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Abstract
Aims—To determine whether home inter-
vention by a specialist health visitor
aVects the outcome of children with
failure to thrive.
Methods—Children referred for failure to
thrive were randomised to receive conven-
tional care, or conventional care and
additional specialist home visiting for 12
months. Outcomes measured were
growth, diet, use of health care resources,
and Bayley, HAD (hospital anxiety and
depression), and behavioural scales.
Results—Eighty three children, aged 4–30
months, were enrolled, 42 received spe-
cialist health visitor intervention. Chil-
dren in both groups showed good weight
gain (mean (SD) increase in weight SD
score for the specialist health visitor
intervention group 0.59 (0.63) v 0.42 (0.62)
for the control group). Children < 12
months in the intervention group showed
a higher mean (SD) increase in weight SD
score than the control group (0.82 (0.86) v
0.42 (0.79)). Both groups improved in
developmental score and energy intake.
No significant diVerences were found for
the primary outcome measures, but con-
trols had significantly more dietary refer-
rals, social service involvement, and
hospital admissions, and were less com-
pliant with appointments.
Conclusions—The study failed to show
that specialist health visitor intervention
conferred additional benefits for the child.
However, the specialist health visitor did
provide a more coordinated approach,
with significant savings in terms of health
service use. Problems inherent to health
service research are discussed.
(Arch Dis Child 1999;80:500–506)
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One of the main components of our child
health surveillance programme involves the
regular weighing of babies and infants, for the
purpose of identifying those who are failing to
thrive. The extent of the problem is evident
from reports that failure to thrive accounts for
some 1–5% of hospital admissions, and aVects
5–10% of children in the primary care

setting.1–3 Despite surveillance, many children
are not identified or referred for help.4

Despite the prevalence of the problem there
is little quality evidence as to what forms of
intervention are eVective. Most studies have
focused on hospitalised children5–12 and are in
the form of reports. Only two of these
attempted to evaluate the intervention pro-
vided rigorously,5 6 and neither demonstrated
diVerences in terms of growth or cognitive out-
comes.

Two randomised controlled trials have been
carried out recently on community samples of
children. The first,13 carried out in the USA,
evaluated the benefits of a fixed intensive lay
home visiting programme to young children
with poor weight gain. No diVerences were
found in terms of growth, but there were
reductions in the decline of cognitive and
receptive language. The second study,14 con-
ducted in the UK, evaluated the eVect of an
intervention delivered by health visitors with
additional training, alongside controls identi-
fied retrospectively, who had received the usual
child health surveillance and input. Improve-
ment in weight and height were found,
although it should be noted that a high degree
of dietetic input also occurred in the interven-
tion group.

In these two community studies children
were identified by a computerised process,
which entered children on the basis of their
weight alone. Inevitably, many children were
included who, when evaluated, proved to be
small or to have temporary growth faltering.
No study has yet been carried out on children
who have been diagnosed on broader clinical
grounds as having non-organic failure to thrive.

Therefore, we designed this study to evaluate
whether there are benefits in employing a spe-
cialist health visitor to provide an individual-
ised programme in the home for families where
a child is failing to thrive. For the study to be
relevant to everyday practice, emphasis was
placed on the study design being pragmatic.

Methods
The design was that of a single blind
randomised controlled trial in which the asses-
sors were blind to the intervention status of the
child.
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SUBJECTS AND SETTING

Subjects were recruited from all children
referred to a failure to thrive clinic by general
practitioners, health visitors, consultants, or
clinical medical oYcers, between April 1994
and February 1996. Criteria for inclusion were
age 4–30 months and weight below the third
centile, or deceleration in weight gain over two
centile channels, in the absence of organic dis-
ease. At allocation we used the Gairdner
Pearson15 or Tanner Whitehouse16 standards,
depending on the age of the child, although
subsequent analysis relied on the “1990 child
growth standards”17 (unavailable when the
study started). We included children of all birth
weights and maturity, but excluded those
whose main caregivers’ first language was not
English, because regular interpreters for the
home visits were not available.

THE INTERVENTION

Children in both groups attended the consult-
ant led outpatient clinic. In addition, the inter-
vention group received intensive home visiting
from a specialist health visitor for a period of
one year. The specialist health visitor, an expe-
rienced health visitor trained in managing eat-
ing problems, assessment of parent–child
interactions, counselling skills, and nutrition,
could seek advice from a psychologist, dieti-
cian, and paediatrician for any concerns in
relation to the families. The specialist health
visitor assessed children in detail within one
month of allocation to the study and visited in
collaboration with the family’s health visitor.
Details of the assessment and intervention are
provided in the appendix.

STUDY DESIGN AND PROCEDURES

We used a blocked randomisation table for
allocation and cards were placed into sequen-
tially numbered opaque sealed envelopes by an
independent administrator. We stratified allo-
cation according to age (below and above 12
months of age) and birth weight (below and
above the third centile at birth) to ensure equal
distribution across the groups.

Data were collected by research assistants,
who were blind to the intervention status of the
child. Nurses collected anthropometric meas-
urements; an independent research health visi-
tor collected the developmental assessment,
behavioural questionnaire, and maternal men-
tal state assessment, and also inspected family
health visitor notes; a research dietician col-
lected the dietary assessment, and a research
assistant perused the hospital notes for attend-
ance and referrals.

Sample size was calculated on the basis of
the growth quotient because, at the time of
designing our study, the largest published trial13

had used this measure. Taking a growth
quotient of 1.67 as the criterion of success, and
a success rate of 40% in the control and 65% in
the intervention group as a realistic and worth-
while result, we calculated that 55 children
were required for each arm for 5% significance
and 80% power.

Ethical approval was obtained from the
medical ethics committee at Leeds General

Infirmary. We explained our study to partici-
pants and obtained agreement to take part
before recruitment and allocation.

OUTCOME MEASUREMENTS

All outcome measures were taken at entry into
the study and ∼ 12 months later.

Growth
Children were weighed and measured using
SECA digital baby scales and the Harpenden
infantometer. Growth was charted on the child
growth foundation charts (1996) and con-
verted to SD scores using the Castlemead
growth package.18

Cognitive and motor development
We measured developmental status using the
Bayley scales of infant development II (BSID II
1993).19 The mental developmental index
(MDI) includes assessments of cognitive,
language, and personal/social development;
and the psychomotor developmental index
(PDI) includes measurements of gross motor
and fine motor control, motor coordination,
and balance. Both have a mean of 100. A score
of 70–84 corresponds to mild delay (< 1 SD)
and < 70 to severe delay (< 2 SD).

Dietary analysis
Nutritional assessment was obtained using four
day food diaries, followed by an interview at
home by a research dietitian to clarify the
amounts and types of foods actually eaten by
the child. Dietary analysis was carried out by
estimating types and quantities of food con-
sumed and was entered into the “microdiet
system” (1994).20 The percentage of the
expected average requirement21 for energy con-
tent was calculated for each child. These
assessments were discontinued after the first 36
children because data collection was resulting
in unacceptable delays in management.

Behavioural questionnaire
Because no validated scales exist for children
< 3 years old that focus on eating behaviour, we
designed a questionnaire specifically for our
study. The questions focused on the child’s
behaviour generally, and in relation to eating
and sleeping.

The questionnaire was piloted on 19 families
at a local health visitor clinic and appropriate
adjustments were made to improve clarity and
applicability.22 23

Maternal mental assessment
The primary caregiver’s (generally the moth-
er’s) mental state was assessed using the self
administered hospital anxiety and depression
scale (HAD).24 Scores are classified into four
categories: normal (0–7), mild (8–10), moder-
ate (11–14), and severe (15–20) anxiety and
depression.22 23

Referral to support services
At the end of our study, the levels of support
services provided to children in both groups
were compiled and compared. We reviewed
hospital notes for attendances and non-
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attendances at the failure to thrive clinics,
admissions to hospital, and referrals to other
agencies (including a community dietician). In
addition, we examined a random sample of 25
family health visitor client notes for both the
number of home visits carried out, and unpro-
ductive visits (family not at home at the
appointed time).

DATA ANALYSIS

We analysed data on the basis of intention to
treat. Most results are shown as the mean and
SD, with 95% confidence intervals (CI) calcu-
lated where appropriate. The following data
were approximately normally distributed and
were tested using the independent sample t
test: change in weight and height SD scores,
Bayley MDI and PDI, and percentage of
expected average energy requirement (esti-
mated average requirement for age). In addi-
tion, the weight data were analysed for
numbers of children in each group attaining an
increase in weight SD score (Äwtsds) of
> 0.25 SD and > 0.5 SD, and compared by
Fisher’s exact test.

We used multiple regression analysis to
attempt to identify factors that might be
predictors of improvement in weight gain. We
analysed behavioural questionnaire section
scores using the Mann-Whitney U test. HAD
scores were dichotomised into having anxiety
(or depression), or not. The proportions before
and after were tested for equivalence between
the two groups using a log linear analysis.

Results
CHARACTERISTICS OF SAMPLE

Eighty four children met the inclusion criteria,
of whom 83 were enrolled, 42 to the interven-
tion group. Thirty one were < 12 months of
age, 42 were boys. Table 1 shows baseline

sociodemographic characteristics of the fami-
lies. Within the sample there was a higher pro-
portion of families unemployed, living in local
authority housing, and in receipt of income
support than the national average. Twenty two
per cent were social classes I and II, 65% class
III, and 13% classes IV and V. A high
proportion of mothers had received < 12 years’
education.

Table 2 shows baseline child characteristics.
Eighty one per cent were born at normal birth
weight. Mean weight SD score was ∼ 1 SD
lower than the mean height SD score indicating
that many were wasted. The sample was
predominantly white, with one child of second
generation Indian parents, and two from
second generation Pakistani parents. No sig-
nificant diVerences between the groups in
terms of baseline data were found (other than
energy intake, see dietary analysis).

Children were referred by health visitors
(36%), general practitioners (36%), hospital
consultants (20%), and clinical medical oYc-
ers (8%).

Attrition
We obtained baseline and follow up growth
measures on all 83 children. Only one child in
the intervention group, but eight in the control
group, failed to attend for non-growth baseline
measures (Fisher’s exact test, p = 0.014),
which suggests a non-chance origin for the dif-
ference. One child in the intervention group
and two in the control group left the area dur-
ing the study period. One child in the interven-
tion group was not seen by the specialist health
visitor at all, one carer requested no more home
visits after six months, and one changed
consultant and was not seen at home after four
months. Three of the control group did not
attend any outpatient appointments after the
initial consultation.

The duration of involvement in the study was
similar between the groups (intervention group:
mean (SD), 57.8 (7.2) weeks; control group:
mean (SD), 54.5 (6.8) weeks). Follow up data
were obtained as follows: Bayley developmental
data (intervention group, 38; control group,
27); behavioural questionnaire (intervention
group, 37; control group, 27); HAD scale
(intervention group, 34; control group, 29), diet
(intervention group, 19; control group, 17); and
numbers of hospital outpatient attendances and
admissions (intervention group, 37; control
group, 37). DiVerences in attrition between the
groups were not significant.

OUTCOME MEASUREMENTS

Growth
Table 3 shows changes in weight and height SD
scores. Both groups showed a highly significant
improvement in SD scores for weight, but not
for height, over the period of our study (paired
sample t test). Comparison of mean Äwtsds by
independent sample t test showed no signifi-
cant diVerence between the groups. For
children < 12 months, the mean (SD) Äwtsds
for the intervention group was greater than the
control group (mean (SD) Äwtsds, 0.82 (0.86)
v 0.42 (0.79)), showing a diVerence in favour

Table 1 Sociodemographic characteristics of the families

Intervention
group (n = 42)

Control
group (n = 41)

Total
(n = 83)

Mean (SD) maternal age (years) 27.3 (7.3) 25.1 (6.6) 26.2 (7.0)
Carer lives alone 8 (19) 9 (22) 17 (20)
Income support* 16 (38) 22 (54) 38 (48)
Social work support 8 (19) 9 (22) 17 (24)
Housing—public† 23 (55) 30 (73) 53 (64)
Mother’s education < 12 years 38 (90) 34 (83) 72 (86)
Unemployed‡ 11 (26) 14 (34) 25 (30)

Values are n (%) unless otherwise stated.
*National average, 17.4%. Social security statistics 1996, No 609. Department of Social Security.
†National average, 23.2%. OYce of population censuses and surveys 1991.
‡National average, 9.5%. Unemployment rate May 1994 in: Monthly digest of statistics, No 608,
OYce of National Statistics.

Table 2 Baseline demographic characteristics of the children

Intervention
group (n = 42)

Control
group (n = 41)

Total
(n = 83)

Mean (SD) weight SD score* −2.79 (0.78) −2.83 (0.83) −2.79 (0.80)
Mean (SD) height SD score* −1.71 (1.0) −1.52 (1.0) −1.64 (1.0)
Mean (SD) age (months) 14.1 (5.7) 14.2 (6.7) 14.3 (6.0)
Number < 12 months old 15 16 31
Mean (SD) behavioural problem score 17.1 (10.7) 18.4 (12.3) 16.7 (11.3)
Mean (SD) birthweight (g) 2816 (644) 2891 (742) 2853 (691)
Mean (SD) gestational age (weeks) 38.5 (2.6) 38.3 (2.5) 38.3 (2.5)
Number premature < 37 weeks 6 (14%) 5 (12%) 11 (13%)
IUGR (< 3rd centile for body weight) 10 (24%) 6 (15%) 16 (19%)
Number of boys 23 19 42

*1990 child growth standards.
IUGR, intrauterine growth retarded.
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of the intervention group of 0.40 (95% CI,
−0.21 to 1.00). Although not significant, this
might suggest that younger children are more
amenable to intervention than older children.

Using multiple regression analysis, initial
weight SD score, length of time in the study,
intervention status, age at allocation, and
income support status were entered into the
equation to ascertain important predictors of
final weight SD score. An adjusted r2 of 0.54
was obtained. As expected, final weight SD
score was strongly predicted by initial weight
SD score. However, all other variables were not
significant predictors at p = 0.05. When em-
ployment status, educational status, and intra-
uterine growth retardation were substituted
successively for income support status in the
regression model containing the other four
variables, these too failed to show a significant
eVect on weight outcome. Thus, no other
parameters (including intervention status)
were shown to predict final weight SD score,
apart from initial weight SD score.

Mental and psychomotor development
Mean baseline MDI and PDI scores were low
for both groups. We observed improvement in
mean scores for both groups, but no significant
diVerences were found between the groups at a
level of p < 0.05.

Behavioural questionnaire
We obtained complete prestudy and poststudy
questionnaires for 37 and 27 children in the
intervention and control groups, respectively.
We rated scores on an ordinal scale and
compared prestudy and poststudy scores for
mothers’ views of feeding, and total behav-
ioural problems using independent sample t
tests. Scores were similar between the groups at
the outset but comparison of final scores for
parental perceptions about feeding behaviour
showed a significant diVerence in favour of the
intervention group. Median scores for the total
behavioural score were reduced from 17 to 9
for the intervention group, and increased from
16 to 17 for the controls. The median change in

score was higher for the intervention group
than the control group (−6.00 (interquartile
range (IQR), −12.50 to 1.50) v −1.00 (IQR,
−11.00 to 6.00)).

Maternal mental state (HAD scale)
Baseline measures of depression, (score > 8),
were similar in the two groups (11 of 40 in the
intervention group, eight of 33 in the control
group). A higher proportion of mothers in the
intervention group scored > 8 for anxiety (21
of 40 v 12 of 34).

Thirty five mothers in the intervention group
and 29 in the control group completed HAD
scales at the end of the study. Eleven of 17 anx-
ious mothers in the intervention group reduced
their scores to the non-anxious range, whereas
none of the nine anxious mothers in the control
group did. When log linear analysis was applied
to the data relating anxiety outcome to the ini-
tial state and group, we found no significant
diVerences of the group eVect.

Dietary analysis
At the start of our study, 44% of the children
were found to be receiving < 85% of the
expected average requirement for energy, more
often in the control group (11 of 17 v 6 of 19;
÷2 test, p = 0.04). After the study, more
children in both groups were eating > 85% of
the expected average requirement for energy
(13 of 17 in the control group v 17 of 19 in the
intervention group).

Referrals and use of services
Children from both groups were referred to
other agencies and continued to be managed
by the family health visitor as part of her
caseload. More children in the control group
were referred to social services and a greater
number of children were referred for commu-
nity dietetic input, showing a highly significant
diVerence between the groups (table 4).

Hospital case notes and clinic records were
examined for both groups (37 in the control
group, 37 in the intervention group). The chil-
dren in the control group spent more days in
hospital (65 v 30), and although attending a
similar number of outpatient appointments
(176 v 174), they missed more (97 v 58). More
children in the control group had a hospital
admission during the year of intervention and
more missed three or more outpatient appoint-
ments. These diVerences were significant in
favour of the intervention group (table 4).

The random sample of health visitor case
notes on 13 children in the control group and

Table 3 Growth and development before and after intervention

Intervention group Control group

Before mean
(SD)

After mean
(SD)

Ä Mean
(CI 95%)

Before mean
(SD)

After mean
(SD)

Ä Mean
(CI 95%)

Number 42 42 42 41 41 41
Weight SD score −2.79 (0.78) −2.20 (0.91) 0.59 (0.39 to 0.79) −2.80 (0.82) −2.38 (0.89) 0.42 (0.22 to 0.62)
Height SD score −1.71 (1.0) −1.78 (0.67) −0.07 (−0.28 to 0.14) −1.56 (1.0) −1.76 (1.1) −0.20 (−0.47 to 0.07)
Number 38 38 38 27 27 27
Mental developmental index 84.3 (14.2) 86.5 (15.1) 2.2 (−1.2 to 5.5) 83.0 (10.8) 86.8 (14.6) 3.8 (−0.9 to 8.6)
Psychomotor developmental index 81.8 (18.2) 90.0 (16.1) 8.2 (2.9 to 13.6) 81.2 (16.6) 86.7 (14.4) 5.6 (0.3 to 10.8)

No significant diVerences were found for these measures between the groups on independent sample t test.
CI, confidence interval.

Table 4 Referrals, hospital attendance and admissions, and family health visitor visits

Intervention
group

Control
group p Value

Referred to community dietitian 0/42 12/41 < 0.001*
Missed > 3 outpatient appointments 5/37 14/37 0.017†
Number of children admitted to hospital 6/37 14/37 0.036†
Number of families with > 2 unproductive

family health visitor visits‡ 0/12 6/13 0.015*

*Fisher’s exact test; †÷2 test; ‡taken from a random sample.
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12 in the intervention group showed that fam-
ily health visitors carried out more than double
the number of home visits (54 v 20) and had
more than 10 times the number of unproduc-
tive home visits for the control group than the
intervention group (22 v 2). More families in
the control group defaulted two or more home
visits. These diVerences were significant.

Discussion
We designed our study around the develop-
ment of a specialist health visitor with further
training in the areas of nutrition, behaviour,
and mother–infant attachment, who would
visit the home on a regular basis. Rather than
taking a community sample, children were
enrolled from secondary clinics, where the
diagnosis of failure to thrive had been con-
firmed by clinical evaluation. First, the special-
ist health visitor assessed the diYculties
incurred by families. This included a detailed
interview, observing and videoing a meal, and
in some cases carrying out a formal assessment
of mother–infant interactions.25 She then went
on to develop an individualised programme of
intervention in partnership with the family.

After one year, children who had received
specialist health visitor intervention failed to
show measurable benefits for any of the princi-
pal outcomes measured. The primary outcome
was growth. Analysis showed that > 70% of
children in both groups had improved weight
gain. We were surprised at this finding, which
was at variance with the figure of 40% that we
had taken in calculating our desired sample
size. Therefore, on the basis of weight gain
alone, with the possible exception of babies
under 12 months of age, we found no convinc-
ing evidence that employing a specialist health
visitor improved the outcome for young
children with failure to thrive.

We identified no significant diVerences
between the groups in developmental progress,
behavioural problems, and maternal mental
state (although it is possible that a larger study
might have identified benefits in terms of eating
problems and maternal anxiety). However, we
did find significant benefits in the secondary
outcome, namely health service use. There
were substantially fewer referrals to other pro-
fessionals, and a reduction in hospital admis-
sions. We conclude, therefore, that the intro-
duction of a specialist health visitor achieved
no demonstrable benefits in terms of outcome
for the child, but provides a cost neutral
service.

Informal feedback from the families indi-
cated that they appreciated the intervention,
and found it more helpful than earlier advice.
Their compliance both with clinic appoint-
ments and their own health visitor visits
supported this view. Moreover, the paediatri-
cians and local health visitors were unequivocal
in their appreciation of the specialist health
visitor’s input, leaving us with the sense that we
may have failed to measure all important
outcomes adequately.

On reflection, one frequently comes to this
uneasy conclusion on reading or conducting
health services research. Therefore, we consid-

ered it worthwhile to analyse the methodology
of our study in some depth, because in doing so
some of the diYculties and problems inherent
to carrying out research of this nature come to
light.

First, there is the power of the study. Despite
the fact that this is the largest randomised con-
trolled trial on children with failure to thrive
published in this country, it was underpow-
ered, according to calculations made at the
onset. This diYculty of enrolling adequate
numbers must be the most common problem
encountered in conducting any clinical trial.

A further confounding factor was the broad
spectrum of children included. Our decision to
study a representative sample of children found
in a secondary referral clinic was made to
ensure that the findings would be relevant to
the full range of children with failure to thrive.
Therefore, a heterogeneous sample was at-
tained including premature, intrauterine
growth retarded, and profoundly underweight
children. Our study might have been easier to
interpret if tighter criteria had been applied,
with a narrower spectrum of children, but
would have had the additional disadvantage of
even smaller numbers.

The virtue of using growth as the principal
outcome measure is that it is an objective
measure that is easy to ascertain. However,
failure to thrive is more than a problem of
weight gain, and eating diYculties, psychomo-
tor development, and maternal mental state are
perhaps of even greater clinical importance.
Unfortunately, tools to measure these variables
are not well developed or as precise. We
invested much eVort in developing a scale, but
it has not been validated on normal children
and those with eating diYculties, so we cannot
be confident that the apparent lack of improve-
ment in eating diYculties reflected reality.

Maternal mental health is another important
area. Once again, there is no validated scale
directly related to this area. We used the HAD
scale,24 which provided a non-specific measure,
hard to relate to the clinical situation at hand,
although there was some decrease in anxiety
levels in the intervention group.

None of these quantitative measures showed
diVerences between the groups. However,
much health services research cannot depend
on simple quantitative measures. The evalua-
tion of any service should include benefits per-
ceived by the patient. These are virtually
impossible to attain in a blind fashion, but
require in depth qualitative methods. Some
indication that the intervention was beneficial
came from focus groups of mothers from the
intervention group, who also expressed their
dissatisfaction with their earlier experiences of
a conventional clinic approach.

We found the greatest problem lay not in
methodology, but in paediatricians’ behaviour.
Faced with children about whom they were
worried, they were unable to leave them as a
true control group. They referred to other pro-
fessionals, notably a community dietician,
involved social services, and admitted some
children to hospital. Analysis of these figures
revealed statistically and clinically significant
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diVerences in the two groups, in terms of both
referrals and hospital admissions. Interestingly,
only on completion of the study did the extent
of this behaviour become apparent.

This inadvertent management of the control
group had its own costs in terms of health
service use, not to mention the non-financial
costs to families. When the figures for defaulted
clinic and local health visitor visits for the con-
trol children are included, simplistic economic
analysis indicates that employing a specialist
health visitor was no more expensive than con-
ventional management in a secondary referral
clinic.

If there were no added costs, can one
attempt to elucidate the gains? The greatest
benefit perceived by the health professionals
involved was the coordinated approach that
was achieved by the involvement of a specialist
health visitor. There were also gains of efficient
use of clinic time, with fewer wasted appoint-
ments, not to mention hospital admissions.
Informal feedback also indicated families’
appreciation of the input from the health
visitor, particularly relating to non-judgmental
approach and special skills.

Our study emphasises two issues. The first is
that “absence of evidence is not evidence of
absence”26—a negative study does not neces-
sarily indicate that an intervention is ineVec-
tive. It also highlights some methodological
diYculties involved in carrying out a ran-
domised controlled trial of an intervention that
is not a simple medication. Given the benefits
perceived by the health professionals of having
a specialist caring for children with failure to
thrive, along with the fact that it is no more
expensive than conventional care, we believe
that our trial should not be viewed as negative.
We consider it indicates that work needs to be
continued in this area, whether it be in terms of
a larger multicentre trial, the development of
better outcome measures, studying longer term
outcomes of failure to thrive, or using qualita-
tive methodology.

Appendix
The specialist health visiting intervention
ASSESSMENT

An initial assessment was carried out by weekly visits,
lasting 60–90 minutes, over a four to five week period
within the home. The assessment included a semi-
structured interview, observation, and video of a
mealtime; and assessments of parent–child interactions.

INTERVENTION

The focus of work was directed towards the child’s poor
growth and interventions were planned in conjunction
with the family, focusing on eating behaviour.8 9 A large
part of the work with the mothers related to mealtime
management and the alleviation of stress often experi-
enced during mealtimes.

Further observation of the parent and child together
was carried out during several visits. The video record-
ings were viewed with the parent and discussed. Help
was then provided in recognising their child’s cues
around eating. Realistic expectations about what a child
can and cannot do for him/herself was often an area for
discussion and interventions planned such that achiev-
able goals were set.

Further advice was given about the child’s nutritional
needs in terms of amount, frequency, and types of food,
with emphasis on the need for a high fat, high
carbohydrate diet.

The specialist health visitor counselled the family on
any personal problems and referred to specialist
agencies for help in dealing with diYculties such as
marital conflict, domestic violence, housing issues, and
financial problems.

SUPERVISION

Regular clinical supervision was provided for the
specialist health visitor on a fortnightly basis with a
community psychiatric nurse who had extensive experi-
ence in dealing with problems in this age group. Further
supervision in relation to any child protection issues was
provided by an expert in this field.
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Commentary
“ . . .leaving us with the sense that we may have
failed to measure all important outcomes
adequately.” The disappointment of the au-
thors in not finding a beneficial eVect on the
primary outcome from the health visitor inter-
vention is almost palpable in their statement.
Who decides which outcome is important? It is
all a question of perspective. The authors’ pri-
mary outcome at the start of their study was
growth expressed as SD scores. The children’s
mental and psychomotor development, behav-
ioural outcomes, and dietary intake, maternal
mental health state, and health service usage
and referral patterns were all measured, despite
the valid reservations about the sensitivity of
the measurement tools used. They also went to
some lengths to ascertain parental views of the
specialist service and, from the parents’ per-
spective, it is evident that the intervention was
considered a success.

The call for “better” outcome measures is
one we need to heed well when exploring these
very complex multistranded interventions
based on human relationships. One of the diY-
culties in researching health visitor interven-
tion and outcomes is determining the precise
nature of the interventions used in terms of
their characteristics, dose, and intensity and,
more importantly, the theoretical framework
for the supposed mechanism of action.

In a recent systematic review of the eVective-
ness of domiciliary health visiting, the multidis-
ciplinary research team had to decide which
framework to use to establish eVectiveness.1

Home visiting outcomes were divided into 13
areas: parenting and the quality of the home
environment; child behaviour; child intellec-
tual and motor development; child physical
development; uptake of preventive services;
uptake of acute care services; prevention of
unintentional injury; prevention of child abuse
and neglect; mothers’ mental health and self
esteem; mothers’ use of formal and informal
support networks; breast feeding; mothers’
employment; education and family size; and
use of public assistance. The criteria for inclu-
sion were strict, including: (1) the need for the
studies to be relevant to British health visiting

practice, (2) that they should involve home vis-
iting, and (3) that they should all include a
control group. An established quality score2

was used to assess the scientific quality. One
hundred and thirteen papers were found
covering these areas, most from studies in the
USA. It is likely that the 13 outcomes
measured do not encompass all those that
could be measured, but it highlights the
challenge of developing a classification system
of health visiting outcomes and a set of stand-
ardised techniques to measure these outcomes
sensitively. Indeed, this is the authors’ dilemma
in the above paper. What is it about health visi-
tor interactions with parents that create
changes in the outcomes measured?

The eVectiveness of medical practice is
questioned in terms of pharmaceutical, psy-
chological, or physical interventions, but the
eVect on health outcome of the relationship
between patient and doctor as part of that mix-
ture is rarely disaggregated in an equally scien-
tific way. Health visitors talk about their ability
to empower parents to find their own solutions
and they cite this as a strength of their service.
In a predominantly medically led, evidence
based culture, a more rigorous approach is
demanded for service survival and academic
credibility. There is a body of work aiming to
characterise the very essence of that parent
relationship,3 which may shed more light on the
theoretical basis for health visitor intervention,
and in turn allow us to consider those elusive
“most important outcomes”.4 5

MITCH BLAIR
Imperial College School of Medicine and
Northwick Park Hospital,
Harrow, Middlesex, UK.

1 Elkan R, Kendrick D, Hewitt M, et al. The eVectiveness of
health visitor domicilliary health visiting. Health Technology
Assessment (HTA) Report. London: Department of Health,
1998.

2 Reisch JS, Tyson JE, Mize SG. Aid to the evaluation of
therapeutic studies. Paediatrics 1989;85:815–27.

3 Sefi S. The first visit: a study of health visitor/mother verbal
interaction. MA thesis, University of Warwick, 1985.

4 Halpern R. Home based early intervention: emerging
purposes, intervention approaches and evaluation
strategies. Infant Mental Health Journal 1984;5:206–20.

5 Pearson P. Clients’ perceptions of health visiting in the context of
their identified health needs: an examination of process. PhD
thesis, Newcastle on Tyne Polytechnic, 1988.

506 Raynor, Rudolf, Cooper, Marchant, Cottrell

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://adc.bm

j.com
/

A
rch D

is C
hild: first published as 10.1136/adc.80.6.500 on 1 June 1999. D

ow
nloaded from

 

http://adc.bmj.com/

