
A significant subgroup of children are at great risk of a range of
poor health and developmental outcomes as a result of the
environment into which they are born.1 Family characteristics
such as: (i) domestic violence; (ii) sole parenthood; (iii) parental
ambivalence towards the child; (iv) parental history of abusive
childhood; (v) poverty; (vi) financial stress; (vii) unstable
housing; (viii) lack of social support; (ix) parental mental health
problem; and (x) parental use of drugs or alcohol2–6 are indica-
tors for risk and vulnerability. Such social–environmental factors
place children at increased risk of experiencing: (i) accidental
injury; (ii) illness events; (iii) vaccine-preventable disease; (iv)
sudden infant death syndrome; (v) undernutrition and failure to
grow; (vi) developmental delay; (vii) learning difficulty; and (viii)
child abuse and neglect.1–8 Further, families most in need of
health care are least likely to access available services,9–11

increasing the risk of poor health outcomes for their
children.7,10,11

In recognition of these environmental risk factors and of the
immediate and long-term consequences for such children, a
range of early intervention programmes have been initiated in

Australia and overseas. The limited purpose of some
programmes, particularly those focusing on prevention of child
abuse and neglect,12,13 has led to spirited debate about the way
in which families are selected for intervention14–16 and what
constitutes realistic and appropriate outcomes. Increasing
attention has been paid to programme evaluation,16 but there
are few randomised controlled trials of these early intervention
strategies.17–19 The content, purpose, and targeted population of
these intervention programmes also varies widely.16,20–26 While
there is general agreement that intervention can impact posi-
tively on vulnerable families,27–29 in many cases appropriate
evaluation has not yet been undertaken, limiting planning for
prevention programmes.16 This paper presents the initial results
from the evaluation of a programme which targeted high-needs
families for a series of regular home visits by child health nurses
and sought to address the complexity of the families’ needs by
supporting nurses with health professionals from the disciplines
of social work and paediatric medicine.

Hypotheses

Two hypotheses were formulated:
1. Mothers with newborns will report on vulnerability charac-

teristics by way of a self-report questionnaire and will consent to
a home-based, health-focused intervention.

2. The intervention will have significant benefits for child
and maternal health and wellbeing.
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METHODS

Design and participants

Participants were recruited by a child health nurse from the
Royal Womens Hospital, Brisbane, in Queensland. Between
January 1996 and September 1996, 1070 women were admitted
to a public ward following the birth of one live-born infant. Of
these, 1008 were offered the opportunity to participate in the
trial. Those with poor English literacy skills were excluded
because participation required the ability to complete self-report
questionnaires. There were no other exclusion criteria. Following
explanation of the project by the enrolling nurse, the mothers
were left an explanation letter, a consent form, and a self-report
questionnaire to complete and return to the ward clerk prior to
discharge. As the questionnaire involved intimate details of
partnership violence, distribution of questionnaires did not occur
while partners were present. The consent form made it clear that
inclusion in the project would involve regular home attendance
by a professional or professionals.

Adverse family characteristics were identified from the self-
report questionnaire (the Brisbane Evaluation of Needs Ques-
tionnaire) which was derived from the literature on family risk
factors,30 and pilot tested extensively prior to inception of the
trial. Inclusion criteria were based on prospective studies of risk
factors for potential dysfunction,30,31 and a two-tier system of
risk ranking was used. The first tier included physical forms 
of domestic violence, childhood abuse of either parent, sole
parenthood and ambivalence to the pregnancy (sought termin-
ation, no antenatal care). Women who reported the presence of
any one or more of these risk factors were selected for the
study.

The second tier included less definitive risk factors and
women who reported three or more risk factors were selected for
the study. Second tier risk factors were: (i) maternal age less
than 18 years; (ii) unstable housing (three or more moves in
2 years, homelessness); (iii) financial stress (often concerned
about enough food or making ends meet); (iv) less than 10 years
of maternal education; (v) low family income (< A$16000 per
annum); (vi) social isolation; (vii) history of mental health
disorder (either parent); (viii) alcohol or drug abuse; and (ix)
domestic violence other than physical abuse. Those who gave
written consent to participate in the study and met the inclusion
criteria were randomly assigned either to the intervention group
(n = 90) or to the comparison group (n = 91). A random number
table was computer generated and used by a clerical officer not
involved in determining eligibility to determine intervention
status.

Women allocated to the intervention group were offered a
structured programme of weekly child health nurse visits. The
focus of the programme was to: (i) establish a relationship of
trust with the infant’s family; (ii) enhance parenting self-esteem
and confidence by reinforcement of success; (iii) provide antici-
patory guidance for normal child development problems such as
crying or sleep behaviour variants; (iv) promote preventive child
health care; and (v) facilitate access to appropriate community
services. A weekly case conference was held where the child
health nurses met with the team’s social worker and community
paediatrician to assess each family’s needs and plan the family’s
care.

The home nurse visits occurred weekly for the first 6 weeks,
fortnightly until 3 months, then monthly until 6 months 
postpartum. This paper reports on the findings at 6 weeks 

postpartum. All women enrolled in the trial, including those
allocated to the comparison group, were encouraged by the
enrolling nurse to access existing community child health
services. The enrolling nurse provided written information on the
service and how to access the closest child health centre. In this
health district, each mother is offered the opportunity for a home
visit from the child health nurse (usually limited to one visit), and
there is no limit on the number of centre visits, which are by
appointment only.

Outcome measures

Outcome measures were selected on the basis of proven reli-
ability, clinical significance and predictive validity. Recognizing
the limitations of a sample of this size to detect differences in low
incidence outcomes such as child abuse, neglect or sudden
infant death syndrome (SIDS), many of the outcome measures
were chosen for their demonstrated relationship to longer term
outcomes. At enrolment and infant age of 6 weeks, a range of
instruments was used to measure infant, maternal and family
health outcomes and satisfaction with the service (Table 1). Data
were collected in the home by a researcher, naive to the inter-
vention status of the participants and not involved in providing
healthcare to the participants. This researcher had previous
training in the administration of each of the instruments. As
home visitation by nurses is common in this health district blind-
edness was maintained until the 6 week assessments.

Child health outcomes
A 30-item, self-report questionnaire was developed to examine
parental knowledge and practice of preventive infant healthcare.
The questionnaire was completed by the mother at 6 weeks,
with the researcher present. Items relating to infant nutrition
included plans to breast feed, feeding at discharge from hospital,
current feeding, reasons for weaning and an open ended
question assessing plans for introduction to solids. To substan-
tiate maternal report, the current feeding status was observed by
an independent researcher at the time of data collection.
Knowledge and practice of SIDS preventative strategies were
assessed. Babies’ sleeping position and site, family smoking
habits and maternal knowledge of risk factors of SIDS was
collected in the self-report questionnaire and in-house smoking
behaviour was observed by the researcher to verify reported
behaviour. Maternal knowledge was assessed by asking about 
three measures which could reduce the risk of cot death. A score
ranging from + 3 (representing three appropriate measures such
as, sleep site, sleep position, smoking behaviour, breast feeding
or not overheating the child), to – 3 (representing inappropriate
and potentially dangerous answers such as, don’t immunize,
keep the baby extra warm) was derived from this open-ended
question. Hospital admissions, general practitioner (GP) and
other service attendances, were documented on the self-report
questionnaire.

Parent and family function
The Edinburgh Post Natal Depression Scale (EPNDS) was
completed by participants at the time of enrolment and 
was repeated at infant age 6 weeks. This 10-item self-report
scale was developed to screen for postnatal depression in the
community setting.32 It has since been further validated on a
community sample at 6 weeks postpartum and found to have
high acceptability to women in the postnatal period.33

238 KL Armstrong et al.



Parent Domain (PD) subscales of the Parenting Stress Index
(PSI) developed by Abidin34 were used to measure the degree of
stress experienced in the role of parent, both at time of enrolment
and at 6 weeks postpartum. The Child Domain (CD) subscales of
the PSI were used at 6 weeks postpartum. Items on both the PD
and CD scales are rated on a five-point Likert scale which deter-
mines the extent to which one agrees with the statements
presented.34 The PD consists of 54 items which measure depres-
sion, attachment, restrictions of parenting role, sense of parenting
competence, social isolation, relationship with spouse, and health.
In the present study, selected CD scales used at infant age
6 weeks were: (i) the acceptability of child to parent; (ii) the child
demandingness/degree of bother; (iii) the child mood; and (iv) the
child reinforces parent scales. Items dealing with adaptability and
distractibility/hyperactivity were excluded from the analysis, on the
basis that they relate predominantly to older children.

Home environment
The Home Observation for Measurement of the Environment
(HOME) Inventory is a standardized measure of quality of the
home environment from a child’s perspective.35 The 45-item
semistructured observation/interview infant version of the HOME
Inventory was used to measure the level of developmentally
stimulating experiences available for the child. Quality of
maternal interactions with the child, stimulation and support
available to the child within the home were observed and
measured, as were aspects of home safety standards. In the
present study the HOME Inventory was completed by the inde-
pendent researcher in the infant’s home where natural behaviour
between the parent and infant could be observed.36 The

researcher spent an average of 1 hour in the home during the
collection of information (range, 45–110 min).

Satisfaction with community child health services
Patient satisfaction with the home visiting nurse service was
measured and compared with patient satisfaction with standard
child health services in the comparison group. The Patient Satis-
faction Questionnaire-lll (PSQ-lll)37,38 consists of 80 items intended
for planning, administration and evaluation of health services
delivery programmes.39 A short-form instrument, the PSQ-18, was
developed for the seven dimensions of satisfaction with medical
care measured by the PSQ-III, general satisfaction, technical
quality, interpersonal manner, communication, financial aspects,
time spent, and accessibility and convenience.40 Ten items from
the PSQ-18 (replacing the word ‘doctor’ with ‘child health nurse’)
were used to measure patient satisfaction in the present study. We
excluded the measures of technical quality and financial aspects,
using the 10 statements for: (i) general satisfaction; (ii) interper-
sonal manner; (iii) communication; (iv) time spent; and (v) accessi-
bility and convenience only. For each statement, the five-point
Likert response format ranging from strongly agree (score 1), to
strongly disagree (score 5) was used. The mean score range for
each subscale of patient satisfaction was 7.84–8.72 and the
Cronbach alpha coefficient for the scale was 0.84 (42.21 ± 5.75).

Statistical analyses

Differences in means between the intervention and comparison
groups for the health outcome measurements collected at
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Table 1 Summary of outcome measures (baseline (0) and 6 weeks)

HOME, Home Observation for Measurement of the Environment.

Health domain Measured outcome When measured How measured How administered Comment

Child health Nutrition – breast-feeding 6 weeks Parent questionnaire Self-report Pilot tested
Intention to vaccinate 6 weeks Parent questionnaire Self-report Pilot tested

against disease
Sudden Infant Death 6 weeks Parent questionnaire Self-report Pilot tested

Syndrome – risk factor researcher observation
knowledge Home visit
– preventive health practice

Utilisation of medical 6 weeks Parent questionnaire Self-report Pilot tested
services

Accidental injury 6 weeks Parent questionnaire Self-report Pilot tested
Parent/Family Maternal distress/depression 0,6 weeks Edinburgh Postnatal Ten item self-report Concurrent,

function Depression Scale predictive 
and construct
validity;
test retest 
stability 
validated 
in Australia

Stressful parent–child 0,6 weeks Parenting Stress Index 120 item self-report Psychometric 
systems properties 

established
Home Quality of home 6 weeks The HOME Inventory Home visit Psychometric

environment environment properties
established

Satisfaction with Maternal satisfaction with 6 weeks Modified Patient Ten items used Present study
Community visiting service Satisfaction replacing ‘doctor’ scale
Child Health Questionnaire 18 with ‘child health α = 0.84
Service Provision nurse’



6 weeks’ follow-up were tested by performing analyses of 
covariance using SPSS-X (SPSS Inc, Chicago IL, USA) with
group as the independent variable. Categorical data were
analysed using the ≈ 52 statistic. To test group differences over
time between the initial and 6 weeks’ follow-up on EPNDS and
for the subscales of PSI, repeated measures ANOVA using the
MANOVA command was used. Main effects or interactions found
for group were analysed further using parity and history of
postnatal depression as covariates, to control for the effects of
the group differences found on these variables in randomiza-
tion. Covariate analysis using history of psychiatric illness of
partner and physical forms of domestic violence was also
undertaken, but due to the small sample size the results were
not reliable. Cronbach’s alpha was used as the reliability coeffi-
cient to obtain estimates of internal consistency of scales where
they were created from the data.

The sample size of 181 was selected on the basis of this
being a 2-year longitudinal study, an estimated attrition rate of
15% of the sample per year, and power calculation suggesting
the need for a sample size of 126 to detect moderate sized
differences.

RESULTS

Of the 1070 eligible women identified in the recruitment period,
39 (approximately 4%) were missed by the recruitment officer
(predominantly due to early discharge over the weekend) and 23
(2%) were excluded because of their limited literacy skills,
leaving 1008 women to whom the enrolment questionnaires
were distributed. Of the 1008 questionnaires, 636 (63%) were
returned completed and, of these, 463 (73%) consented in
writing to participate in the longitudinal trial.

A higher proportion of women who reported family character-
istics which indicate vulnerability gave consent, reaching statis-
tical significance for those women who reported a history of
psychiatric illness (15.2% vs 7.0%, P < 0.05), or family financial
stress (F1,615 = 3.88, P < 0.05 Table 2). One hundred and
eighty-one (39%) of the consenting participants met the inclusion

criteria and were randomly assigned either to the intervention
group (90) or the comparison group (91).

Randomization led to five differences in inclusion criteria
between the two groups. Compared with the comparison group,
the intervention group had: (i) more first-time mothers; (ii) fewer
multiparous mothers who reported a past history of postnatal
depression; (iii) fewer mothers who reported a history of psychi-
atric illness in their partner; (iv) fewer mothers who reported
physical forms of domestic violence; and (v) more who
nominated as Aboriginal or Torres Strait Islanders (ATSI)
(Table 3).

Preliminary data were collected from 176 (97.2%), and 
6 week data from 174 (96.1%) of participants. Three participants
from the intervention group had changed address and could not
be located after their discharge from hospital and one other
participant from this group withdrew consent to participate in the
trial (no reason given). One comparison-group participant
withdrew from the preliminary phase (she suffered from
postnatal depression previously and experienced distress
completing the PSI and EPNDS). Two more comparison group
participants moved away from the district before 6 week data
were collected. Of the comparison group, 69% received at least
one home visit from a child health nurse.

Child health outcomes
At 6 weeks, no statistically significant differences were found
between groups in: (i) breast-feeding rates (intervention 64% 
vs comparison 67%, P = 0.62); (ii) incidence of breast-feeding
among women who had planned antenatally to breast-feed
(73% vs 76%, P = 0.7); (iii) knowledge or practice of SIDS
preventive behaviour (maternal smoking, 37% vs 43%; prone
sleeping 15% vs 21%; knowledge of SIDS risk minimising
factors mean 2.0 vs 1.65, P = 0.07); or (iv) use of health services
(mean number of attendances for healthcare of mother, 1.19 
vs 1.5; routine infant, 1.03 vs 0.97; illness, 0.68 vs 0.46). A mass
media campaign was commenced by the Queensland Sudden
Infant Death Syndrome Foundation to improve community
knowledge of preventive behaviours half way through the study.
Before the campaign was initiated, knowledge level across the
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Table 2 Psychosocial risk factor data for those who completed Brisbane Evaluation of Needs Questionnaire

1Alcohol use of mroe than 2 drinks/day: 1 = never; 2 = 1 day/week; 3 = 2 days/week; 4 = 3 days/week; 5 = 4 days/week.
2Domestic violence (DV) calculated by addition of DV variables; physical abuse, property abuse, verbal abuse, threats, financial abuse, social abuse,

and other; 0 = no DV–7 = all forms; DV scale α = 0.78.

Consent to participate No consent to participate P value
(n = 463) (n = 173)

% Sole parent 15.8 12.7 < 0.36
% No social support 5.3 4.5 < 0.67
% Sought termination 4.8 2.5 < 0.22
% Mental illness self 15.2 7.0 < 0.001
% Mental illness partner 4.3 5.2 << 0.85
% History of postnatal depression 14.2 11.5 < 0.68
% Childhood abuse (self) 12.9 10.2 < 0.37
% Childhood abuse (partner) 6.1 7.3 < 0.76
Unstable housing: range 1–5; Mean (SD) 2.36 (1.31) 2.45 (1.39) < 0.43

(Number of moves in last 2 years)
Financial stress: range 1–5; Mean (SD) 2.58 (1.08) 2.39 (1.06) < 0.049

(Nil–severe)
Drug use (marijuana): range 1–4; Mean (SD) 1.17 (0.54) 1.24 (0.64) < 0.21

(Never–regularly)
1Alcohol use: range 1–5; Mean (SD) 1.36 (0.67) 1.33 (0.57) < 0.58
2Domestic violence: range 0–6; Mean (SD) 0.17 (0.71) 0.06 (0.33) < 0.07



study groups was limited but there was a strong trend
(F1,94 = 1.86, P = 0.056) for those in the intervention group
(1.81 ± 1.26) to have higher knowledge scores that those in the
comparison group (1.30 ± 1.44). The campaign increased both
knowledge and practice across the groups, with the strongest
effect on infant sleep position.

Parent and family function
A significant three-way interaction was found between group,
parity and time (F1,169 = 4.23, P < 0.05), for scores from the
EPNDS (Table 4). Simple main effect analyses revealed that
there was a significant effect for time for both the intervention
group (F1.84 = 28.46, P < 0.05), and the comparison group
(F1.85 = 4.50, P < 0.05). There was a statistically significant

difference between the groups at 6 weeks (F1,169 = 7.35,
P < 0.05), with intervention group scores significantly lower
(better) than comparison group scores and statistically signifi-
cant difference between the percentage in each group with
EPNDS scores greater than the clinical threshold of 12 (≈ 52

(1) = 8.30, P < 0.05), where there had been no group difference
in the initial postnatal period.

A repeated measures ANOVA was carried out on the EPNDS
data for primiparous participants and then separately for multi-
parous participants. The analysis showed that primiparous
participants in the intervention group had a reduction of score
over time which was highly significant (F1.75 = 8.68, P < 0.05),
whereas no significant difference was shown between groups
over time for multiparous participants, revealing the impact of the
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Table 3 Profile of participants

Table 4 Parent/family function data

EPNDS, Edinburgh Post Natal Depression Scale. Data are mean (SD) unless otherwise indicated.

Overall % Intervention % Comparison % P value
(n = 181) (n = 90) (n = 91)

No social support 11.7 15.6 7.8 0.10
Sought termination during pregnancy 11.1 11.2 11.0 0.95
Parental history of psychiatric illness

Mother 25.0 22.5 27.5 0.44
Partner 8.5 2.5 14.1 0.02

Maternal history of postnatal depression 32.4 19.5 41 0.02
(Multips only) (n = 102) (n = 41) (n = 61)
Parental history of childhood abuse

Mother 33.3 32.6 34.1 0.83
Partner 16.5 11.4 21.2 0.09

Family income below $26 000 p.a. 75.4 77.4 73.5 0.55
Maternal drug use

Marijuana 20.4 15.6 25.3 0.10
Amphetamine 5.0 5.6 4.5 0.74
Benzodiazapine 3.3 3.3 3.3 1.00

Physical domestic violence 6.0 2.4 9.8 0.04
Maternal age < 18 years 6.6 6.7 6.6 0.31
Primiparous 43.6 54.4 33.0 0.003
Sole parent 40.1 42.5 37.8 0.51
Aboriginal or Torres Strait Islander 5.6 9.0 2.2 0.048
Maternal education less than 10 years 21.5 16.7 26.4 0.11

Intervention Comparison P value

EPNDS

Immediate postnatal period 8.18 (4.95) 9.17 (5.57) 0.21
Six-week follow up 5.67 (4.14) 7.90 (5.89) 0.004

% with EPNDS score > 12

Immediate postnatal period (%) 19.5 25.8 0.32
Six-week follow up (%) 5.8 20.7 0.003

Parenting Stress Index Scale (6 weeks)

Parent attachment 12.44 (3.61) 13.51 (3.61) 0.15
Restriction imposed by parental role 19.32 (5.88) 19.68 (5.72) 0.05
Parent’s sense of competence 28.28 (6.89) 28.22 (6.37) 0.63
Social isolation 13.48 (3.68) 14.12 (4.67) 0.76
Parent domain score 123.81 (25.07) 128.09 (29.21) 0.33
Acceptability of child to parent 11.68 (3.43) 12.79 (4.10) 0.05
Child reinforces parent 9.59 (2.92) 11.12 (3.78) 0.004
% with Child Reinforces Parent Score > 12 15.3 38.4 < 0.001



intervention on EPNDS score over time for primiparous women.
The PSI subscale ‘child reinforces parent’ assessed whether

the infant was a source of positive reinforcement for the parent
and was measured only at infant age 6 weeks. A statistically
significant main effect for group F1,169 = 8.72, P < 0.05 was
shown. High scores (> 12) indicate that the parent–child interac-
tions are damaging to parental perception of their competence
and ability and significantly fewer intervention group participants
had a high ‘child reinforces parent’ score. Other subscales of the
PSI (restriction imposed by parental role and acceptability of
child to parent) approached statistical significance with the inter-
vention group having better (lower) scores. These results
therefore indicate that the parent–infant interactions for the inter-
vention group were less likely to threaten the parent–infant bond
than for the comparison group.

Home environment 
A statistically significant difference was shown between groups
for HOME Inventory scores on most subscales, and for total
HOME score (Table 5), providing evidence for the positive effect
the intervention had on influencing parent–infant interaction, and
on the home environment for the child.

Satisfaction with community child health service 
Statistically significant group differences were found for every
scale used to measure satisfaction with the home-based
programme at 6 weeks. Greater satisfaction was shown for the
home-based programme compared with services received by
those who accessed the standard clinic-based service (Table 6).

DISCUSSION

The twin dilemmas facing those responsible for delivery of child
health services are the inequitable share of poor health
outcomes that children born into adverse circumstances bear,1–8

and the fact that these circumstances also preclude access to
well-child health care.9–11 Home-based care provision is one way
of gaining access to those children most at risk.

The present study has shown that mothers are willing to
provide details of sensitive family issues in the context of a self-
report questionnaire. Moreover, families in which greater vulner-
ability factors exist are likely to consent to a home delivered
programme focused on maximizing the health and well-being of
the infant and the mother, and this form of intervention has
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Table 6 Satisfaction with care†

†High score optimal.

Table 5 Mean Home Observation for Measurement of the Environment Scores†

*χ2 test; †high score optimal; HOME, Home Observation for Measurement of the Environment.

Intervention Comparison P value

Mean (SD) Mean (SD)

Emotional/verbal 9.54 (1.16) 8.80 (1.61) < 0.001
Responsibility of parent
(Range 3–10)
Acceptance of child’s behaviour 7.19 (0.81) 6.71 (1.16) 0.001
(Range 2–8)
Organisation of physical and temporal environment 5.50 (0.95) 5.01 (1.16) 0.003
(Range 2–6)
Provision of appropriate play materials 0.001*
Maternal involvement with child 3.62 (0.78) 2.77 (1.24) < 0.001
(Range 0–4)
Opportunities for variety in daily stimulation 1.62 (0.51) 1.53 (0.59) 0.32
(Range 0–2)
Total HOME Inventory Score 28.34 (2.90) 25.51 (4.34) < 0.001
(Range 15–31)

Intervention Comparison P value

Mean (SD) Mean (SD)

Emotional/verbal 9.54 (1.16) 8.80 (1.61) < 0.001
Responsibility of parent
(Range 3–10)
Acceptance of child’s behaviour 7.19 (0.81) 6.71 (1.16) 0.001
(Range 2–8)
Organisation of physical and temporal environment 5.50 (0.95) 5.01 (1.16) 0.003
(Range 2–6)
Provision of appropriate play materials 0.001*
Maternal involvement with child 3.62 (0.78) 2.77 (1.24) < 0.001
(Range 0–4)
Opportunities for variety in daily stimulation 1.62 (0.51) 1.53 (0.59) 0.32
(Range 0–2)
Total HOME Inventory Score 28.34 (2.90) 25.51 (4.34) < 0.001
(Range 15–31)



major positive early effects on maternal mood, parenting satis-
faction, and the quality of the maternal–infant dyad. Sixty-three
per cent of women in the immediate postnatal period took the
time to fill in the risk-assessment questionnaire. As the neonatal
period is a busy and emotional time, when mothers are
presented with a plethora of information and are generally very
busy with visitors and infant care, this rate of return suggests
the acceptability of this approach to assessment. It is sug-
gested that the questionnaire approach be introduced as part of
routine antenatal care in order to reach most families with
newborns.

There is clear evidence of distrust of welfare services
amongst vulnerable families.41 However, in this study there was
no evidence to suggest those with greater vulnerability factors
were less likely to consent to home-based early intervention.
Although there is debate about the potential for labelling in
targeting healthcare services,15 it appears that when the inter-
vention is perceived by the recipients to be supportive, rather
than a form of parental surveillance, the intervention is accept-
able to the target population. This was demonstrated by the
ongoing acceptance of home-nurse visiting.

The major caveat to this conclusion is the 37% of potential
participants who did not return the questionnaire. The only
available information about this group was their obstetric charts.
Although a review of these charts and comparison of the popu-
lation (n = 100) who did not return their questionnaire with the
population (n = 100) who did, according to identified risk
factors, showed no definite differences, it was apparent that
many family risk factors were not apparent from the obstetric
chart.

The differences in parent–infant attachment and maternal
mood bode well for the children’s long-term health and develop-
ment outcome.42–44 A key feature of this intervention has been
the multidisciplinary case conferencing which allowed for
improved problem solving and enhancement of the overall
service provided to the families. The approach is consistent 
with suggested optimal service delivery modes for families with
young infants.45

It is important to reflect on areas where expected differences
did not emerge by 6 weeks. Although the intervention clearly
focused on the establishment and maintenance of breast-
feeding, no differences between groups were apparent. This
reflects a trend of very early cessation of breast-feeding (most
mothers had ceased breast-feeding 2 weeks before home
visiting commenced and the intervention was too late). It may be
that to increase breast-feeding rates, the attachment of a health-
care provider to the family should occur before the child’s birth.17

In other areas of preventive health practice, the trend was to
demonstrate an intervention effect.

This form of intervention targeted to vulnerable families
clearly improves the short-term outcome for infants and their
families and bodes well for longer term wellbeing.43–45 It is hoped
that with ongoing follow-up of this cohort, some of the more
vexing questions about this form of intervention can be
addressed, for example, cost effectiveness and potential to
create dependency.

In summary, the present study shows that targeted, health-
driven, home-based intervention to vulnerable families is
possible and acceptable to such families. The programme
described in the present study had an early and significant
impact on parental, infant and family variables, having clear
prognostic implications for maternal, child and family health,
development and well-being.
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