource for her peers.266 With the routinisation 
of attachment to general practice has come some
formalisation of this previously ad hoc process,
together with the opportunity for health visitors
with particular expertise, or interests, to specialise
as the member of the primary healthcare team.
Within a health district, where the number of
similar cases has been relatively high, or a
geographical population has been sufficiently
concentrated to merit the cost of an appoint-
ment, specialist health visitors may have been
appointed on a district-wide basis for a range 
of conditions, or for particular services, 
sometimes with a team of nursery nurses for
support.267 This appears to be the situation 
in some health districts that provide child
development teams (CDTs).

Health visitors as members of CDTs
A study in 1990 of services for children with
disabilities, found that half of the 12 CDTs
surveyed included a health visitor.268 There does
not appear to be a more recent figure, or one
giving a national dimension. Nevertheless, this
study is of particular note because neither of 
the authors is a health visitor. Evaluation of the
service showed that parental responses frequently
referred to the specialist health visitor in the CDT
as the main source of help, as well as to health
visitors and GPs in the families’ primary health-
care teams. It was notable that parents in CDTs
without a specialist health visitor (or nurse)
commented on the absence of adequate support
and counselling. These parents turned instead 
to other workers whose services were already
seriously over-stretched (particularly therapists) 
or to preschool teachers or nursery nurses whose
knowledge of health problems and contact with
paediatricians was limited. Yerbury and Thomas
observe that direct services to parents of children
with disabilities provided by CDTs without health
visitors were seen to be seriously impoverished. 
The most frequently cited reason for the absence
of a health visitor was the refusal of professional
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line managers to provide health visiting support
for the CDT.

The HVA special interest group for health
visitors working with children with special needs
Sadler269 reports on the establishment of an HVA
special interest group of specialist health visitors
working with children with special needs. As well 
as providing valuable peer support, this group
could become the source of much needed
information on services for children with a
diversity of special needs. Sadler observes that
health visitors working specifically with children
with special needs tend to work in very different
ways across the regions. Little is known nationally
of these ways of working, nor how the services are
organised, the variety of conditions with which
health visitors become involved, the family needs
which they identify, or their own needs for
professional education and updating.

One member of the group, Ann Gatford,
commented in Sadler269 that at one time in the
early 1990s the health visitors’ role with special
needs children had appeared to be under threat.
However, recent resource constraints in other 
areas of community services had resulted in 
many health visitors being appointed as key
workers with special needs children.

The conditions with which children with 
special needs present are diverse, from a 
primary condition such as visual handicap, 
autism, or Down’s syndrome, to the many
associated secondary symptoms such as feeding,
sleep and behavioural problems. The triad of
support between the health visitor, affected child,
and other members of the family has never been
fully evaluated. There is an urgent need in future
for systematic studies of this work, which is
reported to be so highly valued by many of 
the affected members of the community.

Health visiting services and the
prevention of sudden infant death
syndrome (SIDS)*

The relationship between health visiting and 
infant mortality was the subject of considerable
debate and at least one controlled trial (with
apparently promising results) by some medical

officers of health in the early years of the twentieth
century (see Robinson: 36227). Research conducted
in Sheffield in the 1970s provided the first appar-
ently firm evidence of a positive relationship
between health visiting interventions and 
improved infant mortality rates. In Sheffield, the
isolation of variables by which infants at high risk 
of post-neonatal death could be identified led 
to a controlled study in which an intervention
group of high-risk infants, born in 1973 and 
1974, was followed up by specialist child health
visitors working directly with a paediatrician.270

In the intervention group, 3.2% of infants died
unexpectedly compared with 9.8% in the high-risk
group receiving no special care and 14.3% of a
further high-risk group whose mothers declined 
to participate. Only 1.6% of the low-risk group 
met with unexpected death. It is assumed that 
this specialist intervention worked at a number 
of levels (social support and education), but
particularly through the availability to parents 
by regular home visiting of a health visitor 
skilled in identifying a child at risk of life-
threatening disease, and with the resources 
to ensure an immediate referral.

At an earlier stage in the Sheffield study,
Protestos271 found that the single most powerful
indicator for identifying children at high risk 
of sudden infant death was whether mothers 
kept a clinical appointment given to them on
discharge from hospital: only 44% of high-risk
mothers kept the appointment compared with 
86% of controls. Emery272 pointed to this 
evidence when urging caution in the inter-
pretation of data taken from infants attending
normal follow-up clinics because their mothers 
are a self-selecting population who actively
cooperate with service providers.

The 1970 Department of Health and Social
Security confidential enquiry into post-neonatal
deaths273 and McWeeney and Emery274 both 
found that avoidable factors contributing to
sudden infant death included: parental inability 
to recognise severe symptoms; the amount of 
drive and persistence needed to obtain the 
services of a GP; and the failure of some GPs to
recognise a severely ill child. It may be inferred
therefore on the basis of this evidence that the 

* Paragraphs in this section contain material first published in: Robinson, J. An evaluation of health visiting. London:
Council for the Education and Training of Health Visitors/English National Board for Nursing, Midwifery and Health
Visiting, 1982: 37. At the time that the research for this study was carried out (late 1970s), risk registers for infants at
risk of SIDS had considerable support. As with other risk registers, subsequent research cast considerable doubt on the
validity of this assumption.
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‘at-risk’ population failed (for whatever reasons) 
to utilise child health services appropriately, 
and that health visitors working with the inter-
vention group in the Sheffield studies succeeded 
in reducing infant mortality by virtue of ‘reaching
the unreachable’ through home visiting with 
extra surveillance and/or support.270,275

At-risk registers. The idea of the infant ‘at risk 
of sudden infant death’ was incorporated into
policy on the use of at risk registers when
succeeding findings from the same series270,275,276

were taken in the 1970s and early 1980s as a 
basis for changing health visiting practice. Infants
identified a priori by means of a scoring system
were recommended, in those health authorities
where the system was implemented, to receive
intensive health visiting.

At-risk registers for infants, in general, had,
however, been introduced in some health
authorities in the 1960s as a means of identi-
fying infants who might be prone, for a variety 
of reasons, to developmental delay or pre-
disposition to disease. These general ‘at-risk’
registers had become the subject of criticism
before the Sheffield studies were begun, when 
it was found that they were not sufficiently
discriminating and a large proportion of 
infants who proved subsequently to be at 
low risk tended to be placed on them.277–279

Madeley,280 Madeley and Latham,281 and 
Madeley and colleagues282 later subjected 
at-risk registers for sudden infant death to 
similar scrutiny and criticism, and gradually 
the idea of at-risk registers for infants was 
quietly dropped in many areas. Universal 
visiting of all infants by health visitors who 
then identified infants ‘at risk’ on the basis 
of individual home visits and in need of more
intensive visiting was reinstated unofficially 
as the ideal, if not always the reality. As child
mortality rates in general fell, some unexplained
infant deaths remained and some areas still
reported using at-risk surveillance systems 
in the middle 1980s.283,284

The historical period in which these local 
policy shifts in respect of sudden infant death 
took place was also the time (late 1970s and 
early 1980s) of the rise in child protection 
registers for children at risk of abuse (see 
the section entitled ‘Theoretical and ethical
perspectives on health visitors’ work with 
child abuse’, page 214). No research has been
identified which has compared the legitimation 
of this historical concern for these different 

aspects of childcare and their incorporation 
into local and/or national policy directives. 
More recently, Appleton,285 in a national review 
of guidelines for prioritising families who need
increased health visitor support, identifies how
difficult it is to predict and target needs using
checklists. Yet she observes that there is continued
management and purchaser pressure for such
systems to be incorporated into contracts and
service specifications. Even an invalid checklist 
may be preferred to professional judgement 
(see also chapter 9).
New research evidence in the 1990s. More 
recent research has focused less on vulnerable
families’ access to child health services and 
instead has highlighted specific features in 
an infant’s contemporary environment which
predispose to risk of sudden death (or ‘cot 
death’); for example, sleeping prone, over-
wrapping and over-heating, parents’ smoking
behaviour, and lack of propensity to breastfeed. 
It is this more recent research that has required
health visitors to change their advice to parents 
in the routine management of their infant.286–289

Scott and colleagues290 reported evidence 
of this change, correlating a decline in infant
deaths in Fife between 1990 and June 1992 
with the percentage of health visitors reporting
changes in their advice-giving over the same
period. Scott and colleagues also report the 
factors that the health visitors claimed had led 
to a change in their advice-giving. They caution
that the circumstances which she reports warrant
more detailed study. However, it appears that 
the most influential source of information as 
a basis for changing practice and as reported 
by the health visitors themselves, came from
reading professional journals, which published
research findings such as those referred 
to above.

Health visiting to families following a sudden
infant death
Evidence for improving health visitor support, 
over time, for parents following a sudden infant
death can be identified from two sources. Watson
and Dimond291 report on a sequence of studies
from the 1970s to 1987 on the sources of support
for parents after a cot death. The health visitor
ratings for the most helpful source of support 
rose in 1985–87 to 45% from 35% in the 1970s
(other sources of support included GPs and
ministers of religion). Watson and Dimond 
observe that this rise was gratifying, and that
the later survey showed that health visitors 

were, for the most part, becoming increasingly
skilled at supporting bereaved parents.
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In an extensive study related to the Care Of 
the Next Infant project, Waite292 and McKenzie 
and Waite293 report on the first 2000 babies to
receive a very specific health visiting intervention
in a project established in 1988 with the support 
of the Foundation for the Study of Infant Deaths 
to help parents manage the consequences of
caring for the next infant born following a 
cot death. A range of home visiting services is
offered: listening; symptom diaries; weighing at
home weekly or daily; apnoea monitors; and
thermometers. The service was reported in 
1993 to be operating in 77% of community health
service trusts in England, Wales and the Channel
Islands, and had provided care to 2000 babies. 
A total of 1271 (64%) of parents responded to 
a questionnaire from which it was established 
that a weekly home health visitor visit was
requested by 97% of parents. Overall, the 
families received the equivalent of a home visit
every 8 days. The first visit usually took place 
when the baby was 2 weeks old, and 55% of the
babies were visited for at least a further 20 weeks.
The most helpful features of the visits were that 
the health visitor listened to the parents, went
through the symptom diaries with them, and 
gave advice on childcare. In all, 10% of health
visitors were unable to visit weekly, either through
pressure of work or parental non-compliance. 
A total of 4% of parents did not find that the
health visitor helped them at all, 2% found the
weekly visit too frequent, and 2% not frequent
enough. McKenzie and Waite conclude that 
health visitors have a prime role in the manage-
ment of children born to parents after a cot 
death. They claim that of “all the health
professionals, the health visitor is uniquely 
placed in being able to offer home visits, an
‘educated ear’, reassurance and guidance on
parenting.” A further paper from Plymouth294

reports on a local application of the wider 
Care Of the Next Infant project.

Health visiting interventions for
mothers with postnatal depression
Three studies modelled on the Holden and
colleagues’ controlled study54 of the effectiveness
of health visitor counselling of women with
postnatal depression are reported.295–297 The 
study by Holden and colleagues54 is included 
in the systematic review section (see chapter 4, 
the section entitled ‘Mothers’ psychological 
health and self-esteem’, page 42); however, 
in order to compare the studies reported 
here, a few comments on the methodology are
appropriate. Holden and colleagues54 screened 
734 women using the EPDS about 6 weeks 

after delivery. Those women with a score above
12/13 were then interviewed at home by a
psychiatrist using the Goldberg’s standardised
psychiatric interview and a repeat use of the 
EPDS about 12 weeks after delivery. A total of 
60 women were then found to be depressed 
using the research diagnostic criteria. Of these, 
26 women (treatment group) received a mean 
of 8.8 weekly counselling visits from their health
visitor who had been trained in Rogerian non-
directive counselling methods; 24 (controls)
presumably received normal services, although 
this is not stated. According to the research
diagnostic criteria, 69% of the 26 depressed
women receiving the intervention showed no
evidence of depressive illness 13 weeks after the
first psychiatric interview compared with 38% of
the 24 women in the control group, a statistically
significant result (p < 0.03).

Taylor,295 Cullinan296 and Painter297 all refer 
to the use of the EPDS as a means of identifying
the mother’s mental health state. However, in 
the rather variable reporting of these studies, 
the timing and method of administration of the
EPDS questionnaire appeared to vary. In general, 
it would appear that screening the mothers by
filling in the EPDS questionnaire with a health
visitor, and then discussing their mood state, was
regarded as beneficial in its own right. In other
words, it would appear from these three studies
that the EPDS was being used as a framework 
for a therapeutic intervention rather than
primarily as a diagnostic tool. Indeed, Painter
refers particularly to the benefits of the structure
for health visiting which completing the
questionnaire provides.

There is no reason to believe that this method 
of administration of EPDS could not produce 
a therapeutic benefit; indeed, Holden and
colleagues54 refer in the original paper to a study
which showed that a single interview can help
‘untreated’ clients.298 It is important to note,
however, that there is little reference in any 
of the three papers to the nature of the
counselling intervention that the health 
visitors used.

Yet in a report on the effectiveness of counselling
in general practice using a variety of workers,
Corney299 refers particularly to the Holden study54

and the training in Rogerian counselling which the
health visitors received. Corney and colleagues do
not view this training as exceptional because she
concludes that “the study using health visitors 
who received minimal [our emphasis] counselling
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training suggests that counsellors should not 
be too elitist in suggesting that only they can
conduct counselling in general practice.” 
Corney continues: “Ashurst[300] recorded her
suspicion that the method employed by the
counsellor was far less important than the
relationship which developed between 
counsellor and client.”

Truax and Carkhuff301 made a similar observation
on the importance of the relationship between
counsellor and client in their extensive study 
of the characteristics of effectiveness in 
counselling and psychotherapy. Our own 
review of health visitors’ research for higher
degree theses (appendix 5) on the nature of 
their relationships with mothers shows, however,
that health visiting ‘counselling’ is not necessarily
always effective. What appears to work for the
client is where the health visitor is neither
controlling nor judgemental in her approach 
but instead allows the mother to set her own
agenda according to her current and unique
concerns. Health visitors in some of the theses 
we reviewed did not always allow mothers to
respond according to their own immediate
concerns but, instead, concentrated on pursuing
their own predetermined agenda. More study is
clearly required on what ‘works’ at the micro-level
of the health visitor–client interaction, and the
contribution which a variety of factors such as
managerial pressures, specialist training and
individual characteristics in both clients and 
health visitors may make to the health visitor’s
effectiveness. It is therefore unsatisfactory to 
read that Taylor,295 Cullinan296 and Painter297

claim to replicate the Holden and colleagues’
study,54 but which do not specify how the health
visitor worked in the counselling intervention 
being offered.

The above papers all refer to health visitors’ 
work with mothers with postnatal depression
which, since the early 1990s, have focused on 
the identification and individual treatment
interventions within the health visitor’s remit. 
In practice, this has usually meant ‘how much
medical work on depression can be delegated 
to health visitors?’. An earlier PhD thesis,302

however, and a related publication,303 challenges
this view of health visiting with new mothers.
Hennessy suggests that her study identified that
postnatal depression was a major community
problem and that health visitors’ work in this 
area was limited and controlled by past and
current political issues, policies, societal 
structures and values. She argues that

contemporary attitudes to mothering, removal
from supportive nuclear families, and pressures
derived from societal expectations all contribute 
to maternal lack of self-confidence, depression 
and exhaustion. Hennessy argues that health
visitors do have a supportive role to play not 
only in holistic care with new mothers, but 
also in emancipatory work in challenging
communities to provide adequate emotional 
and social support to young families. However,
Hennessy believes that in an era of GP attach-
ment and the increasing ‘medicalisation’ of 
social problems, this aspect of the health 
visitors’ role is devalued and not counted as
‘proper’ work unless it can be given a medical
diagnostic label. Therefore, work in this area 
of primary prevention is not recognised and
supported by health visitor managers.

It is perhaps a major irony that the paper
considered most scientifically ‘rigorous’ in this
group, that by Holden and colleagues,54 falls
exactly into this medical diagnostic category 
and, yet, the anecdotal evidence quoted by 
Holden and colleagues lends support to the
informal ways in which health visitors can 
work successfully:

“If someone had told me that a professional could
come every week and let me talk for half an hour, and
that I would end up a healed person, I wouldn’t have
believed it. It sounds like nonsense, but it’s true.”

“... I could get everything into the open with her, 
and after a few weeks I really felt I was getting rid of
the depression: it was actually coming away from me.”

“Talking to the health visitor saved my marriage
definitely. I had reached the stage where I couldn’t
have cared less if he had walked out of the door.” 

(Holden and colleagues54)

In an era where depression is predicted to
constitute the largest global burden of disease 
by the year 2020240 it is perhaps salutory to 
consider the benefits that can come from this 
non-directive and supportive way of working, 
but at the same time recognise the need to 
deal with the problems and the pitfalls of the
evaluation of such a service.

Home visiting by community mothers
Two papers report on an extension of the 
CDP developed at the University of Bristol,304

using trained, experienced community mothers
who extended the work of either public health 
and family development nurses (Republic of
Ireland), or of health visitors (Essex, England) 
to disadvantaged mothers.
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Fitzpatrick and colleagues305 describe a 
prospective study in the Dublin area, Republic 
of Ireland, of 39 traveller mother/infant 
pairs compared with intervention and control
mother/infant pairs taken from a previous 
RCT of community mothers working with settled
mothers62 (see also see chapters 4 and 7). All 
of the mothers received standard community
nursing support (visits at birth, 6 weeks and 
other times, as required, by the public health
nurse); traveller and RCT intervention groups 
also received the services of a community mother.
The exact nature of the intervention by the
‘experienced’ community mothers is not 
described although, on volunteering to visit
traveller mothers over an 18-month period, 
they were given “additional training to heighten
their awareness of and sensitivity to the needs of
traveller parents”. How they then worked, either 
in terms of taking decisions to visit (presumably 
on an opportunistic basis given difficulties with 
the location of the families), or at the micro-level
of interaction, is not clear. Traveller mothers
received significantly fewer visits from the
community mothers (mean 8.9) during the 
course of the programme than the RCT
intervention mothers (mean 9.5; p < 0.05); 
11 (28.2%) traveller mothers received at least 
ten visits compared with 82 (64.6%) of the 
RCT intervention group (p < 0.001).

While all mothers in the original RCT study 
were first-time mothers, some traveller mothers
had more than one child. The travellers’ socio-
demographic profile also differed significantly
from that of the other groups. At the end of the
study, traveller and intervention children were
exposed to more cognitive games and nursery
rhymes. Traveller childrens’ diet surpassed that 
of the RCT controls, except for fruit; they were
also less likely to begin on cows’ milk before 
26 weeks of age. Traveller and RCT intervention
mothers were less likely to feel tired or miserable
and want to stay indoors than RCT control
mothers were. However, there were significant
differences in the proportions of children who
received their primary immunisation programme
before 12 months of age, with traveller children
(56.4%) doing less well than the RCT controls
(63.8%) and RCT intervention group (85.0%); 
p < 0.001 (see also pages 25, 32, 42 and 46).
Fitzpatrick and colleagues conclude that the 
results of the community mothers’ programme 
in the travelling community were encouraging, 
although immunisation uptake remains a
challenge. In all, 95% of the traveller 
mothers were reported to look favourably 

on this programme. There is no reference to any
incentives offered to the community mothers 
(e.g. remuneration, expenses for travel, or their
own children’s care) or of the costs and/or
benefits which they themselves perceived.

Suppiah306 describes a project in Essex where 
the Bristol CDP was implemented in one of 
its more disadvantaged areas with community
mothers working in partnership with the family
health visitors. Suppiah states that by “formally
acknowledging the skills of local mothers, health
visitors can draw attention to the undervalued
caring role of women as being implicit to the 
well-being of society”.

A process evaluation approach was used, 
focusing on the changes and adjustments made 
as the project proceeded over a 6-month period.
Amongst the themes to emerge from the evalu-
ation was, first, facilitating empowerment by
building on the parents’ self-confidence and
developing their potential. In providing social
support, care was taken to balance friendship 
and objectivity, giving non-directive information
and encouraging parents to take their 
own decisions.

The second theme was bridging the
client/professional gap. Community mothers 
were reported to help to clarify the role of the
health visitor as not being someone who had 
the powers to remove the children and to act 
as a ‘go between’ for mothers who were some-
times too nervous to ask for advice. CDP 
material was used during the community 
mothers’ visits to families to cover every area 
of parenting and to improve local preventive
healthcare. The community mother acted as a
friend and confidante who was perceived by the
mothers that she visited to have credibility and
relevant insight. An informal agreement regarding
the boundaries of responsibility was negotiated 
in the form of a community mothers’ charter, 
and a confidentiality form was signed.

Finally, the costs and benefits of the initiative 
were assessed. The majority of health visitors
reported experiencing no difficulties in identi-
fying families who could benefit from the
community mothers’ support, and described 
a sense of shared endeavour and increased 
job satisfaction. Only one health visitor reported
difficulties and that the process was ‘time
consuming’. The benefits for the community
mothers are described in terms of their reported
satisfaction with feelings of self worth and 
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growth through helping others, and of making 
a positive contribution to their own community. 
As with the Fitzpatrick and colleagues’ study,305

no other incentives are described.

It appears from the two initiatives described, 
that using a community development approach 
to facilitate and improve the health and well-
being of very disadvantaged mothers and their
families holds considerable potential for health
visitors to work increasingly in these ways.
Nevertheless, the potential for the exploitation 
of unpaid women’s labour is a real possibility 
and there is no evidence that this aspect was
researched in either study. At its extreme, the use
of community mothers could be interpreted as
demonstrating that delivering preventive health-
care to families in the community is a matter that
does not require prolonged training or expensive
staff. This, in itself, may be viewed in terms of 
the devaluing of ‘women’s work’ as not worthy 
of appropriate education and remuneration, 
a view to which nursing is particularly susceptible
as an occupation307 (see also chapter 7).

Health visiting and child
protection, domestic violence 
and childhood injury
Health visitors and child protection
‘Hard’ evidence on health visitors’ work with
child abuse
Despite anecdotal reports of the often dispro-
portionate amount of time given to health visitors’
child protection work, the frequent criticism of
professional workers when a child dies or is
severely injured, and the rigorous collation by 
the former Department of Health and Social
Security of published reports on child abuse
inquiries,308 the British health visiting professional
literature contains remarkably little in terms 
of research or ‘hard facts’ concerning health
visitors’ work in child protection (see chapter 4,
‘The prevention of child abuse and neglect’, 
page 40). The small amount that does exist
contains very little on the detail of how health
visitors work either when confronted with a
suspected case of abuse, or in the subsequent
referral and management of relations with the
family. It appears that we have to rely, for 
‘insider’ accounts of health visiting, almost 
solely on the evidence seen through the lens 
of official inquiries set up after a child has 
died, and when practice on the part of many
professionals is frequently deemed to have 
been unsatisfactory.309,310 Three papers 

originating from the 1980s, which together 
refute the idea that professional incompetence 
is a major feature of child abuse work, are
discussed in the final part of this section under 
the heading ‘theoretical and ethical perspectives
on health visitors’ work with child abuse’. 
The most disappointing observation on reading
these somewhat dated papers is the lack of
evidence that further research has been
commissioned, which could have built 
on these important earlier findings.

One survey carried out in Lewisham and 
North Southwark Health Authority by Gilardi,311

a senior nurse manager/health visiting, provides
limited factual evidence of health visitors’ actual
experience of contacts with child abuse cases.
Gilardi’s study relates to a health authority with
substantial social deprivation, ranking sixteenth 
out of 191 health authorities in England and Wales
on the Jarman Score for social deprivation.312 The
names of 600 children were on the child protection
register, approximately 2.7% of the under 5 child
population. (Dingwall,313 discussed below, estimated
at that time that 0.04% of children nationally were
involved in care proceedings in any one year.)

Responses to a questionnaire sent by Gilardi 
to all 93 health visitors in the health authority 
were received from 75 (80.6%). Of these, all 
but two newly qualified health visitors had 
been directly involved in at least one case of 
child abuse. Over 70% of health visitors reported
being involved in five or more cases, and 24%
reported being involved in 20 cases or more.

Over 42% of health visitors reported being 
the first professional to suspect abuse in a total 
of 112 cases and 60% of health visitors had been
involved in at least one case of sexual abuse. 
All but one health visitor had attended a case
conference, and 40% had been involved in
preparation for court proceedings.

The extent to which health visitors nationally 
may be involved in child abuse cases can be
extrapolated to a limited extent from Gilardi’s
data. At the time of the survey, Lewisham and
North Southwark Health Authority came within
the bottom decile for social deprivation on
Jarman’s scale. If the bottom quartile (25% 
or 48) of health authorities represents the 
most disadvantaged in England and Wales, 
and if the health visitors in Gilardi’s survey 
were reasonably representative of their peers
working in deprived communities, it may be
hypothesised that a figure of approximately 
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864 health visitors working in 48 health 
authorities could have been expected to have 
been involved with 20 or more cases of child 
abuse at any one time. Of course, this figure 
is speculative. The absence of any substantive
research on health visitors’ workload in child 
abuse commissioned by any statutory agency 
in the UK can only be noted.

‘Soft’ evidence on health visitors’ work with 
child abuse
Descriptive papers can be identified that describe
the following aspects of child abuse:

• the management of child protection services in
community nursing314

• developing inter-agency work315 and inter-
professional relations in child protection work316

• health visitors’ attitudes to sexual abuse317

• ways of identifying and working with victims 
of sexual abuse318

• concern that child protection duties result in
‘blaming’ families319

• concern that crisis intervention takes over from
‘real’ health visiting work in routine care320

• the stress experienced by health visitors
associated with dealing with actual and
borderline cases of child abuse.321

A paper which suggests that the Scottish legal
system deals more sensitively than the English 
does with child protection cases322 supports the
contention made in several papers that routine
health visiting has a crucial part to play in child
protection.323 Devlin322 argues that individual 
work with clients in their own homes provides 
a skilled assessment of how a child functions 
in its own environment, and that a trusting and
open relationship between health visitors and 
their clients may be instrumental in preventing 
a family from coming to the attention of the
Scottish hearing system in the first place.
Regrettably, like so many other accounts of 
health visiting, this view, however plausible 
from a professional point of view, is based 
on opinion rather than evidence.

Theoretical and ethical perspectives on 
health visitors’ work with child abuse
Three papers from the 1980s discuss health
visitors’ approaches to families where child abuse
may be suspected, from theoretical, moral and
ethical perspectives.

First, Dingwall,313 on the basis of an observational
study, observes that both social workers and 
health visitors operate with certain ideals of 

family life which are tailored to the kind of 
clients they are dealing with. Dingwall argues 
that professional workers attach little importance
to the legal basis of the relationships between
adults and children in a household. Instead, these
relationships seem to be evaluated by standards
that embody ‘traditional’ family values – secure,
stable, sexually exclusive, internally harmonious,
responsible and law abiding. Parents who do 
not conform to these implicit standards may be
morally discredited and defined as capable of
mistreating their children. Dingwall estimates,
however, that if all the parents who failed to meet
these exacting standards were to be referred as
being in need of help as potential child abusers,
referral rates would soar. Therefore, health 
visitors and social workers control the numbers 
of parents who become defined as ‘deviant’ 
(my expression) by working to a fundamental
assumption that Dingwall and his associates label
“the rule of optimism”.313 The rule of optimism
involves two dimensions by which parents are
judged. First, cultural relativism, whereby all
cultures are judged to be equally valid and
members of one have no right to criticise members
of another by importing their own standards of
judgement. This results in the care of children
being judged on a ‘sliding scale’ rather than an
absolute yardstick, with the behaviour of parents
that would not be tolerated in one environment
being defined as ‘normal practice’ if they live, for
example, in a ‘rough’ neighbourhood. Children
who are mistreated are therefore defined in
relative terms against what is believed to be
‘normal’ for that neighbourhood group.

The second dimension to the rule of optimism 
is the principle excuse of ‘natural love’. Dingwall
and his co-workers observed that both health
visitors and social workers thought that a special
bond existed between parents and children. It was
so fundamentally a part of nature, what it meant to
be human, that provided there is at least a sign of
emotional warmth between parent and child, love
can conquer almost any degree of mistreatment.

The rule of optimism means that parents tend 
to be judged liberally and workers are discouraged
from making negative assessments because of 
the grave implications of the professional inter-
ventions that might follow. Dingwall goes on to
consider under what circumstances the rule 
breaks down and argues that there are two
conditions. The first is when parents refuse 
to collaborate with professional workers and 
reject inspection. The second is when a family’s
circumstances become public knowledge and 



Health Technology Assessment 2000; Vol. 4: No. 13

215

there is external pressure for surveillance and/or
legislative action by social services or the police.
(External pressure may, of course, also legitimise
professional intervention in those borderline,
‘grey’ areas identified by Taylor and James,324

and discussed below.)

Dingwall concludes that there is a need for debate
about the values, which underpin professional
practice, rather than technical changes to
procedures for dealing with child mistreatment.
He argues that debates about child abuse and
neglect are deeply moral ones about the sort of
society we want to live in and the minimum
conditions that should be guaranteed to all
children. He concludes: “The real question is not
‘how can we get better checklists?’ but ‘how much
freedom is a child’s life worth?’.”

The second paper, by Taylor and James,324

concerns the changing role of health visitors 
in the 1980s from traditional methods of working
to identifying and managing children deemed to
be ‘at risk’ of child abuse. A total of 19 health
visitors (50% employed in one London health
authority) were interviewed. Asked what aspects 
of their work caused them most anxiety, all made
reference to situations where children might 
not be developing properly. In all, 14 (74%)
expressed specific concern about problems 
raised by a suspected non-accidental injury. 
The cases that gave most concern were those
described as ‘borderline’ or ‘grey areas’. There
might be severe problems within a family but
insufficient evidence of actual or potential harm 
to children for social services to become directly
involved. For many of these families the health
visitor was the only professional seen on a regular
basis. As a result, health visitors felt isolated, 
mainly because of the lack of support services 
and ‘communication problems’ with other
agencies. More than half (63%) referred to 
liaison difficulties with Social Services, a third 
with GPs, and a fifth with their senior nurses.

The main source of role conflict for these health
visitors was identified as arising from the shift
demanded from their ‘traditional’ role of health
needs assessment, befriending and advising on
health problems with a high degree of autonomy
and discretion, to one of inspection and crisis
management. A majority of respondents stated 
that they found themselves in a more ‘coercive’
and ‘policing’ role than they had originally 
been led to expect from their education and
training. Taylor and James suggest that the
recommendations of several official or semi-

official inquiries regarding role and function 
raise significant implications, which should be 
the subject of further research and discussion. 
For example, the Blom-Cooper Report325 had
suggested that health visitors’ work should 
move in the direction described with concern 
by the health visitors in this study, and that 
services must treat the child, not the parents 
or the family, as the client. Yet Taylor and James
point out that this philosophy has enormous
implications for preventive work. If a child is 
at risk of abuse, the threat comes from the 
parent, not the child. To focus on the potential
victim at the expense of the potential perpetrator
excludes the possibility of preventive work. Also, to
give health visitors a more explicitly ‘coercive’ role
is unlikely to be realised without significant cost to
other aspects of their work. In the same context,
Taylor and James draw attention to the 63% of
health visitors who reported communication
difficulties with Social Services.

Taylor and Tilley323 explore further the
implications of the dilemmas concerning the
health visitors’ role identified by Taylor and
James.324 The only reference to study design 
is that it was based on the identification and
response to child abuse cases in two health
authorities in different parts of the country.

Taylor and Tilley summarise the contradictions
identified in the health visitor’s role as follows.
Official inquiries into child abuse have suggested
that health visitors should work more as members
of a team and less as independent practitioners;
they should have a statutory duty to consult with
Social Services; and be subject to a more rigorous,
hierarchical form of supervision. Taylor and 
Tilley argue that as a result of these developments,
fundamental contradictions have emerged which
threaten the basis of the relationship between
health visitors and clients. Health visitors cope 
with these contradictions by ‘going underground’
and disguise their participation in child protection
work. By maintaining the requirement that a
subpoena be served if the health visitor is to
appear in court to give evidence, the public
definition as one that participates unwillingly 
in the controlling aspects of child protection 
is sustained. As a result, the medical ethic of
confidentiality is apparently maintained in this
public demonstration of reluctance to disclose
information obtained in private.

In contrast to health visitors’ unwillingness to 
give evidence concerning their clients in court,
Taylor and Tilley found that the health visitor 
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is very willing to disclose information in case
conferences during which the control aspects 
of abuse are considered. Case conferences
consider care and supervision orders, wardships,
and place of safety orders, monitoring and
placement on the abuse register. They observed
that health visitors are prepared in this context
openly to disclose any relevant information.
Further, they observed that where there was
disagreement between agencies, it was invariably
the health visitor who took the strongest line 
on what should happen in a suspected ‘at risk 
of child abuse’ situation.

Another aspect of covert surveillance noted by
Taylor and Tilley involves liaison health visitors
who keep files on children attending casualty, 
link their names with the abuse register, and 
pass on information to the family health visitor. 
In many GPs’ surgeries, the GP and the health
visitor also keep lists of children about whom 
they are concerned. All of this monitoring goes 
on without the knowledge and consent of the
families concerned and yet it is sanctioned
implicitly, indeed expected and authorised, 
by the health visitors’ employers and by other
agencies. Much of this information does not
concern the child in question but instead involves
features described by Dingwall313 – parents’
background, type and state of housing, judge-
ments about the mother’s ability, her relationship 
with the child and significant others, and 
her stability and intelligence.

Taylor and Tilley323 point out that in contra-
distinction to this covert surveillance, health
visitors are taught that their relationship is
founded on trust. Parents also are encouraged 
to believe that any information given to them 
will be treated in the strictest confidence which
health visitors, traditionally, have been able to
guarantee because they have enjoyed considerable
autonomy and discretion in their dealings with
their clients. In addition, parents are guaranteed 
a trusting relationship because health visitors 
have had no right of entry to the home. Hence,
entry to the home and the privilege of viewing 
the children at the health visitor’s request (not 
the parents’ request, which is the case in every
other health worker relationship, including 
the GP) is based on consent.

Taylor and Tilley323 observe that their research
confirms that all of the ethical principles con-
cerning this relationship of trust are broken
regularly in health visitors’ child protection 
work as they divulge to case conferences, and 

to other workers on request, some of the most
intimate details of a family’s life. It is arguable that
this practice infringes the civil liberties of parents.
Furthermore, health visitors regularly go out of
their way to discover more information in child
protection cases ‘behind parents’ backs’. Taylor
and Tilley discuss the health visitor’s dilemma
within the United Kingdom Central Council for
Nursing, Midwifery and Health Visiting’s (UKCC)
Code of Professional Conduct and conclude that
the Council’s advice on matters of confidentiality
has little relevance to health visiting and child
protection issues.

The stress of the unethical position in which 
health visitors find themselves is considerable.
Taylor and Tilley found that the current confusion
and ambiguity were detrimental to both health
visitors and their clients. Health visitors found 
it difficult to reconcile the demands of child
protection with other work, and were frustrated 
by their lack of power and influence. They felt 
that their referrals, opinions and skills were 
not always valued or taken as seriously as they
should have been. Yet this situation of clandestine
operations is positively encouraged and condoned
by employers, other agencies, and governments
through their support for the recommendations 
of official child abuse inquiries. The lack of 
further research and open debate concerning 
the dilemmas described has already been noted.
What appears at first sight to be a simple question
of whether or not health visitors’ home visits 
are effective in preventing child abuse, in 
reality conceals a minefield of legal, ethical 
and human rights issues.

A recent MA dissertation undertaken within 
the auspices of the Tavistock Clinic326 indicates 
how little has been done at a policy level to 
address some of these fundamental issues
confronting practitioners in the field of child
abuse. Using detailed case studies to investigate
how the Children Act 1989, with its concepts of
parental responsibility and partnership, helped 
or hindered professionals in their task of
protecting children in cases of child neglect, 
Field identified that parents’ skill in ‘disguised
compliance’ does work in fending off 
professional concern. Her report that

“occasional compliance can lull the professional 
into feeling that they are making progress with the
family ... efforts are (then) concentrated in making
relationships with the mother. ... and this shift of
focus can result in a failure to take timely and
appropriate action to protect the child”

(Field326; p. 58)
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has deep resonance with Dingwall’s observations
on ‘the rule of optimism’ made thirteen years
before. That health visitors should have been 
left for so long since these studies were reported
without further inquiry or support to shoulder 
the consequences of this situation is clearly
unacceptable.

Health visitors and domestic violence
Health visitors’ work with families 
experiencing violence
Cohen327 reviews McClelland’s328 work on her 
two and a half years of work with Rotherham
Women’s Refuge. Like many health visitor
colleagues across the country, McClelland works
with those women who have taken the step to
escape from a violent domestic relationship. She
says that domestic violence occurs in all classes,
races, ages and communities and is the most
unrecorded and unreported of crimes. Her work
involves a weekly visit to the refuge where her 
work has expanded owing to the urgent need 
for care and services. She encourages women to
register temporarily with a GP; assesses the 
health status of the women and children; refers 
for a variety of health and social services, usually
on an emergency basis; and notifies other 
health visitors of the women’s safe accommo-
dation, enlisting their help in blocking any 
attempt at tracing by their violent partners.

McClelland reports that many women have 
chronic health problems, which may not have 
been dealt with because of fears for their own, 
or their children’s safety, frequent changes of
address, and low self-esteem. Smoking is common
amongst virtually all the women, and alcohol
and/or drug abuse occurs amongst approxi-
mately a quarter of the women in the refuge.
Mental health problems including depression,
drug overdose, psychotic behaviour, and
schizophrenia feature amongst a sizeable 
minority of women who seek help. A total 
of 20% of the children in the previous year 
were on the child protection register, and
behaviour problems amongst them are 
common.

McClelland points to the unsatisfactory legal
situation in the UK, which persists despite 
concern by the Home Office to improve the
legislation. As many of the women in the refuge
are cohabitees, they do not have the same 
rights of redress as married partners. Once 
they have left the cohabiting address the 
women then have no rights to property 
and are homeless.

Reporting on a study of health visitors’ perspectives
on domestic violence, Frost329 describes a survey of
134 health visitors in two NHS trusts in which she
sought to identify training needs. Response rates
were 79% and 83% respectively. She also con-
ducted semi-structured interviews with 12 health
visitors randomly selected from the staff lists of
each trust. Findings from the interview data
revealed how anxious most informants felt when
visiting families where domestic violence was either
known, or subsequently discovered (sometimes
dramatically) to occur. The Patient’s Charter,330

which requires all families newly registered with a
GP to be visited by a health visitor within 5 days,
has unintentionally increased health visitors’
vulnerability. Visiting before the arrival of a 
family’s records and in ignorance of a family’s
history, health visitors reported finding them-
selves the object of aggressive behaviour. Some
‘walked into’ violent incidents between partners,
and others had been the subject of threatening
telephone calls when a woman left home with 
her children and the partner tried to discover 
her whereabouts.

Health visitors recalled the death of Carolyn
Pluckett, a health visitor who was murdered 
during a visit to a client,331 and observed 
that social workers routinely visit in twos where
violence is a known hazard. Support for health
visitors faced with visiting homes where violence
was endemic, and dealing with its consequences,
was reported to come predominantly from their
health visitor colleagues. Approximately half of
those interviewed indicated that team leaders
and/or managers gave support, whilst for those
based in GP surgeries, doctors and reception 
staff could be supportive. Frost329 concludes that 
a broad approach is necessary to meet health
visitors’ need for support when dealing with
domestic violence and that training, guidelines 
for practice, stress reduction techniques and
appropriate support mechanisms should all be
developed in order to help health visitors cope
with this aspect of their work.

The research evidence and its implications 
for the management of domestic violence 
in practice
Moffitt and Caspi,332 two authors working at the
Institute of Psychiatry in London, review the
implications of violence between intimate partners
for child psychologists and psychiatrists. They offer 

“four reasons why practitioners who treat children
and adolescents should be knowledgeable about 
adult partner violence:
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• Partner violence is not confined to adults; 
it is a feature of adolescents’ earliest intimate
experiences.

• The strongest developmental risk factor for 
adult partner violence is childhood conduct
problems.

• Young children are adversely affected by 
witnessing violence between the adults in 
their homes.

• Adults who are violent towards each other 
are also at increased risk of abusing 
their children.”

Moffitt and Caspi review the evidence, of which
there is a great deal, in support of each of these
assertions, and discuss the implications for clinical
practice. Although directed at psychologists and
psychiatrists, their paper has many implications 
for health visitors engaged in home visiting to
families with young and adolescent children.
Moffitt and Caspi use the term ‘partner violence’
because so many young people are violent 
without being married, including children 
of secondary school age. They use the term
‘experienced partner violence’ rather than
specifying perpetrator or victim because research
shows that most partner violence consists of
exchanges of violent behaviour between two
people rather than by gender-typed roles 
of male perpetrator and female victim.

Females report as much perpetration as males 
on every partner violence measure in every
epidemiological survey. Males report high 
rates of victimisation by females.333 Females’
perpetration is not merely in self-defence.
Unexpectedly high rates of partner violence
between university students were identified. 
The true rate at which adolescents experience
serious physical ‘dating’ violence lies between 
the reported rates of 2% and 42%. Adolescents 
are less willing than younger children are to
confide in adults on these issues.

A developmental history of conduct problems 
is the strongest predictor of adult partner 
violence among numerous risk factors, including
poor socio-economic status, early family conflict,
weak childhood cognitive functioning and
educational difficulties. Little is known about 
the factors that link childhood conduct disorder
and partner violence. Possible mediating factors
are discussed, but Moffitt and Caspi emphasise 
that clinical interventions conceptualised as
treatments for conduct problems become 
even more urgent if they are recognised 
as primary prevention for future 
domestic violence.

Large numbers of children live in homes where
they witness violence between adult partners. 
From their own longitudinal study of a birth
cohort of 1000 New Zealanders, Moffitt and 
Caspi show that partner abuse is most common
amongst parents of young children. In all, 
10% of the young women had one or more
children before their twenty-first birthday and 
53% of these young mothers were involved in a
violent relationship compared with 26% of non-
mothers. Moffitt and Caspi observe that it

“remains unclear whether parenthood coincides 
with partner violence because child rearing stresses
parents, because violence is provoked by conflict 
over children, or merely because young people 
who habitually display aggression are selectively 
likely to leave home early, cohabit early, and bear
children early.”

They review the literature on the impact of
parental conflict on children and the various
hypotheses, which serve to explain the relation-
ship between conduct disorder and living in 
a violent home. They observe that therapy 
may be required to address children’s cognition
that the violence observed between their 
parents is normal.

Long-standing personal observations by clinicians
of the relationship between wife abuse and child
abuse have also been confirmed by systematic
research.334–336 The link is not confined only to
‘serious’ spouse abuse. Parents who engaged in
only ‘ordinary’ partner abuse (pushing, shoving,
and throwing things) were found to be more than
doubly at risk of abusing their child. Clinical
interviews might therefore begin with questions
about conflict between adults. Moffitt and Caspi
observe that this may be more acceptable than
asking questions about hurting the children. 
They conclude that the “successful assessment 
and treatment of abused children is important 
for preserving the life and health of individual
children, but it is also one key to breaking the
‘cycle of violence’, wherein abused children 
return to abuse others.”

Finally, Moffitt and Caspi observe that partner
violence has struggled to gain scientific legitimacy.
In their estimation, the “state of the literature 
has improved enough to support [our] con-
tention that partner violence harms the health 
and well-being of children.” The implications 
of their review for both domiciliary health 
visiting practice and for research are 
clearly vast.
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Health visitors and unintentional 
injury in childhood
Unintentional injury prevention 
(see also chapter 4)
The contribution of health visitors to injury
prevention is described in a Health Education
Authority report of 1987.337 Ironically, one of 
its recommendations for the improvement of
accident and emergency department records, 
and the notification and follow up of children
following accidents in the home by health 
visitors recalls Taylor and Tilley’s323 comment 
on the increasing covert surveillance of families
following the recommendations of child abuse
inquiries. Nevertheless, the professional literature
on accident prevention confidently supports
proactive intervention. Only one paper by 
Roberts and colleagues,338 discussed at the end 
of this section, is critical of the perspectives,
particularly of the recommendations in ‘The
Health of the Nation’ White Paper234 then 
being advanced.

A paper written by a senior registrar in public
health and a senior health promotion officer is
characteristic of the professional papers on
accident prevention.339 First, the epidemiology 
of the problem is outlined. Although England 
and Wales have one of the lowest death rates 
from unintentional injuries in childhood, they 
are still the commonest cause of death between 
1 and 15 years of age. Home accidents pre-
dominate amongst the 0–4 years age group, 
and road accidents in the 5–14 years group. 
For every death, there are about 70 hospital
admissions and 1400 accident and emergency 
department attendances.

Cameron and Fletcher339 assert that prevention is
difficult because of the interplay between injuries,
child development, the environment and socio-
economic factors. Health visitors are therefore
ideally placed through their repeated direct
contact with children in their own homes to
provide age-related safety messages. They report 
on a study in which the dimensions of the local
problem in Bradford Health Authority are 
outlined and the results of a survey reported 
in which health visitors identified the difficulties
they experienced in promoting home safety.
Health visitors reported working with parents in
the home, in mother and toddler groups, and in
home visits following hospital attendance for
accidents; in identifying environmental hazards;
and suggesting safer practices in the context of
child development. Health visitors also reported
the hospital post-accident notification system to 

be inadequate, and that the resources available to
parents were frequently limited. They identified
financial problems limiting the purchase of safety
equipment; the lack of education combined with
the effects of poverty affecting motivation,
perception of risk, recognition of hazards and
parenting skills. All of the above were reported 
to be compounded by the lack of childcare
facilities for the day care of children.

Cameron and Fletcher339 then report a number 
of measures introduced in an attempt to deal 
with the reported problems. These included
improving the hospital notification system,
improving liaison with the home safety advisor,
including health visitor representation on the 
local authority inter-agency forum on home 
safety (this representation had not been
contemplated before), and providing health
visitors with training sessions on the social fund
and financial benefits that could be claimed in
relation to safety equipment.

Similar predisposing factors to those reported 
by Cameron and Fletcher were identified in a 
study exploring the incidence and characteristics
of home accidents to preschool children in the
West Lambeth District Health Authority.340 The
risks of injury were associated with membership 
of one-parent families, paternal unemployment
and stress. A warning was given that extra advice
should be given on the safe storage of medication
where a mother was known to be having treatment
for depression. Again, the importance of good
hospital liaison services was stressed.

A GP, community paediatrician and
mathematician,341 reported on a questionnaire
survey of 96 health visitors in North Staffordshire
in which their role in accident prevention was
explored. All respondents (89, 93%) considered
that they were actively involved in some accident
prevention work. However, 88% of respondents
reported that they wanted to do more. Reported
constraints included a lack of time (46%), 
pressure of large caseloads (12%), lack of 
teaching materials (12%) and the need to cover
vacant posts (5%). The hospital liaison service 
was also identified as ‘not perfect’. Predisposing
factors to accidents are not reported in this paper.
The authors assert in conclusion that:

“The health visitors’ major role in child accident
prevention must be their involvement in safety
education both on an individual basis and in group
work. Client education is therefore the main route 
by which the health visitor can help to change
behaviour, attitudes and knowledge.”
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Similar recommendations to the papers reported
above for increasing the health visitor’s effective
involvement in accident prevention work occur in
professional papers written after the publication 
of the White Paper, ‘The Health of the Nation’.234

Levene,342 Carson and Thompson343 and Nelson
and Dines344 all state that the health visitor is 
well placed to take forward the health of the
nation strategy in respect of child accident
prevention. Nelson and Dines in particular 
include a comprehensive literature review on 
the subject and identify many of the issues raised
by the papers published earlier and discussed
above. In addition, they quote the Child Accident
Prevention Trust figures that childhood accidents
cost the NHS over £200 million per annum.345

An action scheme, involving a community
development approach for empowering and
enabling parents to acquire safety equipment 
in Brinnington, Stockport is reported by Crew 
and Fletcher.346

A paper reporting on a study347 of the emotional
effects of childhood accidents and urging more
involvement of the health visitor in bereavement
support is reported by Whyte.348 However, Whyte
also reports on the angry reaction to the report by
Mary Daly, the HVA’s professional officer. Hitting
back at critics of parent support services, Daly
points out that the Child Accident Prevention
Trust report raises another question:

“Every week sees the publication of another report
from a voluntary organisation telling us things we
already known and urging us to do more and more.
But health visitors are losing ground and we are 
being increasingly dictated to by purchasers,
providers and fundholding GPs. I believe that 
money would be better spent on employing 
more health visitors. Rather than writing more 
reports telling us what we should be doing, 
voluntary organisations would be better to 
address themselves to our political masters.”

(Whyte348)

A theoretical perspective on injury prevention
As Dingwall,313 Taylor and Tilley323 and Taylor 
and James324 critique some of the fundamental
assumptions underpinning health visitors’ 
child protection work (see the earlier section
entitled ‘Health visitors and child protection’, 
page 213), so also Roberts and colleagues338

identify fundamental differences in approaches 
to prevention by professionals and citizens. 
They assert that if the flow of work on injury
prevention stemming from the White Paper 
‘The Health of the Nation’234 is to be effective,
then citizens’ concepts of need will have to be

addressed more seriously than has been the 
case in the past. They argue that one way of 
doing this would be to complement existing 
injury surveillance systems (which tend to be
derived from epidemiological surveys of 
accidents and focus on their sequelae rather 
than their antecedents) with hazard or risk
surveillance systems at a local level. Roberts 
and colleagues’ critique has fundamental
implications for how health visitors work, 
whether their injury prevention interventions 
are to be effective, and for the support which 
they receive from a range of other agencies in
dealing with their frequent identification of
predisposition to risk of accidents, especially
amongst young children.338

Roberts and colleagues’ critique is based on the
findings of a study carried out in Corkerhill, a post
Second World War housing scheme in Glasgow.349

A lone parent heads well over a third of families
and most families live in considerable hardship.
More than a third of families have a child aged less
than 14 years old. In a household survey, Roberts
and colleagues sought to identify all accidents in
the previous year to children aged under 14, as
well as ‘near misses’ or avoided accidents. They
also recruited and interviewed in depth parent 
and teenage (citizen) groups and a professional
group. In their study design they examined in
detail the key elements of professional and
parents’ accounts of accident risks and their
prevention strategies.

Roberts and colleagues349 found that the
professional group was concerned predominantly
with a traditional health education approach.
Whilst “recognising a generalised social responsi-
bility for accidents” they were less inclined than 
the citizens “to link specific problems for specific
hazards with specific bodies whose responsibility 
it is, or should be, to reduce those hazards”.
Instead, the professionals worked on the 
premise embodied in ‘The Health of the Nation’
White Paper (which had not been published 
at that time) that “with the right information, 
skills and reinforcement, behaviour and health
decisions may be changed”. They linked child
accidents with parental behaviour and responsi-
bility, and safe behaviour was regarded as the
product of good education.

The citizen groups, on the other hand, 
identified many environmental risks that rendered
accidents as foreseeable. They were highly critical
of numerous design faults in their housing and
external environments, and their definition of 
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an accident overlapped with the consequences 
of other environmental health hazards, such 
as damp housing, chemical treatments, and
children’s asthma. Roberts and colleagues349

describe the “mental maps of risk factors and 
risky areas” carried in the minds of local residents,
whereas the professional group saw risk in terms 
of the characteristics of the children. Only the
health visitor in the professional group made
reference to two specific hazards on the 
Corkerhill estate. The first related to the 
parents’ need to use electric fires in the absence 
of other heating systems; the second to needle
stick injuries occurring when children picked up
discarded needles used by drug abusers. It was
clear from the citizens’ interviews that many
parents already employ successful strategies for
prevention, sometimes reported in accounts of
‘near misses’, and in accounts of how they took 
on the ‘authorities’ until something was done 
to remove a hazard.

Roberts and colleagues338,349 conclude that the 
term ‘accident prevention’ should be replaced 
with ‘injury prevention’ on the grounds that
‘accident’ carries connotations of inevitability, 
and that to base preventive work solely on
traditional epidemiological data on death and
injury rates is misconceived. They argue that 
‘The Health of the Nation’ White Paper234

represents an opportunity to address questions 
of the effectiveness of prevention. They argue 
that the Department of Health should explore
whether spending public funds on education 
and information represents value for money, 
and that those people whose day-to-day lives 
are affected should be consulted. In the context 
of this review of the effectiveness of domiciliary
health visiting, we would conclude that the
inclusion of health visitors in this consultation 
is justified. Recalling Mary Daly, regarding the
HVA’s angry reaction to yet another report
exhorting health visitors to do more, there is a
need, as in so many areas, to identify just what 
it is that health visitors are doing, what they
perceive to be the barriers to effective inter-
vention, and then taking their concerns 
seriously in the form of action.

Health visiting and the uptake 
of services
Child health services
In this section, parts of the literature on health
visiting that are not normally associated with home
visits are reviewed. Nevertheless, as the findings

demonstrate, there is a complex inter-relationship
between the different aspects of the service. 
This section shows how changing government
policy on preventive healthcare services for
children as the result of a series of reports on 
CHS has had major unintended consequences 
for health visiting practice, with the result that
health visitors’ ability to deliver a generalist,
universal, service to all families with children 
in the home environment is now seriously 
under threat.

Home or clinic?
The majority of articles reviewed in the
professional literature has been concerned with
domiciliary health visiting in relation to the search
for health needs in various contexts of special
needs, and then the giving of support, advice, 
or recommending appropriate action, often 
in terms of encouraging the uptake of specific
health services. A further set of articles, not
reviewed here because it is outside the terms 
of reference of the study, examines parents’
attitudes to, and attendance at, child health 
clinics. However, as has been mentioned at 
various points in this review, the division between
the home and clinic can be artificial when
assessing the effectiveness of health visiting. 
For example, one of the authors of this report
(Jane Robinson) had no official clinic premises
during her first 3 years as a health visitor at the
beginning of the 1970s. All distraction tests for
hearing loss in infants at 8 months of age were
carried out, of necessity, in the children’s homes,
as were all developmental assessment tests. The
weekly child health clinic was held in a school 
club (in contrast with many held in church 
halls at that time), where infants and toddlers
could be seen not only by the health visitor 
but also by the community medical officer.
Working in a geographical ‘patch’ on the 
borders of a large urban conurbation, the 
families on Jane Robinson’s first caseload 
(where she was also school nurse) were 
registered with a total of 48 different GPs, 
only one of whom had his practice premises 
in the area. Although these circumstances 
may be rare today, they demonstrate that a
dichotomy between home and clinic is 
not essential in order to practice different
components of the health visiting role. 
Indeed, one of the advantages of carrying 
out virtually all health visiting within the 
home is that children are always seen within 
their own environment, as one family 
member together with the mother and 
significant others.
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Home visiting and clinic attendance
A small number of professional papers describe 
the relationship between home visiting and the
uptake of child health services. While’s 1985 
PhD thesis entitled ‘Health visiting and health
experience of infants in three areas’,350 using a
retrospective analysis of health visitor records,
examined in detail the apparent relationship
between domiciliary health visiting and the 
uptake of childhood immunisation and attend-
ance at child health clinics. While found that
health visitors in the inner city made more 
home visiting contacts than their counterparts 
in the suburbs (a finding also reported by 
Butler351 within the context of a reclassification 
of deprived areas). Contrary to some earlier
reports, While352 found that families in poor 
socio-economic circumstances attended child
health clinics more frequently than their more
affluent contemporaries during the first 6 months
of an infant’s life, and that health visitor home
visiting was a major determinant in clinic attend-
ance rates. (In 1972, Davie and colleagues,353 in a
report of the National Child Development Study,
observed in relation to a similar finding that no
one seemed concerned with the low attendance 
at child health clinics of children from families 
in social classes I and II.)

While354 also found strong statistical relation-
ships between health visitor home visits and 
the subsequent uptake of: the first immunisation;
the parental decision to include pertussis in 
the primary immunisation; attendance for the 
sixth week and toddler developmental assess-
ments; and the hearing test at 7–9 months. 
The uptake of the third immunisation and
completion of the primary immunisation 
course were not related to a specific previous 
visit, but rather to home health visiting practice 
in general during the first 6 months of an 
infant’s life. Only a weak relationship was 
found between measles vaccination and prior
home visiting.

Clark and colleagues355 report on the intro-
duction of measures to improve immunisation
uptake in one fundholding practice in Ely 
Bridge in Cardiff, which included the develop-
ment of protocols allowing health visitors to
perform immunisations on a domiciliary and
opportunistic basis. The uptake of DPT, polio 
and MMR vaccinations improved over a reported 
2-year period by 20%, from just over 70% to 
more than 90% in the eligible practice popu-
lation. Bedford,356 a research health visitor at 
the Institute of Child Health, also advocates

offering domiciliary immunisation to the 
children of persistent defaulters, or to travelling 
or homeless families.

Child health surveillance
The shifting policy context
Health visitors have always been concerned 
with the assessment of children’s health and 
well-being as a precursor to the provision to 
their mothers of advice and education. As the
physical, psychological and social aspects of 
child development were brought together into
systematic programmes for the developmental
assessment of children during the late 1960s 
and early 1970s, local policies evolved by which
these assessments would usually be undertaken 
by health visitors working in conjunction with
community medical officers in local authority 
child health clinics (or, as described in ‘Home 
or clinic?’, page 221, in the home). Following 
the 1973 reorganisation of local authority services,
these local authority health services were trans-
ferred to the ‘integrated’ NHS, and health 
visitors’ work became based increasingly on 
the caseloads of GPs.227 Child health clinics
continued under the managerial remit of NHS
Community Health Services, sometimes with
dedicated clinics for CHS,357 although their 
cost-effectiveness in the face of duplication of
effort and often unclear lines for referral and
accountability brought them under increasing
scrutiny. Barker,358 in a short paper in Health 
Visitor, suggested that health visitors should 
hand over testing for physical and functional
problems to GPs and “properly trained practice
nurses” in order to concentrate on helping 
parents to deal with problems of language
development, cognitive competence and social
skills. Barker was pessimistic about what value
developmental testing held, which was 
surprising given the responsibility of education
authorities for provision for children with 
special needs from the age of 2 years, and 
the need for their assessment and referral.
Notwithstanding, Barker’s general message, 
which predated the Hall reports on CHS359–361

(see below), was remarkably similar to the 
latter. The end of the 1980s was undoubtedly 
a period in which ‘hard’ data in respect of 
children’s health and development was sought
increasingly and, following a number of 
policy recommendations, health visitors 
work in this area tended to become marginalised
either to the medical profession or to other
‘specialists’ (see the section entitled ‘Screening 
for hearing loss in the first year of life’, 
page 224).
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These shifts during the 1970s and 1980s in 
the policy base for child health work were later
followed by wider structural changes in the
management of child health services in the 
NHS. Butler and colleagues362–365 report on 
policy initiatives following the publication of 
the first two editions of the Hall report ‘Health 
for all children’,359,360 which recommended 
a core programme for CHS.† The largely 
technical recommendations of the first 
two editions emphasised the importance 
of applying rigorous criteria for screening
programmes in community child health. 
Hall’s recommendations were incorporated 
into National Health Service Executive guidelines.
The 1991 edition,360 in responding to the new
internal NHS market and a new contract for 
GPs, encouraged GPs to offer CHS to children 
on their practice lists, with the inevitable result 
that the volume of CHS work carried out by
community medical officers in community health
services’ child health clinics gradually diminished.
This second edition of ‘Health for all children’
includes two specific references to the work of
health visitors in the context of CHS. First, in
discussing the primary healthcare team as one 
of components of a child health programme, 
the discussion is confined almost entirely to 
health visitors:

“Health visitors play a vital and central role in 
health promotion. Their programme of home visiting
and community development makes an important
contribution to many areas of health education,
including prevention of accidents and child abuse,
early detection of abnormality (both on an oppor-
tunistic basis and by their participation in the core
programme of health surveillance as set out below),
provision of guidance to parents on child develop-
ment and child rearing, and encouraging uptake of
immunisation. Nevertheless, success depends on the
commitment of the whole primary health care
team.”360 (pp. 120–121)

The second reference is specifically to one 
of the components of the recommended CHS

programme: the 18–24-month examination within
a core programme of surveillance. For the first
time it introduces formally the idea of aspects of
the programme being carried out within the home
environment and that this should be the province
of the health visitor:

“This review (18–24 months) does not involve 
any specific medical screening procedures and is
concerned primarily with parent guidance and
education. It is often carried out at the family 
home and it is suggested that the health visitor 
is the most appropriate person to take responsi-
bility for this examination. The doctor provides
support and advice where necessary.”360

(pp. 127–128)

An evaluation of health visitors’ perceptions of
changing CHS provision
Butler and colleagues362–365 conducted a postal
survey in 1993 on the impact of the above 
changes in 1993. They solicited the views of 
six groups of providers of CHS in England 
and Wales (health visitors, GPs, consultant
community paediatricians, senior clinical medical
officers, clinical medical officers, and Family
Health Service Authority general managers). 
This section reports on the number of
dissatisfactions that were identified 
by the health visitors surveyed.

On the positive side, about 5% of the 1080 
(79% response rate) health visitors who 
responded to the 1993 survey thought their work
had improved. They considered that their skills
were now better understood by GPs, that they 
were being used more effectively, and that their
morale had improved. About one in seven
respondents approved of their closer integration
with GPs. They remarked on the improved 
division of labour, improved communication,
better partnership and teamwork, and greater
success in reaching financial targets.363,364

On the negative side, Butler and colleagues362,363,365

found that the price to be paid for the closer

† A third edition of ‘Health for all children’ was published, but this was not the subject of the Butler and colleagues362,363

and Butler364,365 reviews. The recommendations of the third edition imply a much broader approach to preventive 
child health than had ever been envisaged previously in official British health policy, although, from the perspective 
of British health visiting, this would match an ideal that had existed since the introduction of the new health visitor
syllabus in 1965, and the statement of principles in 1977 (Council for the Education and Training of Health Visitors,
1977). The breadth of the recommendations of this third edition simultaneously increased the complexity of the
evaluation enterprise. The report itself identified that there were many gaps remaining in the literature, and that the
paucity of RCTs indicated a reliance on other forms of research method. At the same time as the third edition was
published in 1996, the systematic review of home visiting by British health visitors covered in this report was
commissioned by the NHS R&D Health Technology Assessment programme. That much of the literature was not
amenable to inclusion in a systematic review of RCTs will be apparent from this review of the professional literature.
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working relationship with GPs was a decline in
home visiting. There was regret that there were
fewer home visits than previously, that these were
now more targeted, more restricted geographically,
and more concerned with crisis management.
There was little time or opportunity to undertake
any assessments of need. The decline in home
visiting, coupled with the trend towards locating
CHS clinics in the GP’s surgery as opposed to in
the community had, for many health visitors,
weakened their traditional vehicles of education,
support and reassurance to mothers. About 6% 
of those surveyed complained of a sense of loss 
of their professional autonomy resulting from 
their integration in the primary care team.
Respondents claimed that they were dupli-
cating the work of the GPs, they had lost 
control over priorities in their work, their 
freedom of referral had become constrained 
by the GPs, and their skills and training had 
been devalued.365

Some health visitors drew attention to the fact 
that certain elements of their CHS work had 
been lost to practice nurses. They pointed out 
that practice nurses had few, if any, skills in
preventive child healthcare, and expressed
concern that practice nurses were therefore 
likely to be doing only what the GPs requested
them to do, and not what might be in the best
interests of families.362 Others regretted that
because their work was now so focused on young
children, they had lost contact with other groups,
particularly the elderly (see the earlier section
entitled ‘Health visiting and the elderly’, 
page 205).

Finally, because they were now so closely linked
with the general practice, health visitors experi-
enced a sense of alienation from geographical
territories and had lost touch with community
groups.362,363,365

Screening for hearing loss in the first year 
of life
Hearing screening in infants is an issue that
demonstrates how a growing emphasis on 
the benefits of targeted screening services 
for defined medical conditions is changing
dramatically the traditional health visitors’ 
role. The distraction test for hearing loss 
carried out routinely on all infants at 7–9 months
of age has been an area of CHS activity (using a
traditional medical screening model) for which 
the health visitor has had greatest responsibility 
for almost 50 years,366 yet for 40 of those years
there was virtually no evidence on how it was

performing.367,368 The Health Technology
Assessment (HTA) report by Davis and
colleagues,368 commissioned on behalf of 
the National Health Service Executive’s HTA
programme, was considered by the Government’s
National Screening Committee and its children’s
subgroup, and a recommendation has been 
made that there should be a move towards
implementation of universal hearing screening.
The precise role of the health visitor distraction
test, if this is carried out, remains controversial 
and is not yet settled.

In an attempt to analyse the economic aspects 
of different approaches to screening, Sadler369

quotes Davis368 as saying that if “universal 
neonatal screening were to be funded from 
money now allocated to distraction testing by
health visitors this might involve the loss of 
around 2.5 whole time equivalent posts per 
100 health visitors”. Watkin and Jeremiah,366

who were the first to implement universal 
neonatal screening, and with more than 5 years’
experience are convinced that this is the way
forward, point out that it is not administratively 
a simple matter to ensure that all infants receive 
it. Nor is it easy to ensure that the appropriate
follow-up audiological services are universally
available for those infants who do not pass the
initial screen.366 In addition, Watkin and
Jeremiah366 estimate that the universal neonatal
screen will not identify infants with rare forms 
of permanent hearing loss, progressive deafness,
and acquired deafness. Watkin and Jeremiah 
argue also that the health visitor distraction 
test has been implemented sensitively in some
districts, a position that was advanced more 
than a decade earlier by McCormick370 following 
a programme in Nottingham aimed at improving
health visitors’ skills in hearing testing. Watkin 
and Jeremiah contend therefore that whilst
neonatal screening offers exciting possibilities 
for the early identification of some infants with
hearing loss, it should not “assume exaggerated
importance”. Its success will depend on the
coverage of the screen and the “proactive
reduction of parental anxieties”. They argue 
that child population surveillance requires the
ongoing assessment of children, including “a
highly skilled diagnostic awareness”, and that 
this can only realistically be undertaken by 
health visitors.

The assessment of speech and language
development and parental support
Health visitors have traditionally undertaken part
of the ongoing assessment of children’s hearing
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when routinely visiting a child’s home and
assessing their stage of speech and language
development. In our search of the professional
literature we identified the following papers
relating to health visitors’ involvement in the
identification of speech and language impairment.
Bowers and Oakenfull371 describe a project in 
Mid-Surrey Health Authority, which aimed to 
assist health visitors in the assessment of speech
and language impairment. Following a pilot 
study, a speech and language screening check 
was introduced at two and a quarter years, which
appeared to improve the timeliness of referrals 
for speech and language therapy. This system 
is now reported to be the subject of larger 
scale evaluation.

In a series of three papers on the very specific
needs of children with congenital or acquired
deafness, Densham372–374 outlines the range of
services which families with a deaf child require.
Assessing the speech and language aspects of a
child’s total development remains an important
part of ongoing developmental screening, and 
the child with an identified hearing loss has 
other important social and emotional needs.
Densham reports on a study of health visitors’
involvement in hearing screening in three 
health districts where 98% of children were
screened for hearing loss within the first year 
of life, and it was found that 10% of tests had 
been carried out in the home.

Densham sees the health visitor playing an
important role in helping parents and children
come to terms with the often traumatic con-
sequences of a diagnosis of hearing loss, and 
in providing liaison with a range of other 
specialist services, including education. She 
sees a role for a specialist health visitor with
additional training to work in this field.

However, a systematic review of the literature 
on screening for speech and language delay375

was commissioned as part of the NHS systematic
reviews in child health. Law and colleagues’
review375 highlights the limited value that can 
be attributed to small-scale, ‘one-off’ interventions
such as those described above. Law and colleagues
comment that:

“Four domains integral to the screening process,
namely the prevalence of primary speech and
language delay, its natural history, the effectiveness 
of the intervention and the accuracy of the screening
procedures themselves were identified. Findings from
a total of 48 studies meeting the study’s inclusion
criteria indicate that this is an extremely complex 

area. The screening evidence suggests that 
although a considerable number of assessments 
have been shown to perform adequately in terms 
of their productivity, few studies compare the
performance of two or more screening tests when
applied to one population, nor do they compare
single screening tests across different populations.
The majority of studies examine single screens on
single populations. It is therefore difficult to make
judgements about the relative value of different
procedures. In general, specificity is higher 
than sensitivity.”375

Law and colleagues conclude that: “it would 
be premature to introduce universal screening 
for speech and language delays on the grounds
that, while the screening tests can be shown 
to be reasonably accurate, they are not yet
sufficiently predictive. The data do not allow
conclusions to be drawn about withdrawing
existing services.”375

Early speech and language delays should clearly 
be a “cause for concern for all those involved with
child health surveillance” and the “lack of evidence
to merit the introduction of universal screening
does not imply that these children should not be
identified”. Law and colleagues’ review:375

“suggests that more attention should be placed 
on sharing with parents the responsibility for
identifying children with speech and language
difficulties. Primary care workers should be 
involved in eliciting parental concerns and in 
making appropriate observation of children’s
communication behaviours. This would require
formal training for such professionals in current
knowledge relating to delayed speech and language
development and risk factors pertaining to it.”

Thus, Law and colleagues375 identify the need 
for practice that has always been seen as a ‘gold
standard’ for health visitors when, ideally, they
know the child well in the family context and
encourage language development within the 
family home and in other settings, such as 
nursery schools. The outstanding issues of
availability of referral facilities when necessary,
appropriate ‘updating’ and in-service training for
professionals, with good information services for
the parents, remain. Law and colleagues also
identify that there are many gaps in the literature
and several research priorities. These include
further work on screening procedures that have
good predictive validity, and that natural history
data should be combined with reports and
observations as part of such a screening measure.
Health visitors, it would appear, could play an
important role in these activities. Finally, Law 
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and colleagues state that there is an urgent need
for RCTs to examine the medium- and long-term
effects of appropriately described models of
intervention; with an appropriate range of
outcome measures, including where possible,
economic analysis.375

Other aspects of the health
visitor’s domiciliary role
Increasing the uptake of screening for
breast cancer
Lauder376 describes her role as a health visitor
attached to a general practice in west Hertford-
shire in following up the 20% of women aged
50–64 years who defaulted from a computerised
system for breast screening appointments.
Constraints of time prevented Lauder visiting 
nine of the 41 non-attendees identified. Of the
remaining 32, for seven women a letter was
apparently sufficient for them to arrange their 
own subsequent appointment; two requested 
no further contact; and Lauder made home 
visits to the remaining 23 women. She identified
considerable difficulties in access: eight new
occupants; two non-English speaking (for whom
Lauder obtained an interpreter); and two ill
women unable to attend. Of the remainder, 
ten women were screened who had previously 
not responded, giving a total success rate of 
41.5% from the original 41. As this initiative 
was developed entirely alongside her own
workload, and Lauder also describes the
educational activity in which she engaged 
when visiting these women, it may be 
speculated that the service, if routinised, 
might bring considerable health benefits 
to this age group.

Developing services for families with
members with HIV
Appleby and Moore377 describe the establishment
of two specialist health visitor posts in Parkside
Health NHS Trust working with St Mary’s 
NHS Trust, Paddington. The first post was linked
with maternity services in providing and reviewing
a service for families known to be HIV-infected 
or at ‘high risk’. The second post was part of 
a multidisciplinary approach to provide a co-
ordinated service for HIV-infected drug users. 
A range of services is described, most importantly
in taking a multidisciplinary approach to this
family disease where both parents and children
may be infected, are frequently sick together, 
and are often living in poverty and fear of the
stigma of being identified.

A number of pertinent issues are discussed. 
For example, the importance for generic health
visitors to be aware that HIV may be a possibility 
in a child who is failing to thrive, and the need 
to find time to listen to parents’ worries and
anxieties; that HIV may be a possibility in any
persistent, unexplained problems. Appleby and
Moore also stress the importance of health 
visitors’ primary preventive role in providing
information and education to individuals and
communities about the prevention of trans-
mission of infection. They point to the need 
for acceptance by health visitors, and the need 
to examine one’s ethical, cultural and spiritual
beliefs in relation to infected families and the 
way professionals relate to them. The crucial 
issue of confidentiality and parents’ constant 
fear of sensitive information being shared
inappropriately is raised, together with the
importance of ‘normalisation’ and the need 
for routine advice to continue on all the 
usual aspects of child rearing, including the 
need for touch for both parents and children.
Finally, the need for appropriate and sensitive
responses to the effects of this chronic disease 
on all of a family’s members is emphasised.

What constitutes a ‘ normal’
health visiting home visit?
Some lessons from a selection of 
higher degree theses
Perhaps the greatest irony of the review of 
the preceding papers is that they are concerned
almost exclusively with a variety of the ‘problems’
with which health visitors become involved. 
Yet, traditionally, the health visitor has been a
generic worker whose primary brief has been 
the universal visiting of all families with children. 
A relatively recent paper by Cowley378 provides 
a sensitive account of how health visitors 
‘manage’ the ambiguity of these ‘routine’ 
visits; demonstrating considerable skill in 
assessing and responding to the immediate 
needs of a family, when the original intention 
of the visit might have been something quite
different. Many health visitors have been
concerned with making explicit the nature 
of this generic visiting to ‘normal’ families, 
and with the ‘problem’ of proving its effective-
ness. Papers discussing the nature of health
visiting/client interactions do appear in the
professional literature, and many of these are
derived from higher degree theses which 
health visitors have undertaken in order 
to address the issues.
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As a part of this review we undertook a selective
review of 17 of these original theses2,302,350,379–392

(12 PhDs and five Masters; appendix 5). We
searched the thesis abstracts for doctoral theses
concerned with home visiting by health visitors,
excluding those that did not focus on the home
visit (see appendix 3). Resources did not allow 
for a full search of Masters theses, and those we
reviewed were selected on the basis that they 
had made a significant contribution to the
subsequent literature and discussion on home
visiting. The thesis publication dates are from 
1980 to 1995 and all attempted to address what 
it is that health visitors ‘do’ in their routine 
visits to families in the domiciliary setting. 
All except one385 were concerned with health 
visiting parents and infants, and some380,382,389,390

focused, to a greater or lesser extent, on the 
micro-level of interaction through the ethno-
methodological analysis of tape-recorded
interviews between health visitors and clients. 
With the exception of Billingham379 who 
studied mothers on income support and
Robinson389 who attempted to interview 
persistent defaulters and their controls from 
child development clinics, the study populations
appeared not to be ‘deviant’ in any way. In 
this respect, the populations studied were 
‘normal’ and did not have the specific ‘needs’
covered in much of the professional literature 
that has been reviewed earlier. Mason386

compared health visiting practice in 
Belfast and Jamaica.

A review of higher degree theses is inevitably
constrained by the variable quality of the 
individual pieces of work, the fact that they 
were carried out as a part of a learning experi-
ence, that their subject matter and methods 
are not directly comparable and, above all, 
that the majority had to be reviewed on 
microfiche which renders many of them 
in parts almost unreadable.

Nevertheless, some general lessons can be 
drawn from this body of work. First, with the
exception of Luker385 and While,350 the studies
focused on process rather than outcome. 
Secondly, although ‘insiders’ carried out the
studies, one gains the impression that the work 
was motivated by a deep personal scepticism 
on the part of the authors who were determined 
to assess the utility of health visiting practice. 
Using predominantly ethnographic research
methods, they started out as professional
‘strangers’393 and appeared to manage 
successfully the need to distance themselves 

from the subject matter. They were prepared 
to be critical of what they identified but, 
somewhat to their surprise, it appeared that 
on the whole, they found that health visitors 
were frequently doing what they claimed, 
notably listening in a non-directive and 
non-authoritarian way, and giving advice 
appropriate to a family’s circumstances.

There were significant exceptions to this general
rule. Sefi’s390 small ethno-methodological study
found that, in general, health visitors dominated
and controlled the interactions. She was unable 
to establish whether the necessity for ‘getting
through the work’ led to this domination. She 
was in no doubt, however, that where a health
visitor was prepared to interact in such a way 
that the mother was able to set her own agenda,
then the result was a mother and infant-centred
discussion. Robinson,389 too, identified that 
talking with the client is a large and important 
part of health visiting practice, and asymmetry 
in these encounters in the form of health 
visitor dominance was identified. What one 
cannot estimate is the extent to which research
findings such as these, together with Holden 
and colleagues’ study54 of health visiting to
mothers with postnatal depression, may have
influenced subsequent contemporary health
visiting practice through education and training,
and through personal reading of the literature.
Certainly, Cameron,380 whose study built on 
Sefi’s390 and Robinson’s389 work, found that in 
the majority of interactions health visitors were
sensitive to client concerns and responsive to 
the expressed need for individual choice.
Nevertheless, a third of clients in Cameron’s 
study mentioned the health visitors’ child 
abuse surveillance role. It should also be 
recalled that Hennessy302,303 pointed out 
during the 1980s that for many managers 
of health visiting, ‘listening’ was not ‘work’. 
There is certainly some evidence394 that 
health visitors have been expected to an 
even greater extent in the 1990s to follow 
an NHS managerial agenda rather than 
one developed mutually with parents.

A family’s material and social circumstances
formed a substantial part of the interactions
identified in Billingham’s379 dissertation, but 
she found that oppositional or political talk 
was marginalised by a discourse that constructed
‘good mothers’ as ‘motherhood is love’ and by
individualistic solutions. Here, in the health
visitor’s relative powerlessness to act and her
frequently unsupported position with



A selective review of the British professional literature

228

management, lies a further key to one more 
of the health visitor’s major dilemmas. Just as
Dingwall313 reported on health visitors’ reliance 
on the ‘rule of optimism’ as a means of resolving
the large number of unsatisfactory family 
situations that they encounter, Taylor and 
Tilley323 pointed to the ethical contradictions
between a commitment to confidentiality with
parents and the expectations of others placed 
on the health visitor in suspected child abuse, 
and Roberts and colleagues338 reported on the
crucial distinction between individual and
collective responsibility and action in the
prevention of accidents, so health visitors are
frequently powerless beyond the use of their 
own resources to bring about any substantial
change for individual families. The health visitor
may feel politically aware, but is not expected 
to behave in an overt political way by moving
outside the boundaries of the family into the 
field of collective, societal responsibility. In 
this context, Blackburn’s work241–243 on health
visiting and poverty may be seen to be highly
idealistic. Health visitors appear to be tolerated 
as professional workers so long as they seem 
to be tactful and kind, whilst also being a covert
‘health policewoman’ with the individual family 
(a term asserted to Jane Robinson in this 
context by the late Dr Philip Strong395).

The historical development of this situation 
has been explored. Robinson’s388 review of 
the development of health visiting since the 
end of the nineteenth century concludes that
home visiting was legitimated initially as a means 
of responding at an individual level to the health
crises arising from the urban living conditions of
the poor. Dealing with the structural forces that
gave rise to those conditions was not considered 
to be a part of the health visitor’s remit, and
despite changing theoretical perspectives
underpinning the advice given in the home 
over time, the health visitor’s real ability to
influence the larger scene through policy 
change was always severely constrained. 
Once the initial support for the role by formerly
immensely powerful medical officers of health 
had been weakened and ultimately removed 
in 1974, the legitimisation of health visiting 
by the now controlling nursing and, 
later, managerial professions was 
progressively diminished.

Davies396 provides a sophisticated analysis of 
this situation. In a classic paper entitled ‘The
health visitor as woman’s friend: a woman’s 
place in public health 1900–1914’, Davies

demonstrates that once the idea of employing 
a ‘respectable working woman’ had been
superseded in the 1890s by the use of educated,
middle-class women, the method worked as 
part of the justification for women’s greater
participation both in political life and in paid
employment. The line was drawn, however, 
over the question of whether health visitors 
might be more scientific in their approach to
families by adding to knowledge rather than
merely conveying it. This scientific work, Davies
argues, was seen as men’s work and therefore the
proper province of the male sanitary inspector.
Thus, support for the idea of health visiting, which 
was derived at the turn of the century from the
influential body of medical officers of health, 
was conditional on health visitors retaining 
their womanly qualities of tact, sympathy and
resourcefulness. They were certainly not 
expected to interfere in matters 
considered political.

The tensions in the role described by Davies 
may even be worse today than in the period 
when she was writing. Since the 1960s, the 
impact of a much broader health visitor
curriculum based in higher education has 
resulted in a far greater questioning of their 
role by health visitors, particularly in relation to
inequalities in health (hence their attempts to
counteract the worst effects of poverty on families
and young children). Yet, in the succeeding 
30 years, their traditional autonomy in case 
finding has been eroded by their attachment 
to general practice and their integration into
nursing managerial structures. In addition, 
their nursing origins (which did not exist before
1924388) have been more and more emphasised
through the abolition of the health visiting
regulatory body (Council for the Education 
and Training of Health Visitors) in 1982, and 
the profession’s absorption into the UKCC 
as the overall regulatory body for the nursing 
and midwifery professions. It has even been
suggested that the next stage of regulatory 
change may be for health visiting to cease to 
exist as a separate profession and to be seen 
merely as a specialist branch of nursing. This 
may serve to ‘tidy up’ the regulatory arrange-
ments and deal with the often perceived 
‘deviance’ of health visitors when compared 
with their nursing colleagues. It is unlikely,
however, to promote the continued existence 
of a cadre of health workers who are 
demonstrably successful in identifying and
contributing to meeting the health needs 
of so many vulnerable groups.
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Conclusion
In this review of the British professional literature
on health visiting, we have identified that health
visitors in the UK are engaged in predominantly
primary preventive activities involving a broad
range of health issues amongst diverse groups 
of individuals and families, many of whom, but 
not all, are vulnerable in a variety of ways. Our
conclusions are summarised in the following 
key points:

• The main literature review, which forms 
the systematic review part of this study (see
chapter 4), is predominantly non-British and
deals mainly with outcomes. Therefore, many 
of the process issues of concern to British 
health visitors are excluded from the 
main review.

• The review of the professional literature 
has identified many of the process issues and
therefore begins to remedy the above omission.
Health visitors appear, on the basis of this
literature, to be successful in gaining acceptance
by a wide range of individuals and families who
appear to value their interventions. Yet, there 
is a notable lack of research evidence that 
links these processes of health visiting with
health outcomes.

• There is a wide range of British professional,
and some academic, literature on health visiting
that has given rise to many issues of concern
which have not been addressed subsequently
either by systematic research or by policy action.
Major tensions are identified between the health
visiting profession’s reliance on a voluntary
relationship with families, no right of access to
the home, and no powers of coercion, and the
employers’ (and other’s) expectations of the
health visitor’s role and function. These 
tensions were demonstrated in approximately
the mid-1980s and yet there is no evidence 
that they have been acknowledged as serious
constraints on health visiting practice, that any
attempt has been made to resolve them at a
policy level, or to engage in further research in
order to identify possible solutions. Meanwhile,
policy changes within the NHS and CHS services
have resulted in many changes in the ways in
which the health visitor has been able to
practise, particularly in the extent of home
visiting, autonomy in case finding, and in the
responsibility for making referrals. Health
visiting has become increasingly ‘medicalised’
and those aspects of work, which do not fit

comfortably within a medical model, have
tended to become marginalised.

• The professional literature demonstrates 
that the health visitor, in addition to visiting
‘normal’ families, reaches the ‘unreachable’ –
travellers, the homeless, the poor, victims of
domestic violence, and depressed mothers.
There is limited evidence on the role that
Community Mothers may play in extending 
the health visitors’ role with disadvantaged
mothers, although the possibility of creating 
a cadre of low/unpaid women also has 
the potential for further devaluing 
‘women’s work’.

• The health visitor’s ability to work successfully 
in an inter-disciplinary and inter-agency way is
demonstrated in many of the professional
accounts of work with vulnerable groups.
Indeed, the health visitor is frequently the
linchpin in a network of professional and
voluntary agencies. Yet, particularly in the 
area of child abuse, health visitors often find
themselves in morally conflicting situations 
over their role with families, which is 
frequently poorly understood by others.

• Historic work on the health visitor’s role 
in the prevention of sudden infant deaths
demonstrated effectiveness in the late 1970s.
The subsequent literature goes on to show 
that even when the death rates had been
substantially reduced, health visitors 
continued to modify their advice in line 
with emerging research findings with 
apparently demonstrable further positive 
effects. They also offer highly acceptable
support to families who have experienced 
a sudden infant death.

• Apart from major efforts on the part of health
visitors themselves, usually in the context of
higher degree theses, there is little systematic
research on how health visitors work at a micro-
level in their relationships with individuals and
families. The work, which does exist, suggests
that health visitors are most successful when
functioning in a non-directive, supportive way,
encouraging their clients to set their individual
health agendas. Yet, this is a method of inter-
vention, which tends to be treated by their
employers as ‘non-work’, and health visitors 
are expected increasingly to operate within the
terms of NHS managerial and medical agendas.
The significance of this state of affairs for
primary prevention, particularly in mental
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health, cannot be underestimated because
depression is predicted to constitute the second
largest part of the global burden of disease by
the year 2020. It may be that the diminution in
home visiting which has gradually taken place
since the beginning of the 1990s has left many
families unsupported during the ‘normal’ crises
that occur inevitably when raising a young
family. Unfortunately, these changes were not
accompanied by any evaluative research.

• If governments are serious about diminishing
inequalities in health, and improving the level 
of health in the general population, then the

relationship between individual and collective
responsibility for health must be considered.
The interplay between successful parenting, 
bio-psycho and socio-economic factors, and 
the wider environment has been demonstrated.
Health visitors are the only British health
professionals who have been trained to integrate
all these dimensions into their assessment of
health needs and in the planning of appropriate
interventions. Research is needed that takes 
into account health visiting within different
theoretical frameworks for practice, evaluating
both the processes and outcomes that are
implicit in different models for practice.
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Introduction
In chapters 2 and 4 the question of whether 
or not professionally qualified home visitors are
more effective than those who do not possess
professional qualifications was raised. This is 
clearly an important question because it is central
to decisions about skill mix and cost-effectiveness.
In this chapter we examine this issue in more
depth, discussing five studies that employed 
non-professional home visitors. We examine 
three studies46,47,62,70 already discussed in Part I 
of this report (see chapters 2 and 4). In addition,
we examine two British studies397,398 excluded 
from our main review because they failed to 
meet our inclusion criteria (see chapter 3).

Hardy and Streett (1989)47

Hardy and Streett47 looked at the preventive 
effects of family support and parenting education
delivered to poor, black mothers in the USA. 
The home visitor was “a middle-aged, college-
educated black woman” who had previously lived
in the same community as the mothers. The home
visitor had “limited training” and worked under
the direct supervision of a director of a Children
and Youth Program in the area, and in close
cooperation with a social worker also working 
for the Children and Youth Program. The role 
of the home visitor was to support the mothers 
and to provide them with information, but not 
to attempt any kind of therapeutic intervention 
to deal with psychosocial problems. If families 
had severe psychosocial problems, the home 
visitor was encouraged to refer the family to 
the social worker or programme director.

Hardy and Streett report that the programme 
was successful. The intervention group performed
better on all of the outcomes assessed than did the
controls, although for two outcomes, child abuse
and head trauma, the difference between the
groups was not significant (see chapters 2 and 4).
In describing the content of the intervention,
Hardy and Streett stress that it was the problems 
of poverty and deprivation, rather than problems

with parenting capacity, with which the home
visitor had to deal. Hardy and Streett also make
clear that the home visitor was reliant on pro-
fessional back-up and support from the social
worker and programme director throughout. 
The home visitor also had medical back-up in 
the form of emergency medical supplies. Hardy
and Streett concluded that any programme of 
this type “will not work optimally in isolation from
professional social service and medical support”.

Barth and colleagues (1988)46 and
Barth (1991)70

Barth46,70 evaluated a home visiting project, 
known as the Child Parent Enrichment Project,
which was designed to prevent child abuse.
Pregnant women were referred to the project 
if they were identified as at risk of abusing 
their child by community professionals. The
intervention involved home visiting by “para-
professional women”. The control families 
received traditional community services. 
The project took place in the USA.

Barth found that during the project (6 months)
there were slightly more reports of child abuse in
the intervention group than in the control group
(11 vs. 9). This finding was not significant. Follow-
up reports of child abuse (on average 3 years 
later) were similar for both groups. Barth
concluded that there was some, very limited,
evidence that the programme of paraprofessional
home visiting had a primary preventive effect on
families who had not already been reported for
abuse prior to participating in the study. There 
was no evidence of secondary prevention in those
who had previously been reported for abuse.

Barth concluded that the programme of home
visiting by paraprofessionals did not make a
measurable difference to child abuse outcomes.
However, like Hardy and Streett47 (see above),
Barth suggests that the programme was helpful 
to some clients in dealing with problems arising
from poverty, deprivation and social isolation, 
even though it did not prevent child abuse: 

Chapter 7

Professional versus non-professional 
home visiting 
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“This is a worthwhile service, but not a child abuse
prevention service”.70

Barth questioned the value of a project like 
the Child Parent Enrichment Project for highly
distressed families. He drew attention to the 
fact that as public services were increasingly
limiting their interventions to only those families
with very serious problems, other highly distressed
families were being referred to alternative services
such as the Child Parent Enrichment Project.
Paraprofessionals, he believed, did not have the
skills to deal with the multiple problems of these
families – for example, substance abuse and 
mental illness – for which some clients were not
receiving professional services. Barth concluded 
by expressing doubts that a paraprofessional
service designed to prevent child abuse could 
be effective for highly troubled families.

Johnson and colleagues (1993)62

Johnson and colleagues62 assessed a child
development programme delivered by non-
professional, volunteer ‘community mothers’ 
in Dublin. The CDP was closely modelled on that
developed by the Early Childhood Development
Unit in Bristol.122,123 The Bristol CDP had been
implemented in one health authority in Ireland,
but lack of resources had meant that the
programme could not continue.62 It was therefore
decided in Dublin in 1983 to implement a similar
programme using community mothers. The
community mothers underwent 4 weeks of train-
ing, and each worked under the guidance of a
‘family development nurse’ (see also chapter 6,
‘Home visiting by community mothers’, page 211).

The community mothers programme was
successful in some respects. The intervention
group did better than the controls with 
regard to immunisation rates, mothers’ self-
esteem, and a number of dietary outcomes. 
Three cases of abuse were found among the
controls compared with none in the intervention
group, although this finding was not significant.
However, the community mothers programme
failed to show any benefits regarding hospital-
isation whereas the Bristol CDP was associated 
with a sharp decrease in admissions among 
the intervention group.122

Johnson and colleagues62 concluded that 
non-professionals could deliver the programme
effectively. However, they stressed that they were
unable to say whether non-professionals could

deliver the programme as cost-effectively as
professionals. Hence, a crucial question which
Johnson’s study raises is whether the reduced
effectiveness of a non-professionally delivered
programme can be justified by its lower cost.

Oakley and colleagues (1995)398

(NEWPIN)
Oakley and colleagues398 evaluated a British
voluntary sector initiative, NEWPIN (the New
Parent Infant Network), which uses volunteers 
who are mostly recruited by health visitors to
befriend and support mothers of young children.
Volunteers are frequently former clients of the
service. NEWPIN schemes combine home visiting
by volunteers with centre-based activities, such 
as mothers’ groups.

Questionnaires were sent to all women referred
during 1992 to four London centres. A total 
of 93 questionnaires were returned, which was 
a response rate of 63%. Information was abstracted
from referral forms about all the women referred
during 1992, including those who did not, in 
the event, make use of NEWPIN services, and 
those who did not return their completed
questionnaire. Interviews were undertaken 
with ten NEWPIN staff.

The most important finding from the evaluation
was the high proportion of women referred to
NEWPIN who never used it. In all, 52% of the
women referred in 1992 never went on to use 
the service. Reasons given by NEWPIN staff for
non-use were that the referrals were inappropriate
or the women were ‘not ready’. Reasons given by
women who had completed questionnaires were
that their circumstances had changed or that
NEWPIN did not meet their needs. Women also
mentioned practical and financial obstacles to
visiting the centre. Data on referral forms
suggested that NEWPIN staff found it easier to
contact older women with fewer children and
those with partners, than young, single mothers
with several children. Data on referral forms
indicated that the two biggest problems for 
which women were referred were social isolation
(65%) and depression (56%). Data concerning 
the referring agency showed that only 38% of
health visitor referrals went on to use the service,
compared with 61% of referrals by community
psychiatric nurses and 60% of self-referrals. 
There was evidence of poor communication
with the statutory sector. Many referring 

agencies, including GPs and community 
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psychiatric nurses, appeared not to have been
informed of the outcome of their referral.

Of the 72 women who provided data on whether
someone had visited them at home, 66% had
received at least one home visit. Of the 93 women
who returned their questionnaire, 47% said they
found NEWPIN very or quite helpful, and 12%
said it was not helpful or was positively unhelpful.
A total of 43% claimed NEWPIN had helped 
them change their lives, and 41% said NEWPIN
had not helped them change their lives. One-third
felt that NEWPIN had helped them with their
child-rearing problems overall. A total of 17% 
felt NEWPIN had helped them not to hurt their
children, and 6% said that NEWPIN had helped
prevent their children being taken into care.

In a subsequent paper,399 Oakley suggested that 
her finding that over half the women referred to
NEWPIN never use it raised disturbing questions:

“It does ... seem to be the case that health visitors
(and others) refer to Newpin because there is
nothing else available, and because they themselves
have too much to do. There are real questions here
about what is happening to health visiting, about who
is responsible for women who have been referred,
and about who is accountable for what may
subsequently happen to them.”399

Frost and colleagues (1996)397

(Home-Start)
Frost and colleagues397 evaluated five Home-Start
schemes based in Wakefield. The evaluation took
place between 1992 and 1995. Home-Start is a
voluntary sector initiative in which volunteers 
offer support, friendship and guidance to families
with young children. At the time of Frost and
colleagues’ evaluation there were 172 Home-Start
schemes in the UK, plus a further 53 in other
countries.397 Data was obtained from referral 
forms on all 305 families referred to the five
schemes over the 3-year evaluation period. The
researchers also interviewed a quota sample of
mothers, fathers, volunteers, organisers and other
professional workers, totalling 153 individuals. 
Two sets of interviews were undertaken: the 
first when the families first started to receive
volunteer visits and the second 6 months later.

Frost reported, on the basis of the interviews, 
that 70% of families had found satisfaction 
with the support they had received from the
volunteers. In relation to women’s emotional 
well-being, 13% claimed to have resolved their

emotional problems over the 6-month period
between the two interviews, 51% of the sample
reported improvements, 9% reported deterior-
ation, and 27% reported no change. In relation 
to informal support networks (friends and 
family), 55% of women said there had been an
improvement in their informal networks, 4%
reported a deterioration, and 41% no change. 
A total of 42% claimed their relationship with 
their partner had improved, 46% said it had 
stayed the same and 12% that it had deteriorated.
Improvements in parenting were reported by 
51% of the families, 43% reported no change 
and 6% claimed their parenting skills had
deteriorated. Finally, concerning child protection,
Frost and colleagues’ data showed that 12% of 
the families supported by the Home-Start schemes
had at some time been on the child protection
register, and of those, 12% were still on the
register. Frost and colleagues claimed that, 
working in conjunction with social workers 
and health visitors, Home-Start volunteers were
able to offer additional help to these families
through their family support package. In addition,
social workers were able to refer to Home-Start
volunteers, families who had come to the 
attention of social services as child protection
cases, but were not, after investigation, 
considered in need of a social work input.

Frost and colleagues concluded that overall, 
the service was valued by families and health
professionals alike. However, it was not without
problems. Frost drew attention to the importance
of clear lines of communication between statutory
and voluntary agencies, and the ambiguous
position of the volunteer who is expected both 
to befriend the client, and at the same time to
adopt the perspective of a professional worker.
Whilst pointing to the advantages that a volunteer
has in being able to work in an equal partnership
with clients, Frost too cautions that volunteers 
with only minimal training cannot work
unsupported by professional workers in 
families where child protection is an issue.

Conclusions

• No studies exist that formally compare the
effectiveness and cost-effectiveness of pro-
fessional and non-professional home visiting.

• Non-professional home visiting relies on
guidance, collaboration and support from
professionals. Non-professional home 
visitors do not work in isolation from
professional services.
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• Poor coordination between statutory and
voluntary sector provision can result in 
some clients falling through the net of 
service provision.

• Where non-professional home visiting is
targeted on very deprived populations, 
one of its main benefits appears to be that it
helps clients to overcome practical problems
arising directly from their poverty, rather than
helping them to improve, for example, their
parenting skills. In any event, dealing with the

consequences of poverty and deprivation
appears to be a precondition for success 
in achieving other objectives such as 
improvements in parenting skills.

• Some families with severe and multiple
problems may not be suitable for non-
professional home visiting in the absence 
of a professional input. It may be that
professional workers accomplish some
objectives, such as the prevention of 
child abuse, more successfully.
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Introduction
It is a weakness common to many studies of the
effectiveness of home visiting that they lack a
strong theoretical framework that relates the
intervention being described to the outcomes
being studied (see chapters 2 and 4). Typically, 
the studies we reviewed in chapter 4 included 
a list of expected outcomes of the intervention, 
a (often inadequate) description of the inter-
vention, and a report of the extent to which 
the outcomes were met. Researchers were
frequently not explicit about the paradigm 
or model within which their research was
conducted, and often no attempt was made 
even to hypothesise about how the intervention
being described might be expected to result in 
the outcomes specified. This made it difficult 
both to understand the rationale of the inter-
vention, and to come to any conclusions about 
why a particular intervention succeeded 
or failed.

Our purpose in this chapter is to provide a 
context within which to interpret the findings 
of empirical studies of the effectiveness of home
visiting. The chapter is divided into two sections.
Section 1 examines various theoretical frameworks
within which the health and social problems 
dealt with by health visitors can be conceptualised.
The particular problem of child abuse is used 
as a means of illuminating how different models 
or conceptualisations of social problems have
influenced home visiting interventions. Section 1
draws heavily on the work of Parton.400 Section 2
looks at a number of different intervention
approaches, or models of practice, adopted 
by health visitors (see also appendix 6).

Section 1

The conceptualisation of social
problems: child abuse
Parton’s400 specific concern is with child abuse.
However, the models and approaches he outlines
apply to a range of problems for which home
visiting is seen as an appropriate response. 
Parton outlines several models of child abuse: 
the disease model, cultural–behavioural models,

the ecological model, and structural models. 
Each of these models is discussed in turn below.

The disease model
In the disease model, the problem of child 
abuse is viewed as abnormal or pathological
behaviour, which has its origins in the personality
of abusing parents. The emphasis is on individual
treatment, cure and prediction. Parton400 suggests
that the disease model rests on a number of
assumptions: first, that child abuse is a sufficiently
unified disease to be placed in a diagnostic cate-
gory in its own right; secondly, that the disease 
is to be found in the parents, although it mani-
fests itself in the relationship with the child; 
and thirdly, that psychological or interpersonal
family factors are of primary importance in 
causing the disease.

Parton argues that there are grave conceptual 
and empirical problems with the disease model 
of child abuse. First, there is the problem of
definition. A clear definition of child abuse is
central to the disease model, yet even within 
this model there is no standard definition of 
child abuse that is shared by researchers and
accepted by welfare professionals. Secondly, the
disease model rests on the assumption that it is
possible to identify characteristics of abusing
parents. Yet the research evidence suggests that
there is not a single characteristic or cluster of
characteristics which distinguishes abusers from
non-abusers.73,401–405 Consequently, it is not 
possible to predict child abuse on the basis 
of such characteristics. All the empirical evidence
to-date suggests that attempts to predict abuse 
have both low sensitivity and specificity.400,403,405

(see also chapter 9). Finally, Parton questions 
the effectiveness of interventions based on the
disease model.

Parton reaches conclusions very similar to those
reached by Rose10 (see chapter 9). He believes 
that the disease model has failed to provide
practitioners with any effective means of 
tackling child abuse:

“[In the disease model] ... abuse is seen as a problem
with certain parents who are unusual, or different to
the normal. Abuse results from some individual or

Chapter 8

Models of health visiting 
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family defect and so must be remedied by particular
means or exceptionalist solutions which are tailored
to the individual case. In the process other parents
are seen as normal and the wider society is not seen
as problematic. ...

“The disease model legitimates the role of a 
variety of health and welfare professionals who 
are seen as experts on such exceptional problems,
and devolves to them the responsibility of ‘doing
something about it’. It also reinforces the view 
that such experts have, or can develop, the technical
know-how to monitor, control and ameliorate in a
very individualised way. Yet ... the model on which
such techniques are based is empirically flawed and
fundamentally misconceived. The research has 
failed to provide the results whereby abuse can 
be predicted and identified with any precision, so 
that health and welfare practitioners are being asked
to do a job for which the basic tools do not exist.”400

(pp. 149–150)

The disease model in studies of home visiting
The disease model, and variants of it, is evident 
in some of the empirical studies included in our
own literature review (see chapter 4). In particular,
much of the research is predicated on the assump-
tion that it is possible to predict those individuals
and families who are likely to suffer particular
problems.46,48,70,101,125,406 The vast majority of studies,
particularly the American studies we have reviewed
in chapter 4, focus on families deemed to be at
‘high risk’ because they possess certain character-
istics. These characteristics tend not to be the
kinds of individual deficits with which the disease
model has traditionally been associated, but rather
social and economic risk factors. Nevertheless, 
the search for any kind of risk factor has its 
origins in the ‘disease model’, which assumes 
that it is possible both to distinguish those 
who are ‘at risk’ from those who are not, and 
to predict individuals or families in which
problems will occur (see chapter 9 for a 
critical discussion of these ideas).

The cultural–behavioural model
The cultural-behavioural model holds that the
problems of deprived populations result from 
their own health-damaging behaviours. The
‘solution’ in this perspective lies in health
education in order to combat ignorance and
encourage more appropriate, health-enhancing
behaviours.407 It is this cultural perspective that 
lies behind the idea of a ‘cycle of deprivation’,
which suggests that deprivation and ‘mal-
adjustment’ might be transmitted via poor
parenting practices from generation to 
generation, resulting in both health and 
social problems.408 This approach gained 

much credence in both this country and the USA
in the 1960s and 1970s but is now often criticised
as victim-blaming and as denying the importance
of structural factors.

Cultural–behavioural approaches in studies 
of home visiting
Cultural explanations and their associated
behavioural approaches to achieving change 
can be found in a number of studies of the
effectiveness of home visiting. Some of the 
earlier British and American studies of the
effectiveness of home visiting reviewed in 
chapter 4, which concentrate on imparting
information and teaching various skills to 
parents, are based on this perspective.36,38,151

The ecological model
The ecological model is exemplified in the 
work of Garbarino and colleagues.409–413

Garbarino,410 drawing on the work of Hawley,414

describes the ecology of human development as
the “progressive, mutual adaptation of organism
and environment”. The ecological model 
conceives of the environment ‘topologically’ 
as an interactive set of systems ‘nested’ within 
each other.410,411 The child’s environment 
is thus understood as a series of settings each
contained within the next broader level from 
the family to society (rather like a Russian doll),
with each level exerting an influence on other
levels.400 Child abuse is the product of a “con-
fluence of forces which lead to a pathological
adaptation by caregiver and (to a lesser 
extent) child”.410

In line with Rose’s10 conceptualisation of many
social problems (see chapter 9), Garbarino and
colleagues410 view child abuse as “a point along 
a more general continuum of caregiver-child
relations” and as “only quantitatively different 
from non-abusive relationships”. In the ecological
model, the central issue in child abuse is not
physical injury or neglect but the overall
relationship between parent and child and the
impact of the relationship on the child’s social,
intellectual and moral development.400,413

The ecological model pays particular attention 
to the ‘social habitability’ or quality of the
immediate environment or neighbourhood.
Garbarino and colleagues’ empirical research
demonstrates that parents officially reported 
for child maltreatment tend to be clustered
geographically in economically deprived and
‘socially disruptive’ neighbourhoods.400,413

Garbarino emphasises in particular the way in
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which the geographical segregation of deprived
families into certain neighbourhoods gives rise 
to social isolation and social disorder.

Garbarino and colleagues415 see the role of 
welfare professionals as helping to overcome the
isolation of families in deprived neighbourhoods
by generating neighbourhood support systems 
and teaching the skills of community organisation.
They also emphasises the importance of continuity
in the relationship between client and welfare
professional because in so many deprived neigh-
bourhoods relationships are brief and superficial.
However, Garbarino does not subscribe to any
belief in ‘partnership’ or ‘equality’ between
professional and client. Rather, his concern is to
overcome the isolation and privacy of nuclear
families through close surveillance of family life.
He believes professionals have a right to intrude
into the private lives of families because “families
do not own their children, they hold them in 
trust for society”.415

Parton,400 while acknowledging many of the
insights of the ecological perspective, argues 
that in many ways this model simply replaces 
the idea of individual pathology contained 
in the disease model with the idea of social 
pathology. Thus, certain neighbourhoods are 
seen as lacking or deficient in certain crucial
respects (they lack cohesiveness, have poor 
support networks, and suffer from a general
impoverishment in their social relationships).
Certain neighbourhoods, like certain 
individuals in the ‘disease’ model, are seen 
to require special treatment, development 
and support.

The ecological model relies on an analogy 
with the ecological systems found in biology. 
This analogy suggests that socially impoverished
neighbourhoods are ‘pathological’, while other
parts of society are healthy. But Parton argues 
that the analogy with biology can only ever 
provide partial and one-sided explanations 
because “neighbourhoods and communities are
not ecological systems but are regulated and
influenced by (social) processes unknown to the
biologist”.400 In the social world, people’s lives 
are shaped by the class structure, by race and
gender relations, and by the political economy.
These social structures have no equivalent in
biology. A full explanation of child abuse, 
Parton argues, must look beyond the narrow
influences of a shared geography, and focus 
on wider political, economic and 
historical influences:

“Instead of looking inward to find the causes of 
child abuse ... in communities, neighbourhoods 
and families, it would be more productive to
demonstrate how political, economic and historical
forces can account for social deficits and child
maltreatment.”400 (p. 158)

The ecological model in studies of 
home visiting
The ecological approach has had an important
influence, particularly in American studies of 
the effectiveness of home visiting. The ecological
model’s rejection of individual and psychological
explanations of abuse has been embraced by 
many welfare practitioners whose own ‘grass 
roots’ experience has taught them that child 
abuse cannot be adequately explained, predicted
or ‘cured’ on the basis of the individualistic 
disease model. The ecological model is thought 
by many practitioners and researchers to be
particularly well-suited to the task of understanding
not only child maltreatment but also the much
wider range of problems experienced by deprived
people. The idea that child abuse represents a
dynamic process of mutual adaptation between
individuals and their environment is seen by 
many to be an important improvement on the
simple notion of a one-way process of cause 
and effect. Finally, the ecological model has
resonated with the experience of many prac-
titioners working in deprived areas who have
perceived that certain neighbourhoods do 
have a unique ‘character’ which marks them 
off from surrounding localities.

The ecological model has also had an impact 
on practice. Generating community support
networks, and improving access to both 
formal and informal health and welfare 
services are held to be the key to effective
interventions by a number of practitioners 
and researchers, notably Olds and his 
colleagues in the USA,30,48–51,82,100,101,406,416–424

but also other US researchers.46,70,74,83,84 Under-
pinning the home visiting programme described 
in studies by Olds and colleagues48–51,82 is the 
idea that the most important and beneficial
outcomes of home visiting result from its role in
integrating isolated families into the community,
fostering stronger formal and informal support
networks, and contributing more generally to an
enrichment of the impoverished quality of life 
of people living in deprived communities.
However, like most of the empirical studies
included in our literature review (see chapter 4),
Olds’ research represents a hybrid of different
approaches. There are also elements of the
‘disease’ model in Olds’ work. He is wedded 
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to the search for ‘risk factors’ and is committed 
to the idea of targeting interventions on those 
at high risk. There are also elements of a cultural–
behavioural approach in his work. He believes it 
is important that home visitors promote “positive
health-related behaviours” and attempt to
“enhance the quality of infant care-giving”.406

However, the emphasis on cultural–behavioural
factors is balanced by an emphasis on the social,
physical and economic environment of families.

Structural models
The most radical perspective on child abuse 
is adopted by the American, Gil.425–427 Gil 
identifies child abuse as an aspect of inequality. 
It is inequality, according to Gil, which, via the
experience of poverty and social isolation, is 
the primary determinant of abuse.425,400

In explaining child abuse, Gil’s focus is on the
structural impediments to human development.
Gil427 argues that the unequal structure of society
consistently frustrates a large section of society
whose potential for development is thwarted.
Eventually, energy that is blocked by “structural
violence” erupts as “reactive, personal violence 
by individuals”. Gil believes that:

“if violence is to be overcome in a society and its
families, obstructions to the unfolding of human
potential need to be eliminated, and the institutional
order needs to be transformed into a non-violent 
one, conducive to human self-actualization in 
which all people can freely meet their intrinsic
biological, social and psychological needs.”427

(quoted in Parton400; p. 168)

The extent to which needs can be met, Gil 
argues, depends on society’s philosophies and
values, and on policies concerning resources, 
work and production. Hence, social problems 
can only be dealt with through a change in 
societal values and philosophies, and through
political change, including a redistribution of
resources, and the reorganisation of work 
and production.425

In Britain, structural models are less radical 
than Gil’s American model. But in common 
with Gil, British commentators working within 
a structural model place great emphasis on
disadvantage and material deprivation in shaping
the individual’s personality and in influencing the
quality of child care. Exemplifying the British
approach, Fuller and Stevenson428 warn against
attributing the problem of child abuse to 
personal inadequacy or maladjustment, drawing
attention instead to the way in which poverty

modifies attitudes, personalities and behaviour.
Similarly, Wilson and Herbert429 suggest that 
the stresses arising from chronic poverty may 
result in

“feelings of failure, total loss of self-respect, or even
paranoid feelings of persecution, and these states of
mind in turn may lead to loss of motivation, suicidal
actions, or aggressiveness and homicidal tendencies.
When family failure eventually leads to contact with
the Social Services it is not surprising that in many
cases personality attributes are seen as the main
‘causative’ factor.”429

(quoted in Parton400; p. 168)

Wilson430 describes how poverty forces parents 
into a pattern of child-rearing with which they 
are not happy, and how they adapt to their 
failures by lowering their expectations. Parton
acknowledges the strength of Wilson and 
Herbert’s approach both in linking socio-
economic variables directly to the health 
and well-being of parents and children, 
and in drawing attention to the mismatch 
between society’s high expectations of 
parents, and poor parents’ ability to 
meet these expectations:

“Social and economic stress ... has direct
consequences for the well-being of children in poor
families. People feel their poverty more when it
affects their children and they are invariably more
humiliated by their failures when they affect their
dependants. Such problems are reinforced by the 
fact that society has articulated expectations of 
family life, and performance in child care is 
closely monitored. Poor parents are very aware 
of this.”400 (p. 172)

Parton is uncritical of structural approaches.
However, clearly these approaches have short-
comings. The structural approach adopted by 
Gil, in particular, cannot avoid the charge that 
it is idealistic to the point, frankly, of naivety. 
Gil’s approach is helpful in placing child abuse
within a wider context of poverty and inequality,
and in drawing attention to the wider societal
processes that result in damage to children.
However, his utopian vision of a society in 
which all people can freely meet their needs 
and engage in an unfettered process of ‘self-
actualization’, appears unrealistic. In this respect,
the individualistic theories adopted by, for
example, those with a psychoanalytic orientation,
seem to have advantages over Gil’s theory.
Mainstream psychoanalytic theory holds that
‘healthy’ human development depends in part 
on coming to terms with the reality that needs 
and desires cannot always be freely met. The 
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belief that some degree of frustration is inevitable,
and that the ‘real world’ will always fall short 
of an ideal environment in which to develop,
shows a realism in psychoanalytic theory lacking 
in Gil’s account.

A final difficulty with both American and British
structural approaches is that they betray a degree
of structural determinism. They have no means 
of explaining why some disadvantaged families 
and children do not suffer the adverse health 
and developmental outcomes that these
approaches would lead us to believe such people
‘ought’ to suffer. Here, more individualistic and
psychological theories have the advantage that 
they are at least consistent with the fact that 
there are great differences in the health and 
well-being of people sharing very similar socio-
economic profiles. There is the danger in
structural approaches of stereotyping those 
in poverty, and overlooking the problems of 
those occupying a relatively advantaged 
position in society.407

Structural approaches in studies of 
home visiting
Although Gil’s radical structural approach has 
had an impact on theoreticians, such as Parton,
there is little evidence of a radical structural
approach in studies of the effectiveness of home
visiting. This may be, in part, because of the
difficulty of translating the kind of approach 
that Gil adopts into a practical piece of research.
For example, it is not immediately apparent 
what goals or outcomes would count as measures
of success in this approach. Moreover, there is 
a long time-lag between the inputs (e.g. the
redistribution of resources) and the outcomes 
(e.g. reductions in the incidence of various types 
of damage to children).103 Perhaps the main 
reason for the absence of a radical structural
approach in studies of home visiting is that 
home visiting as an intervention strategy would 
be ruled out a priori by many structuralists on 
the grounds that intervening at the level of 
the family with the aim of rectifying problems
whose causes and solutions lie elsewhere, is
misguided, and certain to be ineffective.

The British structural perspective, in which 
socio-economic factors are held to be directly
linked to the personal characteristics and behavi-
our of individuals and families, has not been
influential in studies of home visiting, although 
in many British studies it is recognised that
people’s material circumstances have an 
important effect on their ability to cope.

Section 2
Models of health visiting practice
Within the professional health visiting literature,
several commentators have distinguished between
different models of health visitor intervention.
Below, we discuss the models described by four 
sets of authors: Robinson,227 Chalmers and
Kristajanson,431 Billingham,432 and Twinn.433,434

We also discuss the relationship between these
models of health visitor professional intervention,
and the conceptual frameworks described
previously in section 1.

Robinson227: the problem-oriented approach 
vs. the relationship-centred approach
Robinson227 has distinguished between the
‘problem-oriented’ and the ‘relationship-centred’
approach. The problem-oriented approach can be
seen in the developmental screening of infants and
young children by health visitors. The goal in this
approach is to identify developmental abnorm-
alities and to refer any ‘problem’ to medical
colleagues. The approach is epidemiological in
orientation and is derived from the ‘disease
model’. By contrast, in the relationship-centred
approach, the emphasis is on supporting the
family, and the goals are more diffuse than the
detection and treatment of a particular problem.
In this model, health visiting approximates more
closely to social work than to nursing. Robinson
argues that whatever terminology is used –
problem-oriented versus relationship-centred;
nurse versus social worker; clinical versus
supportive; medical versus social science – a
polarisation of approaches was apparent at the
time of the study at the end of the 1970s.

For the purpose of undertaking evaluative
research, Robinson suggests that the problem-
oriented approach lends itself to measurement 
of those things that can readily be measured, 
for example, rates of immunisation; and hence 
and to the achievement of tangible and quanti-
fiable objectives, such as ensuring a high level 
of immunisation. The relationship-centred
approach, on the other hand, is “dependent 
on less tangible factors, such as acceptance,
empathy, and rapport. It is less easy to set
objectives in concrete terms, and evaluation is
dependent on subjective, qualitative estimation.”227

Commenting on health visitors’ anxiety to “prove
success” through research, Robinson cautions
against relying only on factors that can be quanti-
tatively evaluated, and ignoring the intangible
elements of the relationship between health 
visitor and client.
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Chalmers and Kristajanson431: models of
community health nursing
Chalmers and Kristajanson431 have distinguished
three models of Canadian ‘community health
nursing’: the public health model, the community
participation model, and the community change
model. The public health model uses epidemi-
ological concepts to identify risk groups in the
community. In this model the public health 
nurse’s efforts are directed at primary and
secondary prevention by means of immunisation
programmes, teaching clients about nutrition 
and the control of the spread of communicable
diseases, and carrying out screening programmes.
This model is thus based on a mixture of the
‘disease model’ and a ‘cultural–behavioural’
approach to health and social problems. The
public health model contains strong elements 
of professional dominance and control. It places
the emphasis on the nurse as the definer of the
health problem. In this approach, little attention 
is devoted to analysing “the underlying 
problems facing these risk groups”.

The ‘community participation’ model involves 
the community in planning and delivering 
health services. The community health nurse’s 
role is to assist communities in identifying 
their own needs and problems, and to help 
the community to carry out their own solutions
before seeking outside help.435 Although this
approach contains elements of the ecological
model, stressing as it does the importance of the
ecological niche, or the quality of the immediate
environment or neighbourhood in which people
live, the emphasis on a more equal relationship
between worker and client does not derive from
the ecological model. The community partic-
ipation model entails a shift in power from pro-
fessionals to communities. This shift affects not
only the professionals but also community groups
who must take on more responsibility for defining
their needs, and for deciding how they wish to
work with professionals.

The ‘community change’ model is an extension 
of the community participation model. However,
the target is much wider than the community 
and involves community nurses in challenging 
the existing distribution of power, the dominant
value system and the allocation of resources. 
There is therefore a radical structural analysis 
at the heart of this approach. In this approach, 
the community nurse aims to improve the
community’s health not through a specific
intervention but by adopting a mediating, 
enabling and advocacy role to aid in the

generation of ‘community systems’ and to make
health a ‘politically accountable issue’.436

Billingham432: preventive, radical–political 
and self-empowerment models of 
health visiting
Billingham,432 drawing on the work of Tones 
and colleagues,437 outlines three models of 
health visiting: the preventive, radical–political 
and self-empowerment models. The preventive
model, based on the disease model, and cultural–
behavioural explanations of social problems,
focuses on behaviour change by persuading
individuals to take responsible decisions. Indi-
viduals are given information and are expected 
to make lifestyle changes and to participate in
screening programmes.

The radical–political model is the ‘opposite
extreme’ of the preventive model. Based on a
radical–structural model, it is concerned with 
the promotion of social and environmental 
change by political action to address the causes 
of ill-health. Billingham suggests that the limit-
ation of this approach is that it could be seen 
as a ‘top–down’ approach, with the worker setting
the agenda rather than the community making 
its own decisions.

The ‘self-empowerment model’ aims to empower
individuals and communities to achieve change.
Interventions that help to develop assertiveness
and self-esteem are viewed both as valid outcomes
in their own right, and as facilitating health
choices of every kind.

Twinn433,434: four paradigms of health visiting
Twinn433,434 has outlined four ‘paradigms’ which
practitioners use to guide their practice: individual
advice-giving; environmental control; emancipatory
care; and psychological development.

‘Individual advice-giving’ is the traditional
approach to practice. It emphasises advice and
health education, and is given in a one-to-one
situation. Its target is usually all parents of 
young children.

The second paradigm, ‘environmental control’,
uses epidemiological data to identify health 
needs. Health profiling, and targeting priority
needs and client-groups, are aspects of this
approach. This approach is collective and 
directive. It retains elements of the disease 
model, employing a very traditional model of
public health with its emphasis on professional
dominance and control. It involves health visitors
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working collaboratively with other professionals,
and uses a multisectoral approach.

The third approach, ‘emancipatory care’ is 
non-directive but collective. The emphasis is 
on partnership with clients, and on taking 
practice into the community, with health visitors
participating in community health initiatives.438

The final paradigm is ‘psychological develop-
ment’. This paradigm is also about working in
partnership with clients, with a particular emphasis
on ‘empowerment’. Health visiting within this
paradigm relies on a one-to-one approach 
rather than collective strategies.

The influence of models of health
visiting intervention on studies of 
the effectiveness of health visitor 
home visiting
We have seen that the differing approaches to
health visiting practice described immediately
above draw on the different explanations of 
health and social problems outlined in section 1.

Very broadly, both the ‘disease model’ and
‘cultural–behavioural’ explanations of health 
and social problems (both described in section 1)
are associated with five of the models of profes-
sional practice set out above: Robinson’s problem-
oriented approach,227 Chalmer and Kristajanson’s
public health model,431 Billingham’s preventive
model,432 and Twinn’s individual advice-giving 
and environmental control models.433,434 A 
number of studies of the effectiveness of home
visiting are dominated by traditional medical or
epidemiological concepts, and by cultural–
behavioural approaches to change. Such studies
include those that combine an emphasis on
teaching and education with a focus on specific,
medically defined problems such as failure to
thrive, other developmental delays or
abnormalities, or drug or alcohol abuse.69,125,174

Studies that attempt to assess the effectiveness 
of home visiting in identifying those with the
greatest need or at highest risk are also dominated
by epidemiological concepts and the disease
model. Many of the studies included in our
literature review are hybrids, combining an
emphasis on teaching, advice and education with
an emphasis on ‘social support’.35,48,50,71,76,83,84,101

As Robinson227 has noted, health visitors are
expected simultaneously to adopt both problem-
focused and relationship-centred approaches. 
They are expected both to monitor children 
for ‘abnormalities’ at the same time as performing
the role of family friend. However, in many of 

the studies that we have reviewed (see chapter 4),
the measures of outcome chosen in studies that
emphasise ‘social support’ are no different from
the measures of outcome chosen in studies which
do not emphasise social support. Social support is
viewed in many studies as a means to very concrete
or problem-centred ends, such as increasing the
uptake of immunisation, or improving the child’s
cognitive and motor development, rather than as
an end in itself that might be expected to reflect 
‘softer’ outcomes such as enhanced maternal 
self-esteem and confidence.

A number of models of health visiting professional
practice emphasise the participation, control 
and empowerment of clients – either individually
or collectively. Behind all of these models lies 
some kind of structural explanation of health and
social problems. The more radical ‘structuralist’
approach (outlined in section 1) is most evident 
in Billingham’s radical–political model, Chalmers
and Kristajanson’s community change model, 
and Twinn’s paradigm of emancipatory care. 
All three of these models emphasise collective
rather than individual change. None of these
models of professional practice is evident in the
studies of home visiting that we have reviewed,
although they are to be found in studies of 
health visiting interventions which do not 
involve home visiting. For example, Twinn’s
paradigm of emancipatory care originated in the
work of Hennessy302,303 on postnatal depression,
which advocated group work and collective
strategies to combat those structural features of
society that give rise to depression (see chapter 6,
‘Health visiting interventions for mothers with
postnatal depression’, page 210). In explaining 
the absence of the more radical models of
professional practice in studies of home visiting, 
we suggested in section 1 that the practice of 
home visiting did not fit easily with radical
structural theories. However, there may be 
other reasons for the absence of more radical
approaches to professional practice in studies 
of home visiting. Robinson18 has suggested that
practising health visitors in this country experience
an unresolved conflict between their responsibility
for individual health and their wider responsibility
for community health. She argues that while it is
seen to be the proper concern of health visitors 
to look after personal health, it is viewed as very
‘unprofessional’ to become involved in community
health matters. It may be, then, that a fear that
they might be regarded as unprofessional has
restrained health visitors in this country from
basing home visiting interventions on more 
radical theories.
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Models of professional practice that emphasise 
the participation and empowerment of individuals
as opposed to groups include Robinson’s
relationship-centred approach, Billingham’s 
self-empowerment model, and Twinn’s paradigm 
of ‘psychological development’. A number of studies
of the effectiveness of home visiting emphasise the
empowerment of clients through a one-to-one
relationship. An example is the Bristol CDP, which 
is based on a philosophy of home visitors working 
in partnership with clients in a non-directive
way.122,123,434,439 The CDP has been described by its
architects as “essentially a comprehensive parent
support programme, with its ultimate goals the
achievement of increased development of young
children, especially those facing economic and
social disadvantage”.304 The approach of the CDP 
is distinguished from more traditional, disease 
and problem-oriented approaches first by its belief
that it is structural factors which give rise to health
and social problems; secondly by its emphasis on
working in partnership with clients; thirdly by its
rejection of the goal of attempting to tackle only
one particular problem, such as child abuse; and
finally by its rejection of the goal of targeting
services selectively only on high-risk groups:

“[The CDP] is not a programme intended to combat
child abuse; such an aim would be seen as gratuitous
if not deeply offensive by all the parents who willingly
take part in the programme. They see it as part of 
the normal health visiting service provided by their
health authority for all new parents ...”123

Summary conclusions
• A number of the studies we have reviewed 

are based on a ‘disease model’, and upon
‘cultural–behavioural’ explanations of 
health and social problems. These models 
have serious flaws. The disease model 
assumes that it is possible to identify those 
at high risk and to intervene accordingly 
(see also chapter 9). Cultural–behavioural
explanations ignore the wider social context
within which problems arise, and the structural
impediments change. Failure to demonstrate
positive outcomes in studies of home visiting
may therefore be a consequence of testing 
a flawed model.

• Studies employing an ecological model, in
particular the studies carried out by Olds 
and colleagues,48–51,82 appear to be more
successful in demonstrating positive outcomes.
Further studies would help to confirm this. 
Most of the studies that employ an ecological 
approach are American. However, it is not
known how successfully the ecological approach
would translate to the UK. Further British
studies, using the ecological approach, 
would be illuminating.

• Future studies must describe more clearly 
the model within which health and social
problems are conceptualised, the model 
of intervention that the home visitor is
employing, and the relationship between 
these, and the outcomes being evaluated.
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Introduction
During the early 1990s, government policy
emphasised a shift from the provision of health
services which was service-led, to provision based
on assessment of population, community and
individual needs.254,440,441 This shift towards a 
needs-based service was accompanied by an
emphasis upon targeted as opposed to 
universal health services.7,442

Health visiting and 
targeted services
The most explicit directive in relation to the
targeting of health visitors’ services is to be found
in the Audit Commission report ‘Seen but not
heard’.9 This report clearly states that after a
universally provided first visit for families with 
new babies, health visiting should be focused 
on families with identified needs, recognising 
that the need for additional support is increased 
if families are living in conditions of poverty and
deprivation. The report claims that “failure to
target means not only a waste of resources but 
also a failure to ensure the well-being of those
children who slip through the net of universal
services or for whom universal provision is
insufficient”9 (p. 6).

The prevailing political climate has engendered 
a debate within the health visiting profession 
on whether health visiting remains a universal
service providing health promotion and pre-
vention to all; whether it becomes a secondary 
and tertiary support service to those identified 
as having problems; or whether indeed health
visiting services should be withdrawn altogether
from some sections of the population.3,4,443 The
influences on the debate include: a renewed
emphasis on inequalities in health combined 
with a gradual reduction of health visiting
resources in many areas, leading to the need 
for health visitors to manage their caseloads 
and prioritise their work; an increased interest 
by purchasers (supported by government 
initiatives such as ‘New world, new

opportunities’440) in addressing health inequalities;
and an ever increasing need to demonstrate value
for money in achieving health gain for the
population served.

An important contribution to the debate about
universal versus targeted services in health visiting
has been made by Shirley Goodwin, the former
General Secretary to the HVA. Goodwin3 argues
that health visitors themselves have been critical 
of the requirement for universal home visiting
because it restricts their scope as skilled pro-
fessionals to exercise their judgement about how
best to respond to their clients’ needs. Goodwin
has suggested that the rigid policies operated by
some employing authorities can perpetuate the
‘health visiting by numbers’ approach in which
“requirements exist for a large number of home
visits or surveillance contacts to be undertaken,
preventing health visitors from exercising fully
their professional judgement as to when, where
and how clients’ health needs can best be met”.3

At worst, Goodwin suggests, universal home 
visiting can lead to a “routinised, mechanistic 
and even mindless checklist ticking approach to
health visiting with the only measurable products
being a head count of individuals visited”.3

Goodwin3 has proposed a service based on
availability to clients but without routine or 
regular contact with clients. Mindful of the 
need to demonstrate the “effectiveness and
affordability” of health visiting, Goodwin has
argued that it is possible for health visiting to
remain a universal service whilst offering a 
selective service on the basis of need.3 The
minimum level of provision as proposed by
Goodwin was for health visitors to make contact
(but not necessarily through home visits) with
every family with a baby under 1 year old to give
information about the service. She claimed that
this would fulfil the criterion of health visiting
being a universal health promotion and prevention
service available to all. Within this universalistic
context, Goodwin believed that health visiting 
must be offered actively to certain vulnerable
target client groups. She suggested that 

Chapter 9
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caseload and community profiling were the 
means whereby vulnerable people could 
be identified.

Whilst many agree with the need for additional
support for those who are most vulnerable in
society, a number of reservations have been
expressed about Goodwin’s proposals. First, 
it is known that the most vulnerable in society 
are the least able to access services.444,445

Therefore, selective rather than universal visiting
of children under 5 years old might lead to a
failure to identify those families who do not 
seek out healthcare. Secondly, Goodwin’s 
proposals have raised concerns about how 
health visitors would fulfil their surveillance 
and monitoring role. It has been argued that
universal surveillance of the entire population 
is vital in the detection and prevention of 
problems and potential problems since there 
exists no other effective means of predicting 
when or where problems will occur. No 
screening instrument can ever be sufficiently
precise to identify risk groups.446

Finally, Goodwin’s stance has been criticised 
for the way in which providers rather than clients
set the agenda. Dingwall and Robinson447 argue
that Goodwin’s proposals conceal a considerable
ideological shift for health visiting in which the
agenda moves from a central concern with the
client’s perspective to a service set by the agendas
of providers. Only those client needs that are
viewed as valid needs by healthcare professionals
will be recognised. Dingwall and Robinson argue
that health visitors’ objectives will be increasingly
determined by reference to community health
profiles based on epidemiological data, rather 
than by reference to the individual needs of
clients. Instead of starting from the needs of the
individual, the health visitor will now start from 
the ‘official’ picture of the community and try 
to find individuals who fit its categories.447

Finally, the health visitor/client basis will be 
placed on a contractual relationship in which
home visits will take place only by prior agree-
ment. This means that the main worksite will 
shift from home to clinic, and the onus of
responsibility for initiating contact with health
visitors will shift to parents. The weakness of 
this arrangement is that health visitors will 
only assess children at a time and place of their
parents’ choosing. Dingwall and Robinson
conclude that although Goodwin’s proposals 
may appear to be tailored to the needs of
individual clients, to shift the health visitor/
client relationship onto a contractual 

basis is to suppress the voice of the client and 
to contain the client within a dependent role:

“The language of contract in British health and social
services [represents] an abandonment of the vision of
universal concern and provision ... which may seem
consumer-oriented. In practice, however, it forces the
recipients into a narrow conception of autonomous
individualism. ... It leads to the discarding of any ideal
of client advocacy, that the state might have any duty
to see that the voices of those unable to speak for
themselves can be heard, ... and contributes to the
perpetuation of dependency.”447

Screening and profiling systems

The pressures for a more targeted service have
resulted in some community units and trusts
implementing profiling systems in an attempt to
identify those clients who are in greatest need of
intervention. Many of these systems use a form of
screening by applying a scoring system to identify
vulnerable families.72,448–450 However, several
commentators have questioned the usefulness of
such systems.285,451,452 Such research that does exist
concerning the effectiveness of screening tools
supports Dingwall’s contention that these
instruments are not effective. This is certainly 
true of the instrument developed by Browne, a
checklist to be used by health visitors to identify
families at high risk of child abuse.450 Browne’s 
13-item checklist includes demographic, social,
economic and psychiatric risk factors, all of which
are weighted. Browne has conducted a retro-
spective study453 to test the accuracy of his checklist
in predicting where child abuse will occur. In this
retrospective study, health visitors completed the
checklist on 62 families with a child under 5 years
old for which a case conference had been called
on child abuse and neglect. The same checklist 
was completed on a further 124 non-abusing
families (i.e. each ‘case’ was matched with two
‘controls’). The results showed that despite
weighting, the tool was sensitive to only 82% of 
the abusing families, while 12% of the non-abusing
families were identified as abusers. Barker,405 in a
critique of Browne’s study, has described in stark
terms the consequences of using a checklist for a
relatively rare outcome that both fails to detect
18% of abusers, and incorrectly labels 12% of 
non-abusers.

“On a population of 10,000 families [the use of this
checklist] would yield 1228 ‘high risk’ families of
whom only 33 would be abusers and 1195 false
alarms. ... This means that 35 out of 36 families
picked up by the checklist as potential abusers 
would in fact prove to be innocent.”405
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We are not suggesting that universal and frequent
home visits are a more reliable or effective means
of detecting and preventing child abuse than the
use of a particular screening instrument. On the
contrary, the evidence reviewed in Part I of this
report provides no basis for the conclusion that
home visiting is effective in reducing child abuse
(see chapter 4, ‘The prevention of child abuse 
and neglect’, page 40). It is rather our contention
that the use of screening instruments to identify
such problems as child abuse is neither effective 
in its own terms, nor a realistic goal of home
visiting services. We would concur with Barker 
and colleagues123 that the aim of universal home
visiting services cannot be to detect and combat
child abuse, for such a goal would be both
unattainable and offensive to parents who 
may well decide to have no contact with a 
health visitor (see also chapter 8, page 242).

One further difficulty with the use of checklists
designed to identify those at increased risk of 
any particular problem is that risk factors are not
stable over time, and therefore there is a need to
monitor risks over time. This invariably makes
monitoring an ever more complicated, time-
consuming and resource-intensive activity. Any
saving derived from carrying out only selective,
targeted home visiting must be balanced against
the resources consumed in establishing and
maintaining a continuous screening system that
enables services to be targeted as accurately 
as possible.

Individual (‘high-risk’) strategies
of prevention vs. the population-
based approach: the work 
of Rose
Radical objections to the idea of targeting 
services on selected groups have been expressed 
by the eminent epidemiologist the late Geoffrey
Rose.10 Rose’s interest was not primarily in health
visiting, but his work has fundamental implications
for the debate concerning universal versus 
targeted services.

Rose10 bases his argument on the fact that the
population cannot be neatly divided into ‘the 
sick’ and ‘the healthy’. Rather, he observes that 
for most diseases or health problems, there is a
continuum of severity, with no sharp dividing-
line separating those suffering from the disease
from others. For example, hypertension does 
not exist as a distinguishable entity. Rather, 
blood pressure exists in all degrees, with ‘low’

merging imperceptibly into ‘high’ blood pressure
without any sharp gradations. Similarly, he argues
that the population cannot be neatly divided into
those ‘at risk’ and those ‘not at risk’. The risk of
heart disease or stroke is not confined to those
with the highest blood pressure but rather there 
is a continuous distribution of risk throughout 
the entire population.

Rose points to a number of important impli-
cations for the fact that disease and its associated
risk factors form a continuum. Most importantly,
this means that most morbidity arises among 
the many who are not at especially high risk, 
rather than among the few who are at high 
risk because of the large number of people 
who are not at high risk compared with the
relatively small number of people in the 
high-risk group.

It follows from the fact that most morbidity 
arises among those who are not at high risk, 
that far greater reductions in morbidity will 
be achieved by shifting the entire risk distribution
downwards as a coherent whole, than by attempt-
ing to shift downwards only the tail end of the
distribution – those who are at especially high 
risk. To target interventions only on those at 
high risk leaves untouched a vast burden of 
disease and its associated risk. “The visible tip 
of the iceberg of disease can be neither under-
stood nor properly controlled if it is thought 
to constitute the entire problem.”10

Rose is aware that those at lesser risk (among
whom most morbidity occurs) may benefit
individually less than those at high risk – 
although the population benefit will be greater
than if interventions are not confined only to 
those at high risk. Since those at lesser risk 
benefit less, they may not be highly motivated 
to comply with interventions. For this reason, 
Rose believes that it is all the more important 
to ensure that interventions are directed at 
the entire population and not simply at the 
few at high risk.

Rose’s message is therefore clear. It is not 
possible to separate out the sick from the 
healthy, or the deviant from the normal, and 
nor is it therefore possible to make significant
reductions in total morbidity by targeting services
selectively on those labelled unhealthy, deviant 
or at high risk. What is needed is a population-
wide programme of intervention in order 
to bring about the maximum gains in 
public health.
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The implications of Rose’s thesis
for health visiting
Depression
Some of the implications of Rose’s work for 
our own study of health visiting are drawn out 
by Rose himself. In particular, Rose looks at the
problem of depression – a problem with which
health visiting is centrally concerned. To Rose,
depression exemplifies the kind of common
problem on which the strategy of targeting 
services only to those at high risk can have 
only a limited impact. Rose argues that depres-
sion, just like hypertension, cannot be viewed 
in dichotomous terms. No sharp division exists
between the ‘mentally healthy’ and the ‘mentally
sick’. Rather, there is a continuum of severity of
depression ranging from mild to severe, with no
sharp boundary between people suffering from
depression and everyone else.

A ‘touch of depression’
There are many people who, when screened for
depression, do not yield a ‘depression score’ that
exceeds a cut-off value above which they are likely
to be defined as suffering from clinical depression.
Rose asks whether it is really necessary for society
to devote attention to people with low or average
depression scores. “Does a ‘touch of depression’
matter?”, he asks. “Yes”, he answers. Rose cites a
study by Brenner454 in which people’s depression
scores were related to their use of community
support services. Brenner’s study found that 
the high scorers (the people who health
professionals would diagnose as suffering from
clinical depression) accounted for only a quarter
of the excess burden on community services. 
Most of the excess use of social support services
came from only moderately depressed people 
who fell around the middle of the distribution, 
and one-third arose among those who were only
mildly depressed. Thus, Rose concludes that 
to be effective in reducing the burden of
depression, prevention must address the 
whole range of the problem.

Rose’s work thus suggests that health visiting
interventions targeted only on those with high
depression scores are likely to leave untouched 
a vast, submerged burden of disability arising 
from depression. Targeted interventions may well
benefit a few severely depressed individuals, but
the provision of ‘special services’ to those at the
tail end of the distribution will not in any way
benefit the large numbers of other people who 
are suffering from depression in varying degrees,
and in whom most of the problems associated 

with depression occur. Furthermore, people go 
in and out of depression, and their depression 
may at any one time be mild or severe. This has
important implications for any strategy to target
health visiting services on selected groups. In
targeting services selectively on ‘high-risk’ groups,
health visitors frequently employ such indicators 
of risk as low income, unemployment or a high
depression score. These are not static categories.
Today’s employed person may tomorrow join the
ranks of the unemployed. Families above the
breadline may one day sink below it. A woman
whose ‘symptoms’ yield only a low depression 
score might graduate imperceptibly over time 
into a full-blown ‘case of clinical depression’. 
Thus, as we argued in the previous section, a 
one-off screening exercise designed to pick up
‘severe cases’ or those at ‘high risk’, will be out-
of-date almost as soon as it is completed. It is
therefore likely that many people for whom it is
only a matter of time before they move into the
‘severe’ or ‘high risk’ group will fall through the
net of selective services. Moreover, as we also
argued in the previous section, any savings 
brought about through the provision of a 
selective rather than a universal service must 
be put in the context of the time and resources
consumed in constantly monitoring the popu-
lation for their degree of risk through repeated
screening exercises. Finally, even if it were 
possible to target successfully those at the 
‘severe’ end of the continuum of risk or ill-
health, this would still fail the larger proportion 
of people in whom most problems arise.

Child abuse
We would argue that the way in which child 
abuse is defined and dealt with by policy-makers
and professionals is a prime example of the way 
in which “society seeks to distance itself from its
deviants”.10 Parents who abuse their children 
are clearly identified by many politicians and
professionals as a ‘problem group’, a group of
‘deviants’ who are different and separate from 
the rest of society.

However, it could be argued that the world is 
not divided into child-abusers and non-abusers, 
but rather there is a continuum of severity of
maltreatment. Flagrant child abuse is simply the
extreme of the kind of behaviour which average
parents adopt towards their children (see also
chapter 8, ‘The ecological model’, page 236). 
In other words, the maltreatment of children, in
varying degrees of severity, is a population-wide
problem. Currently, most preventive strategies to
reduce child abuse concentrate only on ‘high risk’
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families or those with conspicuous problems. 
But there is likely to be a burden of physical and
psycho-social morbidity among children of parents
who, although they do not belong to the ‘deviant’
minority, nevertheless inflict a degree of mal-
treatment on their children. Thus, following 
Rose’s argument, we might argue that with 
respect to child abuse, it is only by tackling 
the whole range of the problem and it is only 
by attempting to shift the whole distribution
downwards that the incidence of severe or 
flagrant abuse can be reduced.

The above argument suggests that, as with the
problem of depression, the provision of special
services to ‘high-risk’ parents may offer benefits to
those particular individuals, but the impact of such
selective services on the total burden of morbidity
arising from the maltreatment of children will be
negligible. As with depression, a population-wide
problem requires population-wide solutions.

Criticisms of Rose’s thesis

Epidemiology vs. science
The value of Rose’s thinking is inestimable.
However, Charlton455 has questioned the general
air of orthodoxy that now surrounds Rose’s ideas.
In a provocative critique of Rose’s work, Charlton
suggests that there is no convincing evidence that
Rose was right that small health gains in a large
number of people result in far greater benefits 
to the population as a whole than large gains in 
a small number of people. Charlton questions
Rose’s belief that population-wide strategies for
health promotion therefore offer more promise
than individual approaches targeted on those 
at high risk. The lack of evidence in favour of
Rose’s claims, Charlton argues, arises from the
well-known difficulties of epidemiology, most
importantly that its evidence is of a statistical
nature, as opposed to demonstrating any
mechanism of cause and effect. Moreover, it 
is notoriously difficult to establish through
epidemiological methods at what level a risk 
factor actually becomes a risk. The only way to
establish the truth or otherwise of Rose’s ideas,
Charlton argues, would be through a population-
wide RCT, but such an enterprise, Charlton 
points out, would involve randomising whole
communities in the search for only small effects,
and this is viewed by Charlton as an impractical
proposition. Charlton believes that the way 
forward is a return to the basic canons of science
in which the search is for the actual mechanism 
of causation and not simply for associations. 

Only once the causes of problems are properly
understood are population strategies likely to be
effective: “Geoffrey Rose’s big mistake was to imply
that epidemiology could be autonomous from
science, and preventive medicine could operate 
in a state of ignorance concerning causation,
guided only by a touching faith in the benign
intentions of legislators.”455

The value of Charlton’s critique
Charlton455 is undoubtedly right in drawing
attention to the fact that while Rose’s general
approach is attractive to many people, and his
logic incontrovertible, testing his ideas in the 
‘real world’ is fraught with difficulties. However, 
we cannot concur with Charlton that what is
needed is a return to ‘pure’ science and the 
search for causal mechanisms. In relation to 
the kind of problems with which health visitors 
are concerned, in which causation is almost
invariably multifactoral, legislators cannot wait 
for the perfect research demonstrating precise
causal mechanisms. However, Charlton’s 
scepticism is important in reminding us of the
importance of testing Rose’s ideas empirically. 
The question of whether greater benefits accrue
from abandoning a selective or targeted approach
in order to pursue a community-wide approach
requires further empirical testing.

Risk factors and protective factors:
screening for health problems
One omission in Rose’s work (due mainly to 
the lack of data in the field of organic medicine) 
is a consideration of the importance of protective
factors. Health visitors frequently encounter
families with multiple problems who also have 
high levels of coping resources; and conversely,
they also encounter families with fewer or less
severe problems whose coping resources are
limited. One possible reason for the lack of 
success of instruments designed to screen for
‘problem families’ is that they fail to screen 
for coping resources. This is something that
screening instruments are ill-equipped to 
measure. Hence, we would argue that the 
home visitor is crucial here in assessing through
professional judgement the level and quality 
of family resources.

Targeted services and the question 
of equity
One objection to the idea of targeting services 
on those at greatest risk, or the most needy, is 
that this is inequitable. The idea of targeting
services involves discrimination. Targeting involves
denying some people the entitlement to receive 
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a service, or giving them a lesser entitlement 
than other people. If the decision is taken to
restrict home visiting only to certain ‘problem’ 
or ‘at risk’ groups in the population, then very
difficult decisions must be made about choosing 
a cut-off point between those who are to receive
the service and those who are not. For example, 
if it is decided that a given home visiting service 
is to be restricted only to those on a low income,
then those people whose income is only just 
above the cut-off point will be denied the service. 
If it is decided to restrict a service to lone, teenage
mothers, then lone mothers aged 20 or 21 years
old will be excluded. It is apparent that any
attempt to target services only on selected 
groups must inevitably contain an element 
of arbitrariness and unfairness.

At present, the targeting of health visiting services
is viewed not as inequitable, but as the very oppo-
site. Targeting is viewed as a means of promoting
equity by helping to reduce inequalities in health.
In several areas of the country there have been
attempts to target the work of health visitors on
communities with the greatest needs. Those with
the greatest needs are typically identified through
the use of caseload and community profiles. For
example, in Bristol the department of public
health medicine collaborated with local health
visitors to discover which families had the highest
levels of health risk, using 26 ‘health needs
factors’, including low income, unemployment,
parental depression, poor housing and recent
divorce, separation or bereavement.22,456 One
difficulty with the use of such checklists of risk
factors is that, as we have argued already, risk
factors are often a poor predictor of actual
outcomes. A second difficulty with such checklists
of risk factors is the element of unfairness they
contain in drawing an arbitrary line between those
‘at risk’ and those ‘not at risk’. In relation to the
work undertaken in Bristol, the team would have
had to chose a cut-off point between a low income
and a sufficient income; between depression and
an absence of depression; between poor housing
and adequate housing; and between ‘recent’
divorce or bereavement and ‘non-recent’ divorce
or bereavement. Here again, it is Rose who has
pointed out that the world is not divided into 
those who are at risk and those who are not at 
risk. Rather, there is a continuum of risk with 
no sharp dividing line between those at risk 
and those not at risk.10 Any policy designed to
promote targeting cannot make the assumption
that it is possible to separate out those most at 
risk from the rest of society. Rather, it must be
recognised that potential clients of the health

visiting service form a continuum from those with
fewer or lesser needs to those with more or greater
needs, with no sharp division between the most
needy and everyone else.

Finally, we would stress that if it is the case 
that interventions are especially effective, or 
more effective, in those at greatest risk, then 
the provision of universal services will not 
widen inequalities in health. Previous systematic
reviews of the effectiveness of home visiting have
suggested that those most at risk do benefit most
(see chapter 2). If this is so, then the universal
provision of effective services will reduce rather
than widen inequalities in health.

Conclusion: universal and
targeted services
The idea of targeting has been used to justify 
the policy aim of restricting health visiting 
services to only some sections of the community.
We would argue that targeting, in the sense 
of denying services to some sections of the
population, is unjustified and inequitable 
because, as Rose10 pointed out, risks and needs 
form a continuum, so that it is both impractical
and unfair to provide a service only to some 
people on the basis of an arbitrary dividing line
between people who are ‘at risk’ or needy and
everyone else. We would therefore urge that 
health visiting remains a universal service, within
which relatively greater effort can be directed 
at the more needy. However, a universal service 
is not necessarily a uniform service.103 There is
certainly scope within a universally provided
service to devote more time and resources to 
those with the greatest needs. Like Gomby and
colleagues12 (see also chapter 2), we are not
recommending intensive and prolonged home
visiting for everyone, but we consider that one or
two initial home visits are essential in identifying
those families in need of greater support. The
evidence we have reviewed from the USA suggests
that a more intensive input to some families may
be desirable. In particular, the work of Olds and
colleagues30,48–51,82 (see chapters 2 and 4) suggests
that unless families and children with major
problems receive a more intensive input than is
currently achievable in the UK system, they are
unlikely to derive the maximum benefit from 
the home visiting services they receive. This does
not mean that universal home visits should be
abandoned, but rather that some families need a
greater or more intensive input than others. The
challenge for the future is to find the optimal
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balance between less intensive, universal home
visits and more intensive selective home visiting.

Concerning the question of how best to screen 
for those in need of more intensive home visiting,
we have argued that checklists of risk factors, such
as the Bristol scoring system,22,456 have some
obvious deficiencies. We believe that the pro-
fessional judgements of health visitors are crucial
to any assessment of priority. Priority scoring
systems, in which all families initially receive one 
or two home visits, and thereafter families receive
varying levels of support according to negotiated
agreement between them and their health visitor,
seem to us preferable to the “mindless checklist
ticking approach” to which Goodwin3 and 
Barker405 so object (see the recent work of 
Bowns and colleagues457). Universal home visits,
followed by a more intensive package of care to
families in greater need (as adjudged by health
visitors, who will rely not only on an ‘objective’
assessment of risk, but also on their judgements
about levels of coping resources and even such
intangibles such as intuitive professional judge-
ment) seem to us the only sensible way forward.

Finally, we consider that home visiting services
must also be flexible so that they can respond to
needs that change over time.

Summary points

• The bulk of problems in society arise in the
many people who are not at especially high 
risk, rather than in the few who are at high 
risk. Consequently, the provision of targeted 
or selective services will leave untouched a 
vast burden of health and social problems.10

• Within a universally provided service, some
clients will require a greater intensity of input 
in order to derive the maximum benefit from
the service.

• Where interventions are most effective among
those at greatest risk, the provision of universal
services may reduce inequalities in health.

• No screening instrument can be sufficiently
precise or accurate to identify those at greatest
risk. The professional judgements of health
visitors are crucial to an assessment of the 
need for services.





Health Technology Assessment 2000; Vol. 4: No. 13

Part III





Health Technology Assessment 2000; Vol. 4: No. 13

251

This chapter begins in section 1 by looking 
at the implications of our review for health

visiting. This is followed by recommendations 
for future research, which are presented in two
sections (sections 2 and 3). Section 2 contains
recommendations arising from Part I of our review
(chapters 4 and 5). Section 3 contains recom-
mendations arising from Part II of our report
(chapters 6–9).

Section 1: Implications for 
health visiting
• Several reviews of the existing literature suggest

that the content, duration and intensity of home
visits must be appropriate and sensitive to the
needs of clients.

• Our own view supports professional opinion that
professional judgement is required on decisions
about where to target home visiting resources.

• We believe that expectations of home visiting 
by health visitors should be realistic. Home
visiting by itself can be insufficient to bring
about radical improvements in health and 
social outcomes.

• The literature suggests that non-professional
home visitors can play a role, but that they
require guidance, supervision and support from
professionals. The evidence suggests that some
problems can be tackled effectively by non-
professionals with support from professional
colleagues, but other, more complex difficulties
may not be suitable for non-professional 
home visiting.

• The evidence suggests that home visiting
interventions that are restricted to the pursuit 
of only a narrow range of outcomes are less
effective than more broadly based interventions
in which the multiple needs of individuals and
families are addressed.

Section 2: Recommendations for
future research arising from Part I

This section begins with our core recommend-
ations, which apply to future research involving 

all of the domains that are covered in our review 
in chapters 4 and 5. We consider the recommend-
ations in this first part of section 2 (see below
‘Recommendations relating to research relevant to
all domains’) to be a priority. The second part of
section 2 contains research recommendations
relating to specific domains (see ‘Recommend-
ations relating to research relevant to each
domain’, page 252).

Recommendations relating to research
relevant to all domains
• The effectiveness and cost-effectiveness of 

UK health visitor home visiting programmes 
has not been adequately evaluated for any of 
the outcomes we reviewed. RCTs undertaken in
the UK are required as a priority. These trials
need to address the methodological weaknesses
identified in many of the studies we reviewed
(see chapter 4, ‘Methodological limitations of
the studies’, page 57). Such weaknesses can be
overcome in future studies by:
– clearly defining the theoretical framework

underpinning the study design
– randomly allocating to treatment groups and

reporting the method of allocation and
concealment of allocation

– having sufficient power to demonstrate
clinically important differences in primary
outcomes between treatment groups, includ-
ing between those outcomes most likely to
influence cost-effectiveness analyses

– clearly defining the intervention to aid
reproducibility, including content, timing,
intensity and duration

– using a range of outcome measures to allow
consistency between outcome measures to be
assessed and to provide possible explanations
for observed effects

– developing prospective methods of assessing
outcomes susceptible to recall bias, for
example the use of diaries for recording 
child behaviour

– using independent observers to assess
outcomes subject to surveillance or 
social desirability bias, wherever possible

– using standard tools for outcome
measurement whenever possible

Chapter 10

Implications for practice and recommendations 
for future research 
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– measuring healthcare utilisation in
conjunction with measures of illness or 
injury severity, and measures of non-
medically attended illness or injury, to 
assess reductions in frequency, or severity 
of illness or injury, as opposed to changes in
parental consulting behaviour or thresholds
for medical care. Parental confidence and
ability to deal with more minor illnesses and
injuries should also be assessed

– measuring processes in addition to outcomes,
such as achieved intensity and duration of
home visiting programmes, parental satis-
faction with home visiting programmes 
and parental compliance with behavioural
interventions

– masking outcome assessors wherever possible
– clearly identifying losses to follow-up and the

potential biases introduced by any such losses
– analysing results on an intention-to-treat basis
– presenting results comprehensively to allow

their inclusion in future meta-analyses
– presenting results as reductions in risk, 

with 95% CIs and numbers needed to 
treat wherever possible

– having longer follow-up periods to assess the
duration of treatment effects and to detect
sleeper effects

– complying with the CONSORT guidelines 
for reporting RCTs.458

• Future RCTs need to compare home visiting
programmes delivered by health visitors with
those delivered by non-professionals in a 
UK setting.

• Comparisons are also required of groups
considered at high risk of adverse maternal
and/or child health outcomes with groups not
defined as high risk. Such comparisons should
be built into the design of future RCTs.

• Future RCTs should be designed to enable 
an assessment of which components of home
visiting programmes are responsible for the
observed effects.

• More RCTs are also required to assess the
intensity and duration of home visiting
programmes that achieve the 
greatest benefits.

Recommendations relating to research
relevant to each domain
Recommendations for future research on 
home visiting and parenting
• Future research should use standard tools such

as the HOME scale177 and report the overall
scale score, plus subscale scores, including
means and SDs.

• Future studies should assess other outcome

measures (or intervening variables) which 
may be related to parenting and the quality 
of the home environment, such as parental
psychological well-being, parental esteem,
parental support networks, child behaviour 
and development, uptake of preventive 
services including immunisation, and childhood 
injury. This would enable comparisons between
outcome measures to be made, the consistency
of results across outcomes to be assessed, and
provide possible explanations for improve-
ments in parenting and the quality of the 
home environment.

• Longer-term follow-up of home visiting
programmes is required to assess the duration 
of effect of improvements in parenting, the
quality of the home environment and the
duration of effect of the other outcomes 
listed in the point above.

Recommendations for future research on 
home visiting and child behaviour
• Parental-reported behavioural problems and

parental concern regarding child behaviour 
are both outcome measures that are subject 
to surveillance bias and social desirability bias 
in home visiting programmes. Their utility is
therefore limited and future studies should
consider the development and use of 
measures of assessing child behaviour 
which are less susceptible to such bias, 
for example independent observations 
of child behaviour.

• Parental perceptions of behaviour constituting
‘problem behaviour’ may be an important
determinant of reporting problem behaviour. 
It is possible that an intervention may 
change parental perceptions, rather than, 
or in addition to, changing the behaviour 
of the child. An assessment of parental
perceptions of problem behaviour should
therefore be made in future studies and
reported in addition to other measures 
of child behaviour.

• Families receiving home visiting may be more
likely to remember behavioural problems than
non-home-visited families, thereby introducing
recall bias. Prospective methods of recording
behaviour, such as diaries, may reduce such bias.

• Further research is required to assess the
components of home visiting programmes 
that improve child behavioural outcomes;
specifically, to address the question of 
whether home visiting programmes offering
parental training in behavioural interventions
are superior to those offering parental 
support without behavioural training.
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• Longer-term follow-up is required to assess 
the duration, and nature, of treatment effects
and to fully assess the cost-effectiveness of 
home visiting programmes.

Recommendations for future research on 
home visiting and child mental and 
motor development
• Comparisons are needed of the effects of 

home visiting programmes on the mental
development of low birth weight, premature
infants and infants with failure to thrive; and
children who are at risk of other adverse 
child health outcomes, but who are full-term,
normal birth weight children without failure 
to thrive.

• Future studies should use standardised outcome
measures such as the Bayley Scales of Mental
and Motor Development and the Stanford–
Binet IQ Scale.180,181 Concomitant use of the
HOME scale177 would also be useful to assess
consistency between outcome measures.

Recommendations for future research on 
home visiting and physical development
• Future studies should take account of the

complexities of translating standard weight 
and height charts into growth charts. The 
use of conditional reference charts190

is advocated.

Recommendations for future research 
on home visiting and uptake of child 
health services
• Further work is required to assess the

effectiveness, and cost-effectiveness, of home
visiting programmes on the uptake of immunis-
ation amongst groups with low immunisation
rates. It would be useful to assess the provision
of immunisations at home during the home
visiting programme as one of the interventions
in such an evaluation.

• Future studies should use standard measures of
uptake of immunisation, and allow a sufficient
period of time for immunisations to be com-
pleted. Suggested measures are the uptake 
of DPT, polio and Haemophilus influenzae by 
the age of 1 year and MMR by the age 
of 2 years.

• Future research on the uptake of preventive
child health services should use measures that
relate uptake to the number of visits (or con-
tacts) specified in the CHS programme to
enable comparisons to be made across differing
CHS programmes. Such studies, including those
measuring uptake of immunisation, should 
also assess parental perceptions of the utility 

of preventive child health services, barriers 
to the use of services and the extent to which
parents perceive the home visiting programme 
to be meeting their child’s health 
surveillance needs.

Recommendations for future research on home
visiting and uptake of acute-care services
• Future studies need to have sufficient power 

to detect reductions in healthcare utilisation,
especially in relation to hospital admissions and
duration of stay, because these will be the most
resource-intensive outcomes and hence those
most likely to be important in assessing 
cost-effectiveness.

• Future studies need to include measures of
illness severity to assess whether reductions in
healthcare utilisation relate to reductions in
frequency or severity of illness or changes in
parental consulting patterns or medical
thresholds for care.

• Future studies should also consider the use of
methods of measuring morbidity not receiving
medical attention to assess the impact of
interventions on reductions in frequency of
illness and on parental consulting patterns.

• The effect of home visiting programmes on
parental confidence and ability to deal with
childhood illness without recourse to medical
attention requires assessment.

• Future studies should identify accident 
and emergency department attendances 
by diagnosis (at the minimum, as injury
attendances and medical attendances), to
enable separate analyses to be made by
diagnostic group. Future studies should also
include use of primary care services as an
outcome measure.

Recommendations for future research on home
visiting and unintentional injury in childhood
• Future studies need to have sufficient power 

to detect reductions in hospital admissions
because these outcomes will be the most
resource-intensive and the most likely to be
important in demonstrating cost-effectiveness.

• Such studies also need to use a standard mea-
sure of injury severity, such as the Abbreviated
Injury Scale,459 to assess reductions in injury
severity, as well as reductions in healthcare
utilisation in both primary and secondary care
services.  They should have sufficient power to
detect reductions in moderate or severe injuries.

• The concomitant use of measures to assess the
prevalence of hazards in the home, and the
quality of the home environment (HOME),177

would be useful to allow the assessment of
consistency between outcome measures (or
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intervening variables), and to provide possible
explanations for observed treatment effects.
Similarly, the inclusion of outcome measures 
(or intervening variables) that have previously
been demonstrated to be associated with
unintentional injury in childhood, such 
as maternal depression and family stress, 
using standard tools, would be useful for 
these purposes.

• Future studies should evaluate the relative
effectiveness of safety education versus general
parental social support in reducing the
frequency of unintentional injuries 
in childhood.

• Future studies should assess parental 
confidence and ability to deal with minor
injuries without recourse to medical attention,
and the frequency of non-medically attended
injuries, for example by prospectively recording
minor injuries using diary methodology.

Recommendations for future research on home
visiting and child abuse and neglect
• Measures of reported or suspected child abuse

and neglect in studies of home visiting are likely
to be subject to considerable surveillance bias
and, therefore, these are not useful measures of
the effectiveness of home visiting programmes
in reducing abuse and neglect in childhood.

• Future studies might consider the use of injury
frequency and severity, regardless of intent, as
an outcome measure. The recommendations in
the section relating to preventing unintentional
injury in childhood would also apply in these
circumstances (see above).

• Future studies should consider the use of 
other outcome measures, such as the CAPI191

or the Bavolek Inventory,192 in conjunction 
with measures of childhood injury frequency
and severity regardless of intent.

• Future studies should also include an 
assessment of outcomes (or intervening
variables) that may be related to child abuse 
and neglect, such as parenting and the quality 
of the home environment, child development,
child behaviour, parental discipline strategies,
parental self-esteem and psychological well-
being, and parental social support. This would
allow consistency to be assessed across the out-
comes and also provide possible explanations
for observed treatment effects.

Recommendations for future research on home
visiting and the mother’s psychological health
and self-esteem
• Further research is required to assess whether

home visiting programmes can increase

maternal self-esteem, using standard tools to
measure self-esteem and psychological well-
being. The concomitant use of other outcome
measures (or intervening variables), such 
as the HOME scale,177 child development 
and child behaviour, childhood injury, the
CAPI191 or the Bavolek Inventory,192 and 
parental support, would be useful.

Recommendations for future research on home
visiting and mothers’ use of formal and informal
support networks
• Future studies should use standard tools to

measure social support networks.
• Future studies should also include measures 

of maternal self-esteem and psychological 
well-being against which maternal support
outcomes can be assessed for consistency.

Recommendations for future research on home
visiting, breastfeeding and children’s diet
• Future studies aimed at increasing the uptake

and duration of breastfeeding, or improving
children’s diet, should include an assessment 
of outcomes such as infant sleeping problems,
child growth, child health, use of primary and
secondary care services and maternal
psychological well-being and self-esteem.

Recommendations for future research on 
home visiting and the mother’s employment,
education, family size and use of 
public assistance
• Future research should assess the effect of home

visiting on maternal education, employment and
receipt of welfare benefits, to enable consistency
across outcome measures to be assessed.

Recommendations for future research on home
visiting and client satisfaction
• Future studies should always include an

assessment of client satisfaction, and levels of
client satisfaction should be related to other
outcomes being assessed.

• Standard tools to measure client satisfaction,
tested for reliability and validity, should be used
wherever possible.

• There is a need for longitudinal studies, 
which can chart levels of client satisfaction 
over time.

Recommendations for future research on home
visiting to elderly people and their carers
• Further work is required to compare the effects

of home visiting on frail elderly people who are
at high risk of adverse health outcomes, and
elderly people not at high risk.
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• Further work is required to assess the effects 
of home visiting programmes on unplanned
admissions to hospital, and duration of 
hospital stay.

• Further work is required to assess whether home
visiting reduces admission to long-term care.

• There is a need for further studies assessing the
impact of home visiting programmes on the
quality of life and psychological status of both
home-visited elderly people and their carers
using standard measures of quality of life and
psychological status.

• Further research is required to elicit elderly
people’s and their carers’ views concerning the
value of home visiting by health visitors.

Section 3: Recommendations for
future research arising from 
Part II 
• A survey of British health visitors should 

be undertaken (using the UKCC or other
comprehensive databases of health visitors 
in employment) to identify:
– the demographic profile of health visitors 

in current employment
– the distribution of health visitors in relation 

to population, district health authorities and
defined areas of disadvantage

– health visitors’ involvement with, and their
perceptions of, their role and function in
relation to:
– families with children under 5 years 

of age
– families with older children, 

including teenagers
– children with special needs
– CHS
– single parents
– families with below average incomes
– travelling families
– families with immigrant or refugee status
– the homeless
– the elderly
– other groups or individuals with special

needs. (chapter 6)
• A survey of health authorities, community 

trusts and primary healthcare groups should be
undertaken in order to find out how patterns of
service provision to ‘normal’ families and
vulnerable groups and individuals (as listed
above) relate to national and local policies and
directives.460–462 Areas for change should be
identified. (chapter 6)

• A multidisciplinary study on the ethical
constraints to health visiting with ‘normal’ 

and vulnerable families should be undertaken.
Research experts in ethics, socio-legal studies
and policy analysis should be involved. 
(chapter 6)

• Ethno-methodological research on health
visitor/client interaction should be carried 
out by experts in the field. (chapter 6)

• More British studies are needed which 
assess client satisfaction and relate this 
to other outcomes being assessed. 
(chapter 6)

• More interdisciplinary British studies 
are needed in the areas of child abuse, 
child injury and accident prevention,
homelessness, postnatal depression, 
and CHS, including hearing screening. 
(chapter 6)

• An RCT comparing the effectiveness 
and cost-effectiveness of employing health 
visitors and non-professional home visitors 
to deliver a service modelled on the 
Bristol CDP122,123 should be undertaken. 
The design should involve a planned
comparison between ‘normal’ families 
and vulnerable groups such as travellers 
or those with immigrant or refugee status.
(chapters 6 and 7)

• Controlled trials of NEWPIN398,399 and 
Home-Start397 should be carried out. These
should be designed to measure short- and
longer-term outcomes for both children 
and their parents. (chapter 7)

• More British studies that draw on the 
ecological approach to delivering a home-
visiting service need to be undertaken 
and evaluated. (chapter 8)

• All future British studies of home visiting 
must describe more clearly the rationale 
of the study. This will involve a clear 
description of the model within which 
the study is conducted (e.g. an ecological 
model or a behavioural model) and the
relationship between the underlying 
model and the outcomes being evaluated.
(chapter 8)

• Studies should be undertaken to assess the
sensitivity and specificity of checklists designed
to identify those at greatest risk of adverse
outcomes. (chapter 9)

• The effectiveness of different systems of
prioritising health visitors’ workload should 
be compared. (chapter 9)

• Further British studies designed to find 
the optimal balance between less intensive,
universal home visits and more intensive
selective home visiting should be 
undertaken. (chapter 9)



Implications for practice and recommendations for future research

256

Conclusion: trajectory of the
knowledge base
Finally, there is a need to establish a substantial
knowledge base in Britain. The knowledge base 
in this country is very small indeed compared with
the USA. Once British evidence has accumulated 
it will be necessary to undertake a systematic review

of British studies. Since there exists currently in
Britain only a handful of RCTs of the effectiveness
of health visitor home visiting, we suggest that an
update of this systematic review should be taken 
in approximately 5 years to allow for the com-
pletion of new trials. Every effort should be made
in future British studies to incorporate the relevant
recommendations set out in this chapter.
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Appendix 1

Previous reviews of the literature

TABLE 33  Characteristics or PHN evaluation studies

Study PHN process Research design Sample Reliability
emphasis

Shyne, et al., 196331 Teaching Experimental, post-test only Low income, minority, married Not reported

Lowe, 197032 Teaching Experimental, pretest/post-test Low income, black, primigravidas Not reported

Yauger, 197233 Not specified Experimental, pretest/post-test Multigravidas referred for Not reported
non-emergency

McNeil & Holland, Teaching Quasi-experimental, pretest/ White, well-educated, Not reported
197234 post-test mid-income, married

Gutelius, et al., 197735 Teaching, Quasi-experimental, pretest/ Low income, black, unmarried, Not reported
counselling, post-test young primigravidas
clinical

Hall, 198036 Assessment, Experimental, pretest/post-test Married primiparas Not reported
teaching, support

Stanwick, et al., 198237 Teaching, Quasi-experimental, French-speaking Canadians Inter-rater 90%
counselling, post-test only
support

Barkauskas, 198338 Assessment, Quasi-experimental, Urban, young, unmarried Reported from 
teaching post-test only previous studies 

as acceptable

Reproduced from Combs-Orme, et al., 198525

TABLE 34  Statistical power issues in PHN evaluation studies

Study Statistical Treatment effects Final sample size Power at treatment effect size
method

Small Medium Large

Shyne, et al., 196331 Not stated General health, readiness T = 80, C = 75 * * *
for delivery, nutritional practices

Lowe, 197032 MANOVA No differences T = 30, C = 26 0.13 0.47 0.87
proportions 
correlations

Yauger, 197233 Not stated No differences T = 21, C = 26 * * *

McNeil & Holland, t tests Knowledge of healthcare use T = 56, C = 51 0.18 0.72 0.98
197234

Gutelius, et al., 197735 χ2 tests 32 of 300, including diet, T = 48, C = 47 0.17 0.83 0.99
developmental problems, parenting

Hall, 198036 t tests Feelings towards newborn child T = 15, C = 15 0.08 0.26 0.56

Stanwick, et al., 198237 χ2 tests Knowledge of immunisations T = 49, C = 107 0.13 0.69 0.99

Barkauskas, 198338 Multivariate Expressed concerns about health T = 67, C = 43 † † †
contingency 
table analysis

T, treatment group; C, control or comparison group
*Power could not be calculated because authors did not present necessary information
†Power could not be calculated because calculations were not available for this statistical method

Reproduced from Combs-Orme, et al., 198525
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TABLE 35  The effectiveness of home visiting: summary of strong and borderline articles

Study Design  Subjects Intervention Intervenor Outcomes Comments
(borderline (measurement tool)
validity criteria)

A: Prenatal interventions

Villar, et al., RCT Women considered Social support Nurses  Non-significant: For eligibility, had to seek
199243 at high risk during or social prenatal care before

strong pregnancy for delivery Health and nutrition workers LBW; preterm 22 weeks and have a
(d) of a low birth information delivery interuterine number of prenatal visits

weight infant growth retardation;
neonatal and maternal May have excluded

1115 clinic care morbidity; mortality women at greatest need,
plus home visit for whom it would have

R greatest effect

Conducted in
1120 prenatal Latin America
clinic care

B: Postnatal

Field, et al., CCT 60 preterm infants Education of mothers Team of Significant:
198242 of black, teenage re caretaking, unknown

strong mothers developmental intervenors, Increase in infant and
(a) milestones, child rearing, plus black mother interactions

30 – parent training appropriate stimulation teenagers (p < 0.001); children’s
for sensor, motor and growth and mental

30 – control: cognitive development development scores –
received periodic Denver–Bayley 
phone calls (p < 0.001)

Non-significant:

Quality of care by family:
child-rearing attitudes;
parent–child interactions;
parent developmental 
expectations of child;
mother’s anxiety

Holden, et al., RCT Depressed 8-weekly counselling Nurse Significant:
198954 postpartum women sessions

strong Reduction in depression;
(c) 26 counselling standardised psychiatric

interview (Goldberg)
R (p < 0.01); EPDS

(p < 0.01)
24 control 

R, randomised to; CCT, clinical controlled trial (method of randomisation not stated, or used quasi-randomisation method)

Borderline validity criteria:
(a) non-random allocation, or unspecified method of random allocation
(b) < 80% of eligible people agree to participate
(c) did not control for potential confounders
(d) data collection strategies did not optimise validity
(e) follow-up of < 80% of participants

Reproduced from Ciliska, et al., 199429
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TABLE 35 contd  The effectiveness of home visiting: summary of strong and borderline articles

Study Design  Subjects Intervention Intervenor Outcomes Comments
(borderline (measurement tool)
validity criteria)

Gross, CCT 985 low birth weight Parent groups; child Home visitor Significant:
199344 infants and families development centres of unknown 

moderate – 5 days/week; home preparation Increase in child IQ
(a, b, c) 330 visits – weekly for (Stanford–Binet),

intervention 1 year, then bi-weekly  behaviour (Behaviour
to 3 years; provision of Competence) (p < 0.05)

R health and development
information and family Decrease in maternal

655 control support; 2 curricula report of morbidity
(usual care) implemented: (1) (Morbidity Index,

cognitive, linguistic, p < 0.05)
social development of 
child and (2) systematic Non-significant:
approach to help 
parental problem Children’s growth; maternal
management perception of child’s health

Brooten, CCT 72 very low birth Visits at 1 week and Nurse Significant: Costs of intervention
et al., 198645 weight infants 1, 9, 12 and 18 months 26.4% less than cost for

moderate discharged early Decrease in number control group
(a, e) from hospital Weekly telephone of re-hospitalisations;

contact decrease of acute care
36 early visits; decrease in
discharge Education; support re incidence of failure to
home support physical care, develop- thrive; decrease in child

mental screening, parents abuse, foster placement
R coping, infant stimulation

36 control
in hospital

Hardy & CCT Inner-city, black Curriculum re: Community Significant: Substantial cost savings
Streett, mothers and infants worker (conservative estimate
198947 moderate Child well and sick care, Increased attendance for was $26,000 per family)

(a, c, d) 131 inter- feeding, clothing, safety, well-child care (p < 0.001);
vention developmental milestones decreased illness visits
home (p < 0.01); decreased 
support Did not intervene in hospitalisation (p < 0.01);

psychological issues, but decreased reported
R referred to social worker neglect and abuse

132 control

Barth, et al., CCT Mothers at risk Home visits Para- Significant:
198846 for child abuse approximately every professional,

moderate 2 weeks for 6 months ethnic, parent Decrease in depression 
(a, b, d) 24 parent consultants in mothers (CES-D Scale,

enrichment Task-centred approach p < 0.05); increase in
programme aimed at reducing risk prenatal nutrition

of parenting problems (p < 0.05); increased
R such as preparing a reports of child tempera-

room for baby, visiting ment (Infant Temperament
26 usual labour room, getting Questionnaire, p < 0.01)
services crib, housing, food

Non-significant:
Modelling occurred re 
parenting and homecare Reported child abuse;
skills support

R, randomised to; CCT, clinical controlled trial (method of randomisation not stated, or used quasi-randomisation method)

Borderline validity criteria:
(a) non-random allocation, or unspecified method of random allocation
(b) < 80% of eligible people agree to participate
(c) did not control for potential confounders
(d) data collection strategies did not optimise validity
(e) follow-up of < 80% of participants

Reproduced from Ciliska, et al., 199429
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TABLE 35 contd  The effectiveness of home visiting: summary of strong and borderline articles

Study Design  Subjects Intervention Intervenor Outcomes Comments
(borderline (measurement tool)
validity criteria)

C: Pre- and postnatal

Olds, et al., RCT 400 prenatal women Minimum visits: Nurse 198648 Groups 1 + 2/3 + 4 
198648,49 combined for analysis
198850 strong (1) control; (2) free Antepartum – Home Significant:
199351 transportation for visits every 2 weeks

prenatal care and Improved mother’s report
well-child care Postpartum – Weekly of baby’s mood (p < 0.04);

visits to 6 weeks; every lower level of concern
2 weeks to 14 months; of infant behaviour

R every 6 weeks to (p < 0.05); lower level of
24 months restricting children

(Caldwell, p = 0.007);
(3) 2 plus home  Content: decrease in visits to
visits during emergency room (p < 0.05);
pregnancy; (4) 3 plus Emphasise family decrease in records of
home visits continued strength; education accidents and poisoning
to 24 months re fetal and infant (p < 0.05)

development; involvement 
of family and friends in Non-significant:
childcare and support 
of mother; use of other Verified cases of child
health and social services abuse

198649 Significant:

Increase in awareness of 
community services 
(p < 0.01); increase in 
attendance at childbirth 
education classes 
(p < 0.05); increase in 
numbers who talked 
about stresses of parenting 
(p < 0.01); decrease in 
kidney infections (p < 0.01);
decrease in number of 
cigarettes smoked/day 
(p ≤ 0.001)

Non-significant:

Infant birth weight;
length of gestation

1988 Significant:

Early increase in 
educational attainment 
by mothers (no longer 
different at 2 years);
increase in employment 
among unmarried women;
decrease in subsequent 
pregnancies

R, randomised to 

Borderline validity criteria:
(a) non-random allocation, or unspecified method of random allocation
(b) < 80% of eligible people agree to participate
(c) did not control for potential confounders
(d) data collection strategies did not optimise validity
(e) follow-up of < 80% of participants

Reproduced from Ciliska, et al., 199429
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TABLE 35 contd  The effectiveness of home visiting: summary of strong and borderline articles

Study Design  Subjects Intervention Intervenor Outcomes Comments
(borderline (measurement tool)
validity criteria)

1993 Net costs 2 years after Cost-effective for
programme = programme low-income families
cost savings (social assist-
ance, medic aid, food stamps):
$1582 for intervention 
group as a whole;
$180 for low-income 
families

Seitz, et al., Cohort Pregnant families; Over 30 months of Nurse, social 10-year follow-up Comprehensive
198553 no complications in support; support and worker or programme of house

moderate delivery; poverty; problem-solving re psychologist Significant: visits, day care and
(a, b, c) inner-city housing, food, safe paediatric care

environment, education, Increase in maternal
18 families in marital and career education (p < 0.05); Cost-savings calculated
intervention group; issues; liaison with increase in maternal to be $40,000 for
17 families in other service providers involvement in child’s control families over
comparison group schooling; increased intervention group

Families received an school attendance
average of 28 visits (p < 0.05)

Non-significant:

Maternal employment;
SES; parenting style;
academic achievement 
of children

D: Preschool

Scarr & Cohort Families (children 46 visits over 2 years Para- Significant: Bermuda population
McCartney, aged 24–30 months) professional
198852 strong Teaching: Improved mental Mothers employed,

(a) 78: education demonstrate how to development and verbal children in day care; high 
39: control interact with children; skills in children; Cain functioning of children 

how to provide Levine Social Competency at study entry
education experiences Scale (p < 0.05)

Non-significant:

Child: IQ, behaviour,
personality
Parent: discipline and 
perceptions of child

E: Seniors

Hall, et al., CCT 167 frail elderly living Long-term care, plus Nurse Significant: Includes additional 
199255 at home nurse home visits to non-random group

strong develop personal health Increase in remaining in 
(a, c) Long-term   plan (goal-setting, skill the home at 24 and 

care, plus  development) re health 36 months
visitor work care, substance use,
on personal exercise, nutrition, stress Non-significant:
health plan management, emotional

functions, social support, Psychological status 
R  OR  social participation, measures

housing, finances and 
Long-term transportation 
care

R, randomised to; CCT, clinical controlled trial (method of randomisation not stated, or used quasi-randomisation method); SES, socio-economic status

Borderline validity criteria:
(a) non-random allocation, or unspecified method of random allocation
(b) < 80% of eligible people agree to participate
(c) did not control for potential confounders
(d) data collection strategies did not optimise validity
(e) follow-up of < 80% of participants

Reproduced from Ciliska, et al., 199429
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TABLE 37  Scores* for quality of methodology and study characteristics for randomised trials of home visiting

Study Allocation Analysed as Blinding No. of participants Follow-up (years)
concealment randomised** randomised

IHDP, 1990 (USA)69 3 2 1 985 1

Marcenko, et al., 1994 (USA)74 2 2 1 225 0.8

Johnson, et al., 1993 (Republic of Ireland)62 3 2 1 262 1

Barth, 1991 (USA)70 1 2 1 313 3

Dawson, et al., 1989 (USA)71 1 1 1 145 1

Hardy & Streett 1989 (USA)47 1 2 2 290 1.9

Olds, et al., 1986 (USA)48 3 1 2 400 4

Lealman, et al., 1983 (England)73 3 2 3 312 1.5

Larson, 1980 (Canada)57 3 2 2 80 1.5

Siegel, et al., 1980 (USA)75 3 3 1 321 1

Gray, et al., 1977 (USA)72 3 2 1 100 1.4

*
On a scale of 1–3 (1 = poorest score, 3 = best score)

**Judged for injury outcome measures whenever possible

Reproduced from Roberts, et al., 199639
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TABLE 41  Outcomes of perinatal and early childhood hospital support, home visitation or parent training programmes

Author Methodology Intervention Group Relative Reported 
score risk p-value

A: Reports of child abuse and neglect
Olds, et al., 198648 23 Free access to health care Control vs. experimental group 1 * NS
(whole) Home visitation (pregnancy) Control vs. experimental group 2 1.07 NS

Home visitation (infancy) Control vs. experimental group 3 1.77 NS

Olds, et al., 198648 23 Free access to health care Control vs. experimental group 1 * NS
(subgroup) Home visitation (pregnancy) Control vs. experimental group 2 1.50 NS

Home visitation (infancy) Control vs. experimental group 3 5.50 p < 0.10

Hardy & Streett, 19 Home visitation Control vs. experimental group
198947 Reports (definite) 11.90 p < 0.01†

Reports (suspected) 6.45 p < 0.01†

Barth, 199170 19 Home visitation Control vs. experimental group
(reports per family) Substantiated reports 0.96 NS

Unsubstantiated reports 0.84 NS
Total reports 0.86 NS

O’Conner, et al., 198096 18 Enhanced postpartum contact Control vs. experimental group 4.69 NS

Siegel, et al., 198075 18 Early and extended postpartum Control vs. experimental group 1 0.96 NS
contact
Home visitation Control vs. experimental group 2 0.44 NS
Combination Control vs. experimental group 3 0.68 NS

Gray, et al., 197772 13 Intensive paediatric contact Control vs. experimental group 0.50 NS
plus home visitation

Lealman, et al., 198373 8 Drop-in centre Control vs. experimental group 1.48 Not reported

B: Hospitalisations
Hardy & Streett, 198947 19 Home visitation Control vs. experimental group 2.48‡ p < 0.01

O’Conner, et al., 198096 18 Enhanced postpartum contact Control vs. experimental group 1.33‡ NS

Siegel, et al., 198075 18 Early and extended postpartum Control vs. experimental group 1 2.88 NS
contact
Home visitation Control vs. experimental group 2 0.68 NS
Combination Control vs. experimental group 3 0.76 NS

Lealman, et al., 198373 8 Drop-in centre Control vs. experimental group 2.09 Not reported

C: Emergency room visitations
Olds, et al., 198648 23 Free access to healthcare Control vs. experimental group 1 * NS
(whole) Home visitation (pregnancy) Control vs. experimental group 2 1.14 NS

Home visitation (infancy) Control vs. experimental group 3 1.39 p < 0.01

Olds, et al., 198648 23 Free access to healthcare Control vs. experimental group 1 * NS
(subgroup) Home visitation (pregnancy) Control vs. experimental group 2 1.09 NS

Home visitation (infancy) Control vs. experimental group 3 1.57 NS

Barth, 199170 19 Home visitation Control vs. experimental group 1.00 NS

O’Conner, et al., 1980 18 Enhanced postpartum contact Control vs. experimental group 1.00 NS

Siegel, et al., 198075 18 Early and extended  Control vs. experimental group 1 0.96 NS
postpartum contact
Home visitation Control vs. experimental group 2 1.20 NS
Combination Control vs. experimental group 3 1.31 NS

Larson, 198057 15 Home visitation (postnatal) Control vs. experimental group 1 0.92 NS
Home visitation (pre- and Control vs. experimental group 2 1.11 NS
postnatal)

Lealman, et al., 198373 8 Drop-in centre Control vs. experimental group 4.8 NS

*Insufficient information to calculate relative rate or risk
†These p-values were not reported, but two-tailed Fisher’s exact test was used to calculate the p-value from data in the paper
‡Indicates relative risk

Reproduced from MacMillan, et al., 199461

continued
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TABLE 41 contd  Outcomes of perinatal and early childhood hospital support, home visitation or parent training programmes

Author Methodology Intervention Group Relative Reported 
score risk p-value

D: Injuries
Olds, et al., 198648 23 Free access to healthcare Control vs. experimental group 1 * NS
(whole) (includes poisonings) Home visitation (pregnancy) Control vs. experimental group 2 1.16 NS

Home visitation (infancy) Control vs. experimental group 3 1.97 p < 0.05

Olds, et al., 198648 23 Free access to healthcare Control vs. experimental group 1 * NS
(subgroup) Home visitation (pregnancy) Control vs. experimental group 2 1.48 NS
(includes poisonings) Home visitation (infancy) Control vs. experimental group 3 1.48 NS

O’Conner, et al., 198096 18 Enhanced postpartum contact Control vs. experimental group 1.52
‡

NS

Larson, 198057 15 Home visitation (postnatal) Control vs. experimental group 1 1.23 p < 0.01   
Home visitation (pre- and Control vs. experimental group 2 1.80 (overall test   
postnatal) of 3 groups)

Gray, et al., 197772 13 Intensive paediatric contact Control vs. experimental group 0.94 NS
plus home visitation

E: Specific injury
Hardy & Streett, 198947 19 Home visitation Control vs. experimental group 1.86 NS
(closed head trauma)

Gray, et al., 197772 13 Intensive paediatric contact Control vs. experimental group * p < 0.01
(serious head injury) plus home visitation

*Insufficient information to calculate relative rate or risk
†These p-values were not reported, but two-tailed Fisher’s exact test was used to calculate the p-value from data in the paper
‡Indicates relative risk

Reproduced from MacMillan, et al., 199461

}
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Appendix 2

Literature search strategies

Study/methodology search terms

MeSH 
Clinical trials, RCTs, comparative,
evaluative, follow-up, prospective

AND1

MeSH 
Clinical trials, RCTs, comparative,
evaluative, follow-up, prospective

AND2

Text words
evaluation, effectiveness,
outcome

AND3

Text words
evaluation, effectiveness,
outcome

AND4

Combine to
remove

duplicates

Output

Subject search terms

MeSH 
Community Health Nursing 
(health visitors, visiting nurses)

Text words 
health visit$, home visit$,
domiciliary visit$

MeSH
Community Health Nursing
(health visitors, visiting nurses)

Text words 
health visit$, home visit$,
domiciliary visit$

Set search

001 randomized controlled trial.pt.
002 randomized controlled trials.sh.
003 random allocation.sh.
004 double-blind method.sh.
005 single-blind method.sh.
006 1 or 2 or 3 or 4 or 5
007 animal.sh.
008 human.sh.
009 7 not (7 and 8)
010 6 not 9
011 clinical trial.pt.
012 exp clinical trials/
013 (clin$ adj3 trial$).ti,ab.
014 (singl$ or doubl$ or treb$ or tripl$) 

adj3 (blind$ or mask$)
015 placebos.sh.
016 placebo$.ti,ab.
017 random.ti,ab.
018 research design.sh.
019 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18

Set search

020 19 not 9
021 20 not 10
022 comparative study.sh.
023 exp evaluation studies/
024 follow-up studies.sh.
025 prospective studies.sh.
026 (control$ or prospectiv$ or 

volunteer$).ti,ab.
027 21 or 22 or 23 or 24 or 25
028 26 not 9
029 28 not (10 or 21)
030 **Subject search terms**
031 30 and (10 or 21 or 29)

pt, publication type; sh, subject heading; 
$, truncation symbol; adj3, within 3 words; 
ti, words in title; ab, abstract

From refs 463 and 464
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AND

AND

Combine to
remove

duplicates

Output

Subject search terms

Index term
Health visitor

Text words 
Home + visit, domiciliary + visit

Study/methodology search terms

Index terms
Clinical trial, clinical study,
evaluation and follow-up, economics

1

Text words
Effectiveness, evaluation,
outcome

2

Note:Within EMBASE free text words are searched in Title, Keywords and Abstract.This tends to produce a search of high recall
and low precision.The use of free text words in the above strategy was therefore limited to curtail many irrelevant articles.

AND
Output

Subject search terms

Text words 
Home + visit, domiciliary + visit
Index term
Health visitor

Study/methodology search terms

Text words
Effectiveness, evaluation,
outcome

1
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Appendix 3

Excluded studies and literature reviews 

TABLE 42  Excluded studies: no home visit, or home visit involved but not as the intervention

O’Sullivan and Jacobsen, 199263 No home visit

Westheimer, et al., 197065 Home visit only occurs when other intervention fails

Scarr-Salapatek & Williams, 197389 Neonatal nursery confounded with home visiting

Wolfe, et al., 198894 Home visit not for intervention

Forrest, et al., 198297 No home visit

Appleby, et al., 199799 No home visit

Adams & Biggerstaff, 1995465 No home visit

Ansell, et al., 1994466 No home visit

Berger, et al., 1984467 No home visit

Brennan & Ripich, 1994468 Computer network

Brown, 1967469 Home visiting confounded with hospital care

Chiverton & Cainer, 1989470 No home visit

Crowley, et al., 1995471 Home visit for data collection

Dannenberg, et al., 1993472 No home visit

Davies, et al., 1994473 Home visit only to recruit

Dershewitz, 1979474 No home visit

Dershewitz & Williamson, 1977475 No home visit

Fergusson, et al., 1982476 No home visit

Florey, et al., 1995477 Home visit for data collection

Geddis & Appleton, 1986478 No home visit

Griffiths & Zoitopoulos, 1985479 No home visit

Kay, 1989480 No home visit

Krug, et al., 1994481 Home visits not part of intervention

Lauri, 1981482 Home visit minor part of large intervention

McLoughlin, et al., 1982483 No home visit

Minde, et al., 1988484 Home visit for data collection

Parkin, et al., 1993485 Home visit not part of intervention

Reisinger & Williams486 No home visit

Robson, et al., 1989487 Home visit for data collection

Schwartzberg, 1982488 No home visit

Sutton, 1995489 No home visit

Taylor, et al., 1993490 Home visit for data collection

Thomas, et al., 1984491 Home visit for data collection

Webster-Stratton, 1985492 Home visit for data collection

Twinn, 1989493 No home visit

De la Cuesta,1994494 No home visit
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TABLE 43  Excluded studies: antenatal home visits only

Lowe, 197032 No postnatal home visits

Villar, et al., 199243 No postnatal home visits

Olds, et al., 198649 Outcomes of antenatal visits

Bradley & Martin, 1994495 No postnatal home visits

Graham, et al., 1992496 No postnatal home visits

Oakley, et al., 1990497 No postnatal home visits

Spencer, et al., 1989498 No postnatal home visits

TABLE 44  Excluded studies: some other designs

Carpenter, et al., 198359 Cohort + routine data
Comparison

Frost, et al., 1996397 No comparison group

Barker, et al., 1992439 Cohort and routine data
Comparison

While, 1990352 Cohort

While, 1987354 Cohort

Atkin & Twigg, 1993499 No comparison group

Bentley & Holloway, 1993500 No comparison group

Chakravorty, 1994501 Cohort

Gallagher, et al., 1985502 No comparison group

Heins, et al., 1987503 Case–control

McAvoy & Rabia, 1991504 Cohort

Oakley, et al., 1995398 Survey

Kendrick, et al., 1995505 Case–control

Kerkestra, et al., 1991506 No comparison group

Matthews, et al., 1987507 No comparison group

Olds, 1984508 Case reports

Ploeg, et al., 1994509 No comparison group

Schirm, 1989510 Survey

Singer & Wolfsdorf, 1975511 Cohort

Sullivan, et al., 1990512 No comparison group

Taylor, et al., 1993513 Cohort and routine data comparison

Zahr and Montijo, 1993514 Cohort + historical controls
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TABLE 45  Excluded studies: client satisfaction surveys

Clark, 1984515 Client satisfaction survey

Cowpe, 1994516 Client satisfaction survey

Early Childhood Development Unit, 1987517 Client satisfaction survey

Field, et al., 1982518 Client satisfaction survey

Foxman, et al., 1982519 Client satisfaction survey

Gallup, 1994520 Client satisfaction survey

Jestice & Watkins, 1995521 Client satisfaction survey

Luker, 1981522 Client satisfaction survey

Machen, 1996523 Client satisfaction survey

Pearson, 1984524 Client satisfaction survey

Quine & Povey, 1993525 Client satisfaction survey

Simms & Smith, 1984526 Client satisfaction survey

Watson & Sim, 1989527 Client satisfaction survey

Weatherley, 1988528 Client satisfaction survey

TABLE 46  Excluded studies: qualitative studies of home visiting

Jacknik, et al., 1983529 Qualitative description of home visiting intervention

Lally, et al., 1988530 Qualitative description of home visiting intervention

MacMillan & Thomas, 1993531 Qualitative description of pilot study

Shyne, et al., 196331 Qualitative description of home visiting intervention

Yauger, 197233 Qualitative description of home visiting intervention
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TABLE 47  Excluded studies: home visiting undertaken by professionals other than health visitors

Lealman, et al., 198373 Social worker

Allen, et al., 1992532 Nurse, pre-op home visit

Bidder, et al., 1975,533 1983534 ‘Home advisor’

Blair, et al., 1995535 Home visitor 

Blondel & Breart, 1995536 Midwives

Bowers, 1992537 CPN

Brooker & Butterworth, 1991538 CPN

Buls, 1995539 Cardiac nurses

Burden, 1980540 ‘Therapist’

Burns, et al., 1993541 CPN

Cockcroft, et al., 1987542 Nurse, respiratory health worker

Corcoran & Gitlin, 1992543 Occupational therapist

Drummond, et al., 1991544 ‘Caregiver’

Duddy & Parahoc, 1992545 Coronary specialist nurse

Ferrell, et al., 1994546 Pain management nurse

Gillis, et al., 1990547 CPN

Gournay & Brooking, 1994548 CPN

Hoare, et al., 1994549 Linkworker

Hopper, et al., 1984550 Home health aide

Hughes, et al., 1991551 Paediatric nurse

Jessop & Stein, 1991552 Paediatric nurse

Mangen & Griffith, 1982553 CPN

McCrone, et al., 1994554 CPN

Michielutte, et al., 1981555 Paediatric nurse

Mitchell, et al., 1986556 Community child health nurse

Muijen, et al., 1994557 CPN

Paykel, et al., 1982558 CPN

Quinlan & Ohlund, 1995559 CPN

Rayner, 1992560 Dental hygienist

Redman, et al., 1995561 Breastfeeding consultant

Robinson, 1972562 CPN

Sharp, et al., 1996563 Practice nurse

Short, 1984564 Psychoeducational therapists

Snowman & Dibble, 1979565 Child development trainer

Stein & Jessop, 1991566 Paediatric nurse

Thornbury & Martin, 1983567 Nurse

Twaddle, et al., 1993568 Midwives

Waldenstrom, 1987569 Midwives

Wang, et al., 1995570 Nurse, pre-op home visit

Wang, et al., 1975571 Home health aide

Waterreus, et al., 1994572 CPN

CPN, community psychiatric nurse
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TABLE 48  Excluded studies: outcomes too specific

Moore, et al., 197466 Visits to increase clinic attendance

Carswell, et al., 1989573 Visit to child with asthma

Deaves, 1993574 Visit to child with asthma

Greenberg, et al., 1994575 Visits to decrease infant passive smoking

Hughes, et al., 1991576 Visits to child with asthma

Oda & O’Grady, 1994577 Visits to decrease infant exposure to drugs

Olds, et al., 1994578 Visits to decrease maternal smoking

Selby, et al., 1990579 Visits to increase uptake of unique service

TABLE 49  Excluded studies: miscellaneous

Aurelius & Nordberf, 1994580 Objective of validating perceptions of home visiting nurse

Avon Premature Infant Project, 1998581 Published after end of literature search period

Briscoe, 1989582 Use of EPDS to identify depression

Cox, et al., 1991583 No outcomes reported

Emond, et al., 1988584 Published after end of literature search period

Haus & Thompson, 1976585 Home visits to disabled children

Holden, 1991586 Use of EPDS to identify depression

TABLE 50  Excluded studies: literature reviews

Barlow, 1997105 Review, parent training programmes (home visits and non-home visits)

Bass, et al., 1993106 Overview

Community Practitioners & HVA, 1998107 Overview

Browne, 1995403 Overview

Olds, 1990421 Same material is in Olds, 199330 (see chapter 2)

Olds, 1992423 Same material is in Olds, 199330 (see chapter 2)

Olds & Kitzman, 1993424 Same material is in Olds, 199330 (see chapter 2)

Appleton, 1994451 Overview

Bablouzian, et al., 1997587 Antenatal care

Barriball & MacKenzie, 1993588 Selective overview

Beresford, et al., 1996589 Overview, families with a disabled child

Blondel & Breart, 1992590 Antenatal care

Braverman, 1995591 Antenatal care

Chapman, et al., 1990592 Overview

Cobb, 1976593 Review of mostly non-home visit studies

Deal, 1993594 Overview

Dubowitz, 1989595 Overview

Fowler, 1995596 Antenatal care

Gough, 1993597 Review of mostly social work interventions

MacDonald & Roberts, 1995598 Overview
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Appendix 4

Reisch quality rating scale

CHECKLIST FOR ASSESSING THERAPEUTIC STUDIES
Paper number: .................

Y = yes; N = no; U = unclear/unknown; NA = not applicable; 
T/M = treatment or management method
* is noted beside desirable responses to the criteria considered most important
+ appears beside ‘not applicable’ responses to these criteria

_____________________________________________________________________________________

1. PURPOSE OF THE STUDY Y N U
A Statement of purpose given

B Outcome variables for therapeutic effects defined prior to study

C Magnitude of difference in outcome of (T/M) groups under investigation 
specified prior to study

D Source of support for study specified

2. EXPERIMENTAL DESIGN (tick one only)
A Data collection

1. Data collection planned prior to T/M of subjects: data collected 
prospectively under specified conditions

2. Data collection planned prior to T/M of subjects: data collected 
retrospectively by record review

3. Data collection not planned prior to T/M of subjects: data collected 
retrospectively

B Selection of subjects (tick one only)
1. Subjects selected prior to T/M and evaluated prospectively

2. Subjects followed from T/M to outcome but study planned after T/M

3. Subjects selected according to outcome T/M evaluated retrospectively

4. Unclear time relation of subject selection to outcome of T/M

3. SAMPLE SIZE DETERMINATION (tick only one)
A Method Y N U

1. Sample size determined by: (indicate which)

a. predetermined number of subjects or
b. sequential experimental design or
c. independent monitoring committee

2. Predetermined time period

3. Specified time period from ..................... to .......................

4. No method specified (check if applicable) ........................

5. Other (describe) ...................................................................

B Total number of subjects specified
Total number of subjects is: .......................................

C Adequate number of subjects enrolled to detect magnitude 
of T/M differences under investigation or sufficient hazard
investigation identified to preclude further study

Reproduced from Reisch, et al., 1989116
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4. DESCRIPTION AND SUITABILITY OF SUBJECTS Y N U NA
A Entry criteria

1. Age of subjects given
2. Race of subjects given
3. Sex of subjects given
4. Socio-economic status given
5. Disease/health status of subjects given
6. Contraindications for T/M (can include other diseases 

or treatments)
B Eligible subjects who refuse to participate are adequately described
C Subjects adequately described for appropriate criteria including 

those listed in 4A

5. RANDOMISATION AND STRATIFICATION Y N U NA
A It is possible to design a randomised study to evaluate the T/M 

under consideration
B Randomisation claimed and documented
C Randomisation not performed and bias is likely
D Use of either prognostic stratification prior to study

entry or retrospective stratification during data analyses
E Group differences limit the interpretability of this study

6. COMPARISON GROUP(S) (CONTROL) USAGE (choose one)
A Random T/M assignment (indicate which below) Y N U NA

1. Unmatched subjects with randomised T/M assignment
2. Subjects as own control with T/M order randomised
3. Matched by subject with T/M assignment randomised
4. Stratified randomisation

Y N U
B No assignment method described
C Historical
D Subjects matched/paired but assignment to T/M groups 

not randomised
E Subjects as own control but T/M order not randomised
F Subjects compared according to their response to the T/M procedure
G Convenience (subjects selected for availability)
H Comparison (control) group not included
I Other non-randomised (explain) ...........................................................

....................................................................................................................

7. PROCEDURES FOR TREATMENT/MANAGEMENT Y N U NA
A Informed consent obtained
B Clear specification of:

1. Dosage (length of visits)
2. Time of day administered
3. Frequency
4. Time to complete T/M (i.e. programme of T/M)
5. Route (i.v., i.m., p.o., etc.) (home visit, telephone, clinic)
6. Presentation (tablet, syrup, etc.) (oral, written, video)
7. Source for drug or equipment in T/M under investigation
8. Indication for:

a. Initiation of T/M
b. Modification of T/M
c. Discontinuation of T/M

Reproduced from Reisch, et al., 1989116
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Y N U NA
C Subjects in different T/M groups appear to receive the same

care other than that under investigation
D T/M adequately described for above or other appropriate 

criteria
E T/M reasonable and appropriate to answer question(s) 

posed by these researchers

8. BLINDING (MASKING) Y N Some U NA
A Blinding claimed and appears realistic
B Blinding (masking) used where feasible for important 

variables* by the:
1. investigators
2. caregivers
3. subjects (and family if appropriate)

C Mark ‘Y’ if 8B1, B2, B3 are marked ‘Y’ or ‘NA’
Mark ‘NA’ + if 8B1, B2, B3 are each marked ‘NA’

D Failure to use blinding likely to bias study results

We consider a variable important only when it is clearly identified by the author(s) in the abstract or in
the statement of purpose to describe differences between groups related to their treatment or
management

9. SUBJECT ATTRITION Y N U NA
A Predefined procedures for excluding subjects after entry
B Specific procedures established to minimise loss of subjects 

from this study
[Answer ‘NA’ to 9C and 9D if no subjects or records were lost 
or dropped]

C Description of all subjects or their records which were lost or
dropped

D Any loss of subjects or their records likely to bias the results
of this study

10. EVALUATION OF SUBJECTS AND TREATMENT/MANAGEMENT Y N U NA
A All important clinical information reported, if no or unclear, 

explain ................................................................................................
B Laboratory and other measurements appear standardised and 

consistent
C Treatment compliance assessed
D Evaluation methods adequately described
E Evaluation method appropriate to answer question(s) posed

by investigators
F Prospective evaluation of important hazards or toxicity
G If use of T/M increased cost of care substantially, cost-

effectiveness discussed
Reproduced from Reisch, et al., 1989116





Name and ref. Date Degree/place

Billingham, K379 1995 MSc/Warwick

Cameron, S380 1994 PhD/Edinburgh

Chalmers, K381 1990 PhD/Manchester

Clark, J382 1985 PhD/Polytechnic of
the South Bank

Cowley, S383 1991 PhD/Brighton Polytechnic

Hennessy, D302 1985 PhD/Southampton

Kendall, S384 1991 PhD/King’s College
London

Luker, K385 1980 PhD/Edinburgh

Mason, C386 1988 PhD/Queens University,
Belfast

Name and ref. Date Degree/place

Pearson, P387 1988 PhD/Newcastle-on-Tyne 
Polytechnic

Robinson, JJA388 1980 MA/Keele

Robinson, KSM389 1986 PhD/Polytechnic of the 
South Bank

Sefi, S390 1985 MA/Warwick

Warner, U391 1982 MSc/Surrey

Watson, P392 1981 PhD/Aberdeen

While, A350 1985 PhD/London

Williams, D2 1995 MSc/Nottingham
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Auseful typology of home visiting interventions
has been developed by Halpern.14 Halpern’s

typology clearly delineates the various dimensions
or characteristics of home visiting programmes, as
well as attempting to clarify the causal assumptions
underling different programmes. This typology,
described below, would be useful in designing
future studies of the effectiveness of home visiting.

On the basis of an examination of nine home-
based intervention programmes,57,75,89,90,418,599–604

Halpern highlighted the differences between
home visiting programmes according to 
six dimensions:

• their purposes and emphases
• their target populations
• the causal assumptions on which the

intervention programme was based
• the intervention framework
• the intervention activity
• the evaluation approach.

Each of these dimensions will now be discussed 
in turn.

Purposes and emphases

The purposes and emphases of the nine
programmes were: enhanced infant develop-
ment; enhanced infant health; enhanced 
parent–child interaction; child health and
development surveillance; maternal health
surveillance; enhanced knowledge of parenting;
improvements in parental attitudes and behaviour;
reduced familial social isolation; assessment of
service needs and linkages to needed services;
prevention of child abuse and neglect; follow-up
on medical treatment/regimen; and the direct
provision of a service.

Target populations

The populations at which the interventions were
targeted were: all families with a new baby; low-
income families; families under psychosocial stress
(as indicated by parental mental health problems,
social isolation; parental conflict, very young

parents, chronically ill or disabled parents);
families with an infant with an identified 
disability or problem; and families with a
‘vulnerable’ infant (as indicated by birth 
trauma or prematurity), in whom no problem 
or disability had yet been identified.

Causal assumptions

The causal assumptions underlying the various
programmes were as follows:

• Parents’ attributes constrained adequate child-
rearing (parents had inappropriate knowledge,
skills or beliefs; were socially immature; had
mental health problems; or had negative
feelings towards the child).

• The child’s attributes placed him/her at special
risk of abuse or neglect, or a lack of environ-
mental stimulation. (The child’s attributes
included a temperament distressing to
caretakers, prematurity or a disability.)

• Economic or social stress in the child’s
caretaking environment constrained 
adequate child-rearing by not allowing for 
the provision of a setting facilitative to the
child’s development.

• The child’s characteristics distressing to
caretakers contributed to dysfunctional
caregiving responses from already 
stressed parents.

• Poor bonding or attachment during the first
days of an infant’s life was the foundation for
later problems in parent–child interactions.

• Most new parents require or would like 
support in adapting to the demands 
of parenthood.

Intervention frameworks

The intervention frameworks were classified
according to the following dimensions: the
institutional base (e.g. institutions within the
healthcare system or within the education system);
the location (whether only at home or at home
and also at a centre or clinic); the size of the 
group (individual, parent–child dyad, or small
group); the focus of the direct work (parent, 
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child, or both); the provider (professional or
paraprofessional); the onset of the intervention
(prenatal, perinatal, postnatal); the duration of the
intervention (2–3 weeks to 2–3 years); and intensity
(daily, weekly, bi-monthly, monthly, periodically,
variable  – tapering off as the infant got older).

Intervention activities

The intervention activities included: parent
training; parent education (interactive but using a
formal ‘curriculum’); parent psychosocial support
(interaction based on parents’ expressed needs);
infant stimulation; family needs assessment; infant

and maternal health and development surveil-
lance; linkage to formal services (by providing
information, and help in arranging transport); 
and mutual support through parent groups.

Evaluation approach

Finally, the evaluation approaches employed in the
different programmes were classified according to:
their design (experimental; quasi-experimental;
pre- and postintervention comparison; case study,
qualitative and descriptive); their time orientation
(from short term to longitudinal follow-up); and
their substantive foci.
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