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EXECUTIVE SUMMARY

Introduction
The Implementation module of the National Evaluation of Sure Start (NESS)
has carried out a series of snapshot studies of aspects of the work of Sure
Start Local Programmes (SSLPs). This report looks at outreach and home
visiting services, which were included as a core requirement of SSLPs “to
ensure that services are accessible to all families, particularly those who are
most isolated (either geographically or socially) as they are often the ones
who are reluctant to use mainstream services but need them the most.”

Aims
The themed study addressed the question: how is outreach and home visiting
contributing to the overall aim of Sure Start, “to work with parents-to-be,
parents and children to promote the intellectual and social development of
babies and young children – particularly those who are disadvantaged.”

Methodology
The study was carried out using applied research methods and drew on data
collected by other modules of NESS to develop an overview of outreach and
home visiting services, and to look at practice in greater detail in 22 areas.
Case studies included document searches and interviews with users and staff
from within and outside the SSLPs.

Background
A core requirement of SSLPs was to improve ‘reach’ (i.e. the size and shape
of programme areas) this was to be achieved through: consultation with
parents, the provision of attractive new venues, and a willingness to be
flexible and fit services to the needs of the community. Existing services, like
midwifery, health visiting and family support – often provided by voluntary
organisations – were already visiting families at home programmes.  SSLPs
therefore had to understand what was going on already and build upon these
activities.

Research evidence showed that services could have difficulties enrolling,
engaging and continuing to work with families, and that where they were
effective, the changes that resulted were often modest. It recommended that
outreach services, as part of a range of services, be sensitive and flexible and
be offered to all families with a new baby therefore targeting both the children
and their families (Gomby et al 1999).  Good practice in outreach services
included the use of trained staff with realistic expectations.  All these
recommendations had been implemented in the SSLPs studied.

Impact on children was found in the evaluations of programmes that
integrated home visiting with centre-based group education and where the
activities were delivered in the home to a curriculum structured in terms of
personnel, timing, content and procedures (Schweinhart 2003). There were
no examples of an intervention of precisely this type being delivered by
SSLPs studied, though there were some with elements of this approach.



5

Research evidence on the effectiveness of health visitors did not link with
health outcomes but did show that they were accepted by families, their role
could be extended by the use of para-professionals and that they could
provide the linchpin for multi-agency working. (Elkan et al. 2005)

Different Approaches by SSLPs

The outreach and home visiting services were delivered by SSLPs in the
following ways:

Information
All SSLPs produced written information, sometimes with the help of parents,
often in community languages, which provided an opportunity for interaction
with families. Good Practice was evident when information was:

- given by a knowledgeable worker or volunteer;
- short and to the point
- developed in partnership with families, and
 -offered persistently.

Moving Services Closer to Users
SSLPs also paid attention to the venues from which services were delivered
making these accessible.  Good practice included: building new, welcoming
and convenient venues, using new community bases like mosques, and
taking services to families in buses.  Working through voluntary organisations
already based in the community – like playgroups and family centres - and
expanding the work of some which were already engaged in home visiting
were also examples of good practice.

A Gateway for Services
Outreach and home visiting are a way to gain the confidence of a family as a
prelude to continuing involvement in services. Good practice respected
culture and language and made sensitive approaches to parents who were
lacking in confidence.  SSLPs planned this type of outreach, aiming to get
families out of the home after a standard number of visits.  Parents were
sometimes accompanied, met at the setting, and received follow-up calls and
visits.  In some areas the accompanying role was carried out by other parents.
Visits were used as a way to assess the needs of families more accurately.

Delivering Services through Home Visits
The direct delivery of services through home visits was less common.  Many
SSLPs considered that interaction with other families, out of the home, was
more beneficial to children than one-to-one interaction with Sure Start staff.
Service delivery in the home was often offered only to the most vulnerable
and hard-to-reach families.  It was rare for SSLPs to deliver a structured
programme completely at home, but the first elements of such a programme
might be offered, with the rest delivered in a group setting. SSLPs felt that
home visits took up a lot of time and could make families dependent on SSLP
staff. Good Practice was evident when SSLPs called on families who had
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never used SSLP services, when  they followed up on reports by neighbours
about isolated families, and when they used health information systems to
identify families and undertake visits.

The Role of Outreach and Home Visiting in an Integrated
Programme

NESS Cost Effectiveness research showed that SSLPs made one sixth of
their expenditure on these services, and that they are responsible for 13% of
costs once programmes are operational. Expenditure tends to be a little
higher in areas with large populations of families of Asian origin. Where health
managers were involved in the design of programmes, midwifery and health
visiting services were likely to be central to the outreach approach. Where
there were paraprofessionals involved, it was to support midwives and health
visitors. In SSLPs with a strong community development ethos, outreach and
home-visiting was mainly carried out by community workers,
paraprofessionals and parents.  Health workers and other specialists were
called upon where specialist help was requested or deemed necessary.

The most common ways to organise outreach and home visiting were:

A: Whole System
This involves most of the staff in the SSLP.  The majority of the visits are
made by a midwife and a family support team who call on other members of
the integrated SSLP staff – speech therapists, community workers, play
workers, dieticians, CAB workers – as families require them.

B: Generic Team
Designed for a very diverse area, a large outreach team has a manager and
speakers of the main community languages, as well as play development,
nursery nurse, family support and bilingual speech and language workers.

C: Multi-Team
This is used in local authority areas where there is more than one SSLP.  It
uses separate teams – Health Visiting; Early Intervention (early years worker,
speech therapist, midwives, teenage parent worker, domestic violence
specialist); Peer Support (trained volunteers); Education Outreach (nursery
teachers delivering Start Right curriculum in the home). The model works on
interagency referrals and could be appropriate for Children’s Centres.

D: Community Development
All SSLP employees, including many recruited from the local community,
receive outreach training and work in home-visiting. In pairs they visit the
houses where parents with young children live.  The same workers visit the
same group of houses approximately once a fortnight. They deliver
information about Sure Start and are trained to respond to any immediate
problems which parents may raise about behaviour, for example, and to
signpost them to specialist services if necessary.
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E: Focussed Intervention
An outreach team of nursery nurses carries out early assessments to screen
for child development delays, these are followed by an intervention if they are
detected, which is delivered by home visits. Screening of every child takes
place at 18, 24, 30 and 36 months in the home, children who do not meet
thresholds are referred for support in the home, where activities are carried
out and modelled for the parent.

F: Health Team
This is the most widespread model, it builds on existing services. The teams
comprised Sure Start staff and local health visitors, midwives, psychologists,
and other health professionals (CPNs, occupational therapists). They deliver
ante and post-natal support and screen for postnatal depression.  Emphasis is
on the well being of the parent and ensuring attachment to the child and
healthy behaviours.

G: Voluntary Sector
Services are commissioned from voluntary organisations and delivery is
through existing infrastructure.  In the examples seen, a group of home
visitors worked partly for SSLPs and partly for their own organisations.
Supervision is given by psychologists. The home visiting team give social and
emotional support and give information to families.

H: Home Assistance Model
This involves the provision of practical help through Maternity Care Assistants
(MCAs).  The MCAs clean and provide other help, friendship and emotional
support to mothers for six weeks after a birth.  They are drawn from the
minority community from which many of the SSLP families come.

I: Minimal Outreach and Home Visiting Services
Some SSLPs do little or no outreach work. They consider it expensive,
spending too much time on a small a number of families, intrusive and
disempowering. All efforts go into group- based services.

Variations in models of service delivery include the size of the team (which
tends to be larger in areas with a diverse population); the combination of skills
in the team; the construction of the family and its relation to Sure Start, and
the relation of the delivery team to the rest of the SSLP programme.

Essential Elements in Managing Outreach and Home Visiting

• Coordination – is usually undertaken by a dedicated post. Work is allocated
through this post, often by a process of referral.

• Clearly Defined Role for Workers – achieved through statements clarifying
the purpose of outreach and home visiting and the relationship of workers to
families and other agencies.

• Training – this covers: where to get back-up advice in supporting families,
and how to signpost them to it; risk assessment; personal safety;
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confidentiality procedures; courses on specific subjects like domestic violence
and child protection, and issues for the SSLP community.  Longer training is
required for paraprofessional staff.

• Protocols – to cover matters like working in pairs, behaviour in family
homes and confidentiality.

Impact of Outreach and Home Visiting

Families
In many areas SSLPs found that services were taken up most enthusiastically
by the least disadvantaged families, and this could put off the families who
were in more need of them.  Outreach and home visiting were a way of
targeting those in most need and persuading them to attend groups and other
services. There were few examples of structured programmes delivered to
children in the home, but where these occurred staff felt that families did not
carry out the recommended activities between visits. There were mixed
messages about family response to paraprofessional workers – some SSLPs
felt families preferred them, others felt they preferred professional staff.
Parents expressed high levels of satisfaction with outreach and home visiting
services and reported improvements in their children as a result.

Staff
Health visitors and midwives responded well to the SSLP integration of
services because they could refer families to a much more extensive range of
back-up services. Not all pre-existing health visitors had collaborated with
Sure Start, the influencing factor being the attitude of their managers. Over
time relationships could improve, often because the services themselves
became more focused and existing services could see that they were having
an effect. Staff noted many benefits, to themselves and their work, of being
part of a multi-agency team.

Voluntary Organisations
Some voluntary organisations specialising in or experienced in outreach,
found their resources stretched by working with Sure Start.  Others felt that
their aims and objectives differed and preferred not to be involved.  Where a
relationship broke down, it was often over monitoring requirements, which the
voluntary partner found onerous or unnecessary. There was evidence that
staff from the statutory sector working in SSLPs did not understand the
potential role of voluntary organisations, assuming, erroneously, that all their
work was done by volunteers.

Lessons for Practice

• Outreach and home-visiting represent the gateway between families and
integrated services. Creating relationships with families to gain their trust and
interest was essential for SSLPs but it was a delicate business requiring
sensitivity and persistence. In the best practice examples parents felt equal
partners, ‘inviting’ the programme to work with them.
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• SSLPs had a wide range of options available to them in creating outreach
and home visiting services, including where the services came from, what sort
of people delivered them, how these people related to one another and how
they were organised.  Any combination of services and personnel appeared to
work as well as any other, provided that
 -  the services were coordinated;
 -  there was a clear vision;
 -  no one service felt they were more important than another;
 -  there was an understanding of the role of voluntary organisations;
 -  there was a centralised database, a key worker system and written
    protocols;
 - there was good communication with regular meetings, some co- location of
staff, and regular professional supervision of those going into family homes.

• Levels of ‘reach’ (percentage of eligible families using SSLP) have been
disappointing, with monitoring records showing an average use of between 25
and 30% and with very few SSLPs reaching 60% of the population. Families
who take up services first are those in least need, but over time the take-up by
a wider population gradually spreads.  Programmes aiming to work with low-
income families need a long time to establish their profile.

• SSLPs have designed specialised services for hard-to-reach groups. Care is
needed to ensure that these services, and Sure Start services in general, do
not become stigmatised.

• Where direct services to children in the home were offered by SSLPs, these
were usually where a deficit had been identified (i.e. speech and language
delay, a behavioural or a special need). Programmes should consider
developing integrated packages of stimulation/education delivered from more
than one site (an early education setting plus the home, for example) as a
normal part of service delivery.

•  Home visiting services aimed to get parents to participate in a service
outside the home.  There was good practice in SSLPs which saw this as a
first step in a chain of services which moved parents towards self-reliance,
training and employment.

•  SSLPs with a community development approach used outreach and home
visiting services to contact all families in the area.  They aimed to create
voluntary and paid jobs for local families, with the goal of making the services
sustainable in the future.

• It was essential that health services – midwifery and health visiting – were
integrated into the outreach and home visiting programme and
accommodated themselves to the Sure Start approach.

• Getting all families who may benefit from them to use services requires
persistence. Families themselves report that they are glad to have ‘taken the
plunge’, and feel it has been good for them and their children.



10

Section 1: Background to the Study

1.1 Introduction Sure Start Local Programmes, Outreach and
Home Visiting

Sure Start Local Programmes (SSLPs) were first announced by the
Government in 1998 and were designed to improve the prospects of children
under four years old who were living in poverty in neighbourhoods which
scored high on the Index of Multiple Deprivation. The programmes were well-
resourced with both revenue and capital monies and were required to
coordinate and enhance existing services and provide new services for
children and families in response to local need and demand.  Local areas
were allowed considerable flexibility in the ways in which they developed
these responses, but all were required to provide the following core services:

• Outreach and Home Visiting
• Support for Families
• Good Quality Play, Learning and Childcare
• Primary and Community Health Care
• Support for Children and Families with Specialised Needs

Outreach and Home Visiting stands out from this list. As well as being a
specific service in its own right, it was also the means through which the other
four core services of Sure Start Local Programmes were delivered.

The theoretical basis for the Sure Start approach is that the provision of
services will lead to improved outcomes for children.  Some approaches, like
the core services listed, were  required of SSLPs,  others were recommended
to them in Guidance from the central government Sure Start Unit. All
requirements and recommendations cited research evidence of improved
outcomes.  They drew also on evidence about the nature of poverty and of
disadvantaged communities, and evidence on the use of services and the
most effective ways in which services could be managed and delivered.
Studies of a whole range of public services had suggested that these services
were:

• less likely to be available to disadvantaged families (Howarth,
Kenway, Palmer, Miorelli, 1999)
• more difficult for disadvantaged families to access,(Ghate and
Hazel, 2001)
• and less likely to be used by disadvantaged families when
they were accessible and available, (eg. Grimshaw and
McGuire, 1998; Singh and Newburn, 2000)

The need to make Sure Start services accessible to  and encourage their use
was thus a matter of central importance for SSLPs.
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1.2 The National Evaluation of Sure Start

This study of outreach and home visiting services was carried out as part of
the National Evaluation of Sure Start (NESS). NESS is divided into modules
that look at: the Impact of Sure Start rounds 1-4 on children and families living
in SSLP areas; the Implementation of the programmes and how they work,
the Local Context of programmes and their Cost Effectiveness.

Investigating Implementation
To understand how SSLPs work, the Implementation Module has surveyed
SSLPS and conducted case studies of a selection of them. In addition the
themed studies, of which this is one, look in detail at policy and practice in
local programmes, focusing on subjects that may not have been investigated
by other means.  Themed studies draw on the knowledge generated by other
aspects of the Implementation research, the Local Context and by the Support
module, where NESS has helped SSLPs as they conducted their own local
evaluations.

1.3 The Themed Study

1.3.1 Aims
This study was conducted between June 2004 and October 2005. It aimed to
answer the question:

How is the Outreach and Home Visiting aspect of Sure Start Local
programmes contributing to the overall aim of Sure Start – to work with
parents-to-be, parents and children to promote the intellectual and social
development of babies and young children – particularly those who are
disadvantaged – so that they flourish at home and when they get to school,
and thereby break the cycle of disadvantage for the current generation of
young children?

1.3.2 Applied Research Methods
It used applied research methods, drew on data collected by other modules of
NESS,  and progressed from a broad view of pre-existing national data to a
detailed analysis of a smaller number of sites, chosen for their ability to shed
light on particular issues.

1.3.3 Selection of Study Sites
Information available from the National Survey of 260 SSLPs in the first four
rounds of the programme led to the creation of a set of ‘model approaches’ to
Outreach and Home Visiting. These covered matters like the types of
personnel involved, the percentage of their time spent on outreach and home
visiting and the nature of the services they provided.  Additional variables
were identified, such as management arrangements, bases, and the use of
volunteers. There were contextual variables too, like geography, demography
and programme round, which were added to the mix.

Mapping and modelling provided the basis for a selection of representative
SSLPs which were subjected to a case study investigation. In total 22
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programmes were visited. Semi-structured interviews were conducted with
staff and focus groups and individual interviews were carried out with users.
SSLP documents and records were examined where these were available.

1.3.4 Interviews
Research informants, for interview and focus group in study sites, were
selected by purposive sampling for type along with a random selection of
individual participants. The following groups were involved:

- Sure Start Board Members (where directly linked to Outreach and
Home Visiting Services: PCT directors, voluntary sector directors,
local authority early years staff etc.)

- SSLP managers
- Other SSLP staff
- Outreach and Home Visiting staff in SSLP area
- Volunteer home visitors
- Health visitor management
- Senior and line managing staff from agencies like health, social

services, family centres and the voluntary sector
- Parents/carers

The questions covered were:

- the design of the Outreach and Home Visiting programme
- the integration of this core aspect with the rest of the SSLP services
- preparation and training available to home visitors
- relationships between practitioners
- practice issues (including changes in practice)
- perception of the service by users.

All interviews were based on a framework devised to cover these questions.

1.3.5 Framework
What Model of Outreach and Home Visiting is in use?
What is the Aim of Outreach and Home Visiting in the SSLP?
Quantitative Information about O/HV
The Role of the Outreach Worker
Specific Training for O/HV staff
How is O/HV managed and  supervised?
How are issues of confidentiality handled?
How does O/HV relate to other services provided by the SSLP?
How do Staff respond to the O/HV approach?
How do Families respond to the O/HV approach?

Detailed records were kept of interviews and focus groups.

1.3.6 Documents
Local documents were examined for each SSLP studied and these included:

- programme monitoring records
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- referral data for SSLP services
- user satisfaction surveys
- local evaluation reports.

A ‘Framework’ analysis was used to analyse the qualitative data.  This is ‘a
systematic process of sifting, charting and sorting material according to key
issues and themes”  (Ritchie and Spencer 1993). See Framework above.

Consent was obtained from all participants involved in the study and
permission to record was requested from all interviewees and members of
focus groups.

1.4 The Importance of Reaching Families with Services

The Theory of Change which lies behind the Sure Start approach postulates
that by changing existing services, and supplementing them where necessary,
the delivery of services to families will improve and the functioning of children,
families and communities will be enhanced as a result.  For this approach to
be effective it is essential for services to be used by families.

1.4.1 Why Families do not Use Services
When researchers prior to Sure Start had explored why families were not
using services, they found a long list of reasons.   Families said:

- they did not know about the services, either generally, or
in the kind of detail that would enable them to use them
(where or when they took place, for example); (Daro 1999; Tisdall
1998; Tunstill 1998)

- they did not find the services convenient to use: they might
be available in buildings that were inaccessible because
of distance, building design, transport costs; they might
only be available at inconvenient times of the day or week;
there might be other kinds of difficulty associated with
them; (Nash et al 1996)

- the services were ‘stigmatised’ or had a reputation which put
families off using them.  This objection was commonly raised
in relation to family services offered by local authority social
services departments, which were seen as associated with
child protection (Oliver, Smith and Barker 1998)

- the experience of services, particularly the attitudes of staff
to users, had put families off using them; they felt patronised
and judged by professional staff delivering services; (Prinz and
Miller 1994)

- services were often fragmented, delivered by various agencies
in different places, and families were passed from one to another
like parcels.  They could find themselves giving the same
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information over and over again to different practitioners.  (This
complaint was heard particularly from the parents of children with
special needs) (Cross-Departmental Review 1998).

1.4.2 Further Difficulties for Families
These reasons were to do with the services themselves. But research studies
also suggested that some of the reasons why families were not using services
were to do with family circumstances:

- where families were on low incomes they could not afford any extra
costs involved in reaching services, and feared any hidden costs
that might be involved in participating in services; (Cartwright 1979;
Mayall and Foster 1989, cited in Oliver, Smith and Barker 1998)

- parents could feel too shy or self-conscious to join in group
activities, and as they became more and more isolated it was
harder for them to contemplate this. Family support workers
reported that a kind of agoraphobia could grow among these
parents, with curtains kept drawn all day and parents rarely leaving
the home; (Daro 1999; Baker 1995, 1999)

- there was no tradition in a family or a community of using services
to support child-rearing, early learning or health, and parents
were unable to venture into this unfamiliar territory without the
approval of their own parents or of older generations (Saxena et al.
2002).

1.4.3 Home-Visiting: A Reliable way to Get Services to Families
If these families were to be reached then one reliable way to do this would be
to deliver services to them directly in their homes. A review of the literature on
interventions with babies at risk of low birth weight, (an indicator of later
disadvantage for the child) had argued that the most effective intervention
took place when the baby was very young.  The authors characterised the
huge literature on this topic according to the duration and intensity of the
interventions and the extent to which they were parent- focused or child-
focused.  It was concluded that interventions with parents in the child’s home
were more effective than those which delivered the intervention to the child.
Working with mothers was more effective and this justified ‘a continued focus
on parents and an emphasis on the improvement of educational and
interactional routines at home’ (Blair and Ramey 1997, cited in Oliver, Smith
and Barker 1998).

1.4.4 Building ‘Reach’ into Programme Design
The inclusion of Outreach and Home Visiting as core services in all SSLPs
was an acknowledgment of the difficulties of reaching families which had
already been documented.  There were other requirements in the guidance to
Sure Start local programmes which were also designed to tackle this issue:

a. Size:  SSLPs were to cover an area with between 800 and 1000
children under four living in it.  Although the prescribed number varied
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in the guidance issued to different rounds of SSLPs, (the programme
was established in ‘waves’ of about 60 programmes at a time) it was
always quite small in comparison with much local authority service
delivery.  The implication was two-fold: that all families would be
reached by the services, and that the services would be sufficient and
adequate for all families.  This was reinforced by the requirement in
Guidance: “to ensure that every family entitled to services knows about
what is available and is encouraged to use the most appropriate
services for their situation” (DfES 2001).

b. Neighbourhood: The programme area was to be a neighbourhood, a
community with a natural coherence that was understood  by the
people who lived in it as the place where they belonged.  Literature on
community development had shown that residents of neighbourhoods
shared a common understanding of place and were able to make
common cause because of it (Stewart, M and Taylor, M. 1995). A
neighbourhood was easier for residents to find their way round: in the
earliest guidance for local programmes it was recommended that
services should be delivered from sites that were ‘pram-pushing
distance’ from family homes.  In most neighbourhoods distances were
likely to be walk-able, so problems about transport and cost could be
minimised.

In fact, it was not possible in some areas to find a suitable
neighbourhood of this type, with the appropriate numbers of small
children living in it, and the indicators of deprivation that made it
suitable for Sure Start.

c. Integrated Services for the whole local population: Sure Start local
programmes offered services to everyone in the neighbourhood.  This
approach was intended to avoid stigmatisation of the services.  They
were not targeted at the poor, except that they were not universal
across the country.  On the whole SSLPs have managed not to be
labelled, which is partly because the services themselves have been so
well-resourced and ‘desirable’, but also because SSLPs have
approached families as ‘partners’, and responded to their preferences,
an approach which was also recommended in Guidance.

d. Attractive Venues for Services: All SSLPs had a substantial capital sum
which most invested in new buildings or substantial conversions of
buildings for the delivery of services. In most cases these have been
accessible, clearly aimed at families with small children and welcoming
(National Evaluation of Sure Start. 2005b). The resources available to
SSLPs enabled them to highlight venues and services with ‘fun’ events
and parties.

e. Consulting with Parents: The inclusion of parents at every level of
programme design, management and service delivery, including on the
management board of local programmes, was a requirement of Sure
Start funding. The intention was that services would be what parents
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wanted, and delivered to them in ways that were convenient and
suitable – that is, to avoid some of the objections to services that had
been discovered by research.  The evidence, particularly from
community development interventions, was that where people felt that
services were ‘owned’ by the local community, rather than ‘imposed’ on
them by professionals, they would be more likely to use the services.
This ‘partnership with parents’ would also affect the style of service
delivery and the attitudes of professional staff: they would not patronise
families or be seen as patronising.

f. Being Flexible and Innovative: Guidance encouraged SSLPs to be
creative in responding to what they heard from local parents, delivering
services that fitted local preference, and doing things in new ways to
make sure  families got help when they needed it. This extended to the
places services were delivered and the mechanism for delivery. Some
parents who did not want to attend groups might accept a service
delivered in their own homes.  Research evidence was available to
show that services delivered one-to-one in the home could gain from
intensity, the relationship between professional and parents, and in the
appropriateness for the specific child involved.  There was also
evidence of the specific benefits of group work. SSLPs were in a
position to offer each service to each family in the way that would be
most effective to achieve an outcome for the child.

1.4.5 Building on Existing Services
Sure Start Local Programmes were asked to coordinate existing services,
discover where there were gaps in these, and develop new services to
supplement them where they were needed.  Among the existing services
available to all parents in all Sure Start areas were two that had Home Visiting
at their core: Midwifery and Health Visiting.

1.4.6. Health Outreach and Home Visiting
Midwifery services are supplied and managed by Acute Trusts, which are
hospital-based, although midwives themselves may work in hospitals, in the
community and in both - to maintain their registration these practitioners have
to deliver a number of babies each year. Health Visiting services are the
responsibility of Primary Care Trusts, and until the late nineties health visitors
were almost always based in GP practices, working with the patients
registered with the practice.

Community midwives offer pre-natal surveillance, education and support to
pregnant women and their partners, and immediate postnatal support. The
latter is usually given for 10 days after the birth (though it can be continued for
up to 28 days). Support from a health visitor is introduced at 10-14 days after
the birth with the health visitor taking over this function from the midwife.
Immediate post-natal support is given through home visits (National
Evaluation of Sure Start 2005c).

Health visitors have also been central to the child health surveillance system,
(CHS) which is the responsibility of GPs. Routine health checks have been
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offered to all children at 6-8 weeks, 6-9 months, 18-42 months and 39-42
months. These involve physical checks of the children and some health
education for parents.  The checks are carried out in clinics and family homes,
by doctors, doctors and health visitors together and health visitors alone or
sometimes in pairs (The check at 6-9 months involves a hearing test which
needs two practitioners) (Hall 1996).

These two existing services have offered SSLPs a spring-board from which to
develop Outreach and Home Visiting services. Because:

• The midwifery service had information on families with new babies in the
SSLP area.

• Health visitors had information about the under-fives registered with their
GP practice.

• Clinics were already being held in health buildings and other buildings
convenient for community use.

• Both kinds of health practitioner were delivering whole-population services
and thus there was no/diminished stigma attached to what they were offering.

• Many of these practitioners were already known and trusted by local
communities.

• They routinely visited families at home, hence both services were equipped
with the necessary protocols to ensure the safety of home visiting, and had
useful expertise about delivering services in this way.

There were some less helpful considerations, however.

• Because they were separately managed, relationships between these two
services were not harmonious in every area, which meant that SSLPs could
be caught in the crossfire.

• The neighbourhood populations that SSLPs were serving were one part only
of the midwifery responsibility, and one part of the responsibility of many
health visitors – since the patients using GP surgeries rarely came exclusively
from SSLP areas, and, in fact, SSLP populations often use several GPs.  This
raised a logistical problem for both services – could they work differently with
families in the Sure Start area, and was it fair to families from elsewhere to do
so?

• In some instances the arrival of Sure Start was seen as threatening by one
or both of these services.  Although this reaction could be overcome, it could
take time and effort for this to happen.
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• Some families had a negative reaction to health visiting services. There was
evidence that such attitudes were most likely to be found among low income
and high risk families - just the ones that SSLPs were trying to reach (Moran
1997; Schonveld and Kingswell, 1996).

However, changes in health visiting which emphasised its public health role in
the prevention of health disadvantage were resulting in practitioners moving
out of bases in GP surgeries and into community teams with shared case-
loads.  A shift was underway from child health surveillance to child health
promotion, reflecting the recommendations of the Hall Report (1996).
These changes were led by the DOH and were dove-tailing neatly with the
Sure Start approach (DOH 1999). Where health visitor managers were
involved with SSLP planning from the early stages, and were enthusiastic
about the new directions for their profession, they saw the SSLP as a way to
advance these changes (McDonald, Langford and Boldero, 1997; Billingham
and Hall, 1998). But there was resistance to changes too, both from GPs and
from within the health visiting profession.

1.4.7 Family Support, Outreach and Home Visiting
In some SSLP areas family support services were already using outreach and
home visiting as a mechanism for service delivery.

a. Statutory Services.
These were delivered from Social Services Departments or from family
centres. Such centres are building-based sources of integrated support for
families and have long had a reputation for reaching those in need through
flexibility about where and by whom services are delivered. They might “
operate activities from a ‘scattered centre’, using members houses or rented
church halls” (Smith 1987) as well as the groups and services offered in a
central building.  SSLPs were encouraged to base services on existing family
centres where these already existed (In some SSLP neighbourhoods there
were as many as three existing centres).

In other SSLP areas, particularly on peripheral estates, there was an
established community development approach to working with families, with
community work staff in Social Services, Youth and Community and other
departments who became part of the SSLP. This working style is based on
contacting people in the places they visit in their daily lives – in shopping
centres, clubs, pubs, at school gates and so on. The experience of such
workers provided an illustration of how other Sure Start practitioners might
develop their practice in new ways.  (It is interesting, for example to see that
as health visitors began to adapt their style to the ‘public health’ approach,
their need for community development skills became more apparent. “It [the
new approach] involves working alongside local people to enable them to find
ways of addressing the issues that they see as affecting their health by
generating local partnerships and action” [DH 2001]. Audits of health visitors’
skills at this time showed this was the area where most needed more training.
[Swann and Brocklehurst 2004).
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b. Voluntary Services.
National and local voluntary organisations were also running family centres in
some SSLP areas, and in many of these there was an outreach tradition, and
some home visiting too. The most widespread voluntary family support
organisation was Home-Start, which took referrals from Social Services,
health workers and families, and matched trained volunteers with families
under pressure. Home-Start recruits the volunteers, principally people who
have brought up families themselves, sometimes people who have been
supported by a Home-Start volunteer in the past. The volunteers befriend the
families and visit them at home, where they carry out a range of functions for
short, medium and longer-term periods. The families visited are not
necessarily in the Sure Start age-band (with a child under four years), and
Home-Start services are delivered beyond Sure Start neighbourhood areas.
This service was well established in parts of the UK prior to Sure Start.

Home-Start organisations are independent local structures with their own
management committees and charitable status.  They operate in the majority
of English local authorities, but they have a very specific geographical spread.
There are none in the North East conurbation, for example, and few in the
South West. They are supported by an intermediary body which offers
training, support and campaigning help, and which has given the approach a
national profile.  Home-Start was represented on the partnership which
managed the SSLP in many areas, and was the lead partner in some, though
this arrangement was generally short-lived as the small local organisations did
not have the capacity to take on this big responsibility for long.  In several
SSLPs the Manager was formerly a Home-Start organiser, from this or
another area. Local Home-Starts are well acquainted with the geography of
family need in communities and understand how to approach families and
gain their confidence (Frost et al. 1996).

Other voluntary organisations offer a specific service which includes home-
visiting. Newpin, for example, focuses on alleviating maternal isolation and
depression, and encourages a strong relationship between parent and child.
Parents (usually mothers) are referred by practitioners and can refer
themselves. They are then visited at home by the Newpin co-ordinator,
matched with a befriender and encouraged to attend a local centre regularly,
where they receive a personal development programme lasting from one year
to eighteen months.  Though the home visit is an integrated part of this
service, it is a limited part and usually seen as introductory (Oakley et al.
1993).

1.4.8  Early Play and Learning
Prior to SSLPs,  play and early learning services were also often being
delivered through outreach.  Voluntary sector preschool playgroups in
particular were running in all manner of community sites, and play activities
were being brought to remoter areas by means of play buses.

Again, some organisations incorporated home visits into their practice.  The
Peers Early Education Project (PEEP) offered a home visit to all families with
new babies about four weeks after the birth. “The home visit is a time to
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discuss any special needs a family might have in terms of accessing PEEP,
thus enabling group leaders to offer a warm, confident, informed and
appropriately resourced welcome to all new families” (PEEP 2000). The
welcome was to weekly group sessions where parents and children sang, told
stories, shared books and were helped and encouraged to continue similar
stimulating activities with their children at home. Here again the home visit
acted as a gateway to the full service.

Playlink, a scheme offered through a few local authorities prior to Sure Start,
used play events to outreach to parents, in the street or a local playground.
Having made contact in this way, scheme workers paid weekly visits to
families to help parents develop shared play with children, giving them
imaginative ideas for playing and singing and helping to extend the child’s
speech and language skills.  Again, home visits could be a prelude to the
family using drop-in play sessions provided by the scheme.

Researchers had found that, when compared with a control group, 16 Playlink
children showed significantly greater concentration during table play and had
fewer speech and language problems on starting at nursery. They also
showed greater ability, skill and self-confidence in talking to other children and
to adults (Daines et al. 1989).

Portage uses home visiting to help parents and children with special needs.
Portage staff visit the home to assess the needs of young children, agree
goals with the parents and develop a programme of activities to stimulate the
child’s development.  The teacher models techniques for parents to use with
the child and visits the family weekly to tailor the programme to the child, and
build on what he or she can already do.  This is intensive one-to-one work ,
which research evidence shows can lead to successful skills development in
children (White 1996)

1.4.9. Contrasts in Outreach and Home Visiting Services prior to Sure
Start
There are some interesting contrasts in the outreach and home-visiting
services which SSLPs inherited.  As well as covering all four of the essential
core services required by Sure Start, they could be delivered by:

a.  highly trained professional staff (eg. health visitors)
b.  trained people from the local community (eg. Home-Start volunteers)

The content of the home visit might be intended:

a. to transfer skills to the parent in an intensive, one-to-one setting;
b. to gain the confidence of parents and encourage them to join groups;
c. as part of a programme which has elements delivered in other settings.



21

The onset, length and intensity of the home visiting programme varied,
beginning:

a. in late pregnancy
b. at birth
c. later, including after assessment

and lasting from:

a. one short visit
b. one to three months at weekly intervals
c. two to three years at weekly to monthly intervals

This analysis does not cover all the variables presented by the existing
services, but it does show something of the complexity facing SSLPs as they
sought to build Outreach and Home-Visiting services into their work.  As well
as the research referred to above, they had a considerable further body of
evidence on which to draw in designing their services

1.5 The Evidence Base for Home Visiting Services

Besides the evidence already cited in this introduction for the impact of
outreach services and home visiting programmes, there existed considerable
further research on home visiting, much of it conducted in the United States.

1.5.1 Stand Alone Home Visiting Services: US Experience
In 1999, as SSLPs were being set up, a review of this research (not confined
to that which examined services for pre-school children and families) noted
that home-visiting services, in particular, focussed on: “the importance of
children’s early years and on the pivotal role parents play in shaping children’s
lives, and by the sense that one of the best ways to reach families with young
children is by bringing services to them, rather than expecting them to seek
assistance in their communities.  Home visitors can see the environment in
which families live, gain a better understanding of the families needs, and
therefore tailor services to meet those needs” (Gomby et al. 1999).
The review noted that in most of the home-visiting schemes that had been
evaluated, there had been a struggle to enrol, engage and sustain families.
Where there had been demonstrable benefits from schemes, these had been
found for only some of the families who took part in programmes, they did not
occur for all the goals of the programmes and they were often quite modest.
In the light of this conclusion the authors recommended that “practitioners and
policymakers recognise the inherent limitations in home visiting programmes
and embrace more modest expectations for their success, and that home
visiting services are best funded as part of a broad set of services for families
and children”  (Gomby et al 1999).
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Other conclusions of the review found that home visiting services should:

• be offered on a voluntary basis to all families with a new baby.  (A
situation which largely existed through the services offered by
midwifery/health visiting in the UK);

• have multiple goals, addressing the needs of both children and parents
in various ways;

• be flexible in intensity and duration;

• be sensitive to the unique characteristics and circumstances of
individuals and families;

• use well-trained, dedicated staff.  Where para-professional staff are
used they should be supervised and supported by professional colleagues;

• be seen realistically as offering opportunities to make ‘modest’
improvements in children’s development.  The research at this stage
contained no studies of home visiting programmes which had resulted in large
or long-term benefits for parents and children.

The generation of community support networks and the improvement of
access to formal and informal health and welfare services are seen as the key
to effective interventions by a number of US practitioners and researchers
(Olds et al. 1986, 1988,1993). Underpinning the home visiting programmes
described in these studies is the idea that beneficial outcomes arise from
integrating isolated families into the community and contributing more
generally to the enrichment of life in disadvantaged communities. But there
are also recommendations from these studies that interventions be targeted at
families at high risk.

1.5.2 Integrated Home Visiting: US Experience
Beyond the studies of home visiting programmes, there have been studies of
interventions in which home visiting has a part.  The most notable remains the
Ypsilanti Perry PreSchool project, which is often understood as a group early
education (daycare) intervention but which included bi-weekly home visits by
the project teachers to the family of each child involved.

Research on the Perry Preschool project has shown significant outcomes
over time for the children who experienced it. In a discussion on how these
were achieved one commentator has said:
“I find myself asking why these programmes have produced larger IQ gains
than any other programme of which I know. I find myself wondering if the
home visits may not be the key to this gain…If they are, they promise not only
to make the gains of the children more permanent but also… to offer a basic
enrichment to the lives of the parents themselves... (Weikart, D et al 1978).
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The way home visiting was delivered in the Perry Preschool project needs to
be understood, and will need to be replicated exactly if comparable outcomes
for children are to be achieved. Some significant aspects of implementation in
this programme were:

• that the personnel who carried out home visits were the same teachers who
taught the children in the group education classroom for 2_ hours every
morning during term-time  (Home visiting was done in the afternoon).

• each home visit lasted for 1_ hours.

• each child received 24 home visits during the duration of the programme.

• teachers completed a Home Visit Report after each visit which covered the
setting, the behaviour of the mother and the curriculum. These reports
included observations on whether or not the mother and/or the child had used
the materials left by the teacher on the previous visit: in other words – there
was a cumulative intention in the programme of visits.

• the set of programme of activities delivered to the child in the home
complemented those experienced by the child in the classroom. Teachers, in
reporting on the curriculum of the home visit, described the goals for the child
and the educational activities undertaken. (Home visit activities were based
on distinct curricula – these could vary but from the point of view of assessing
the significance of the home visits, it is important to note that whatever the
curriculum chosen, there was a curriculum and the activities within it were
described in detail).

Whatever the curriculum (and these Perry Preschool studies tested different
approaches, which produced some variations in outcomes), the home visiting
aspect of each were prescribed and structured in terms of personnel, timing,
content and procedures (Schweinhart 2003).

1.5.3 Home Visiting by Health Personnel: British Experience
A British systematic review of international studies and the British literature on
the effectiveness of domiciliary health visiting published in 2000 noted that:

• health visitors have been successful in gaining acceptance by a range of
different individuals and families, but there was a lack of evidence that linked
what they did with them to health outcomes;

• there was some potential for using para-professional members of the
community in extending the role of health visitors;

• health visitors were good at working in inter-disciplinary and inter agency
ways and that they could be “the linchpin in a network of professional and
voluntary agencies” on behalf of vulnerable families;
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• though there was little research on how health visitors were relating to each
individual and family they were likely to be “most successful when functioning
in a non-directive, supportive way, encouraging their clients to set their
individual health agendas” (Elkan et al. 2005).

This review surmises that a diminution of health visiting that had started in the
early 1990s may have left families unsupported during the ‘normal’ crises that
occur in family life, though there was no evaluation evidence to support this
interpretation.

1.5.4 Home Visiting by Educators: British Experience
British programmes originated around the same time as the Perry Pre-School
programme in the US also showed significant early effects.  For example,
home visiting programmes for preschool children aged 18 months to three
years established in Educational Priority Areas (EPAs) in the seventies
resulted in gains in measurable abilities in the children against those in a
comparison group. Improvements were seen in areas like language
development, problem-solving, concentration and ability to relate to and
communicate with adults.  The programme involved weekly home visits for a
period of eighteen months.  Each visit lasted between one and two hours and
the home visitor introduced toys for the child to play with, discussed  what the
child was doing and learning with the parent and talked to the parent about
any problems or aspects of the child’s development which were thought to be
important. These interventions were not studied over the long-term, however.
(Smith, 1975; Armstrong, 1979)

1.5.5 Home Visiting to Support Families: British Experience
The family support services offered by Social Services Departments and
voluntary organisations, especially those based on family centres, often
included a home visiting component.  Whole services and the home visiting
aspects of them were frequently subject to research studies and evaluations,
but most of these are of a descriptive, qualitative type. Anecdote suggested
that families benefited from the close relationship with a home visitor, but it
was not until 2004 that a research study tested this more rigorously.  The
results of this work were rather late to influence the original designs of SSLPs.
The study (of Home-Start volunteer schemes) found that mothers under
stress following the birth of a child valued the support of a volunteer, but
improvements in their health, well-being and relationship with the child were
not significantly greater than those among mothers with similar problems who
had not received volunteer support. (But they may well have received support
from statutory services.) (McAuley et al. 2004)
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1.5.6. Some Observations on the Research Evidence available to Sure
Start Local Programmes
Most of the studies and reviews noted above were available to SSLPs as they
designed their services.  They do offer somewhat conflicting indicators for the
design of integrated services, however.  The questions which remained about
them, and that the SSLP experience can help us to understand are:

• what is the distinction between ‘outreach’ and ‘home  visiting’,
and where do they overlap?

• what part do these approaches play in an integrated
programme of services, and how far do they need to be modified in
the light of different purposes for services (eg. services aimed at
parents, children, the family or the community)?

   • what operational choices are available to organisations like
SSLPs and Children’s Centres in designing services to achieve both
reach and effective outcomes for children and families?

• what works in outreach and home visiting (ie. what does the
SSLP experience of delivering services in this way tell us)?
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Section 2: The Scope of Outreach and Home Visiting
Services, and the Distinctions between Them.

2.1 Outreach: Reaching People through Information

All SSLPs were required to ensure that all households with children under four
in the programme area knew about the programme and its services.  They
used several ways to do this.

2.1.1 Written Information
All SSLPs produced written information about the local services. Typically this
included leaflets, newsletters, regular timetables of events. Some SSLPs
provided all families with diaries, laminated cards with useful numbers and
addresses, and so on.

The amount and quality of these written materials varied.  In some areas the
SSLP manager or members of staff had a particular interest in design and
developed the materials during the life of the programme, with local titles and
logos. Significant numbers of SSLPs employed a core staff member with
responsibilities for information and/or administration and/or evaluation, who
had responsibility for this type of communication.

2.1.2 In some areas parents and families had become involved in the
production of the information.  Where this has happened Sure Start Managers
report that the materials can be surprisingly different from those designed by
staff.  In one example the original SSLP leaflet was filled with words
describing activities.  The parents’ version contained several photographs of
local families and children engaged in SSLP activities with a short caption
under each.  The message from this SSLP and others was that a picture was
worth a thousand words.

2.1.3 Translation of written materials into community languages was generally
undertaken for those languages spoken by groups of a significant size in the
SSLP community. Where communities were very diverse, materials were not
translated into languages spoken by a few families only.  It was reported from
some areas with high ethnic populations that parents, particularly mothers,
were not accustomed to accessing information in this way and sometimes
could not read.
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2.1.4 All the SSLPs consulted, saw written materials as essential to the
outreach function, but considered that what they said was less important than
the opportunity they gave for interaction with local families.  This was
particularly evident where, in the setting up stages of a programme, local
people had been given written information and had then been asked to
complete, or help a worker to complete, a survey questionnaire about the area
and about their own needs.  This use of written information tended to change
as the SSLP became established, with later information being of the monthly
timetable of activities type.  But this, too, could act as a basis for the
continuing development of relationships.

2.1.5 Using Written Materials in Outreach
All SSLP staff, part and full-time,(approximately 52 people) are involved in
Outreach and Home Visiting.  The Sure Start area is divided into three
sections, then sub-divided into small groups of streets. Staff work in pairs,
each pair servicing the same group of streets regularly, delivering leaflets and
other paper information about Sure Start activities directly to parents in the
houses where Sure Start children live. Every month each household receives
an average of 1.7 visits. Staff wear distinctive shirts and have a distinctive
bag. When leaflets are delivered staff engage parents in conversation of the
‘How’s it going?’ variety.

The aim is to engage all parents of 0 to 4 year olds by raising the visibility of
the SSLP, reminding them of the SSLP at regular intervals, and making
immediate links to SSLP services when the occasion arises. A parent
described her experience of the regular leafleting:

“Before Sure Start workers called to my home I didn’t have many visitors.
That’s how I like it.  I don’t really go anywhere.  They bring me leaflets about
all sorts.  I’m in two minds about taking my daughter swimming because I
don’t really like deep water.  Well, it doesn’t have to be deep,  I just don’t like it
and can’t get my courage to go. The Sure Start worker told me she would go
with me and get in with her and I could sit at the side and get used to it.  It’s
good that they would do that for me and my daughter. The last thing I want is
for her to be scared of water too. I am grateful for their offer and one day I will
take them up on it…It’s something I think about all the time.  I will get there”
(Single mother of three, SSLP North).

2.1.6 Using gifts
Many local programmes had a gift pack which was given to new parents
and/or new users of Sure Start.  Commonly this included small items for
children like bibs and teething rings, and items for parents like Sure Start
pens.  This practice, derived from that used by midwifery services, where
sometimes samples have been made available for new mothers by private
companies, was described by local programmes as a way of ‘marking’ the
contact between the parent and Sure Start, of presenting contact as
beneficial, and of raising awareness of the programme.  Most introductory
packs would also contain written information about SSLP activities.
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2.1.7 Using events and activities
To draw attention to the new programme most SSLPs ran fun days and other
events, with entertainers and games for children and various information stalls
and activities for parents. These events were usually very popular, though it
was common to find that the numbers who attended them did not proceed
immediately to participation in Sure Start. However, they also were used as
an opportunity to engage with parents and to consult with them about what
they wanted to see in the new programme.  SSLPs varied in the extent to
which they continued to sponsor events of this sort as the programme
proceeded.  They tended to be occasional: where a Sure Start building was
developed, there was usually a high-profile launch, for example. But in some
areas these types of events were an integral aspect of Outreach. For
example, one SSLP had a regular stall in public places like the library, was
present at public meetings and organised regular parties and barbeques.

2.1.8 Using Events as Outreach
In an SSLP which operated in a diverse area, and had an Outreach Team of
seven staff, a programme of summer activities for children was offered.
These included: African Caribbean drumming and interactive music; story-
telling and toys; along with arts and crafts and music. The Outreach Team
collaborated with other local organisations to plan and deliver summer and
winter fundays.  The latter might celebrate Eid, Hanukah, Diwali and
Christmas.  These events were very popular with the community and helped
to generate awareness of Sure Start across a broad audience.

The programme manager notes that in the area: “There is a gap between
cultures.  Each culture seems to operate in isolation. To get round this and to
try to bring communities together we hold ‘international days’ for which all
communities bring different types of food, and summer trips, where families
from different groups enjoy themselves together. But you also need culturally
specific events to reach some parents – though it means you won’t be
bringing them together. We had an information day where the Bengali project
worker presented her activities, and the health project gave away fruit and veg
at the end. You need to do that.”

2.1.9 Using Information to Reach Out: Some Lessons
SSLPs report that:

• written information should be offered personally by a knowledgeable worker
or volunteer who can give information and answer questions;

• parents should be involved in the design and production of all materials;

• parents do not have time to read much and have a lot of information from
stores and in the post: written information should be brief;

• written information and events offer a pretext for workers to talk to families,
find out about them and encourage them to participate.  This can take a long
time.  Persistence may be necessary, as this parent describes:
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“..I wasn’t interested but they kept calling regularly after that with all kinds of
different things but I never went…I then saw them coming again through the
gate and wondered what was on offer this time but they asked me ‘What
would I like to do?’ …I started doing the Fitness and Boxing every week and
enjoyed every minute of it.”

2.2 Outreach: Moving Services Closer to Users

 SSLPS were aware that a further reason why families had not used services
in the past was that they were inconvenient, and reaching them could be
difficult and expensive.  The neighbourhood design of SSLP areas was an
attempt to combat difficulties of access, a further strategy was to deliver
services in a range of venues around the area.  With their capital most SSLPs
developed at least one Sure Start building in which staff were based, daycare
services were situated and other services were delivered. The most common
pattern of building development, however, included satellite venues, nearer to
family homes (NESS 2005b).

2.2.1 Using new venues
A number of non-early years specific sites are reported as used by most
SSLPs – GP surgeries, libraries, church halls and primary schools are
commonly listed (86.9% of households in urban SSLPs were within 1km of a
GP surgery, over two thirds were within 1km of a library and 73.9% were
within 1km of a child health clinic [NESS 2004a]). 30-40% of SSLPs
developed a building with a shop-front, located among retail outlets where
families shop. “This is likely to be used as an information point, sometimes
with a small drop-in facility and with a limited number of core administrative
staff based there” (NESS 2005a). Community venues already familiar and
popular with local people took on new roles as bases for Sure Start activities:
150 fathers attended Ramadan workshop sessions on ‘the roles and
responsibilities of fathers’ at the East London Mosque, for example; health
clinics and other services have been offered in local authority and private
sector Leisure Centres. A family support worker in a North Western
programme said: “Some families – travellers – will NEVER come to a centre. I
go out to a portakabin on the travellers site.  It’s funded by Sure Start, the
council and a housing association. I’ve been going there for two years now
and we’re just starting a crèche there.”

2.2.2 Taking services to families
The small number of rural SSLPs developed buses on the Playbus model,
and these were also used in a few urban programmes. In one London SSLP a
play and learning bus visited a different part of the neighbourhood each day
offering health as well as educational services.  In this area transport for
families was problematic: community transport services had been withdrawn
because of vandalism. The SSLP initiated a ‘Toddlers’ Transport’ scheme to
provide transport round the catchment area and to service venues, but take-
up by local parents was slow and the project ceased. Poor transport was often
a top issue for parents in the early consultations by SSLPs, but the
experience described in this London programme was familiar in other SSLPs
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as well. Transport schemes tended to be expensive, complex to run (buses
need drivers and garages) and under-used.

2.2.3 Working through voluntary organisations
Another way of getting services close to users was to commission already
familiar and accepted mechanisms to deliver them: local voluntary and
community organisations. National organisations (Barnardos, The Children’s
Society) were running the outreach arm of SSLPs in some areas; locally
managed organisations (Home-Start) in others.  In these examples the nature
of what was described as ‘outreach’ tended to be confined to ‘home-visiting’,
with the more general information and awareness raising aspects remaining
with the host SSLP.

2.2.4 Voluntary organisations working in this way report that they take
referrals from Sure Start itself and then deliver a service in the home which
focuses on the need of the family. “Sometimes the referrer tells us what we
need to do: failure to thrive, speech and language delay, maybe domestic
violence (that comes through regularly).  We focus on the one area and work
out with the family what is needed” (Local Manager, Barnardos). The
Coordinator of Home-Start in the Midlands described how local schemes had
been commissioned by SSLPs to deliver an outreach service to families by
recruiting, training and matching volunteers. “There are two models:
sometimes the Home-Start Coordinator is based in the SSLP, sometimes they
work under the local Home-Start umbrella but support the volunteers who visit
Sure Start families.” Apart from the local goodwill that may exist for voluntary
schemes of this kind – they often avoid the stigma that has accrued to local
authority services – they drew on existing infrastructure and had the
advantage of being quickly established.

2.2.5 Reaching Families with Outreach Services: Some Lessons
SSLPs had found that:

• it is more effective to use what is already liked and trusted (venues,
organisations, styles of doing things) and develop these, rather than
constantly emphasising that services are ‘new’;

• services which are child-focused attract parents. Activities which look like
fun for children draw parents especially when:

- families do not have to sign up to anything or make any kind of
commitment in order to take part
-families do not have to give a name or register
-services are providing what families want not just what they need
- the services are shaped by what families ask for

• services are flexible, offering support in response to how families feel from
week to week, rather than expecting families to fit into a model decided in
advance.
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• services build on people’s strengths, they are not offered to people because
they have problems

• services give priority to those who are the hardest to reach, rather than
aiming for the highest numbers.

• time is allowed for the most disadvantaged families to come to trust the
services. This may mean a long-term commitment, with little concrete
evidence of success emerging at first.

• services are open to all families, so that there is no stigma in taking part

2.3 Outreach as a Gateway to Services

Perhaps the most widespread understanding of what Outreach could do in the
integrated model of an SSLP, was to act as the frontline in involving families
more fully in the programme.  Families with young children in disadvantaged
areas can be isolated and have poor networks of friendship and support.
Research studies have shown that the most disadvantaged – young mothers,
with fewer educational qualifications – are more likely to refuse the offer of
services (Barlow et al. 2005). “The offer of home visiting is often seen as a
means of involving ‘hard-to-reach’ families and overcoming obstacles
commonly associated with group support such as reluctance to discuss
problems in public, needing transportation to a venue, possibly needing
childcare and its reliance on the motivation of individual families to get
themselves to the venue” (Barnes et al. 2006).

2.3.1 Gaining the Confidence of Families by visiting them at home
A visit at an early stage in pregnancy in order to develop a relationship with
mothers and support them antenatally and through to the post natal stage,
usually working with local midwifery services, was standard practice in all
SSLP areas.  Where children were older (for example when families moved
into the area) initial visits might be from other types of worker.  In all cases,
however, the importance of this visit for the continuing relationship with Sure
Start was clear.

2.3.2 Sensitivity -Essential
Where practitioners or volunteers are entering people’s homes, the balance of
the relationship is shifted towards the parent.  The home is their territory and
the practitioner or volunteer is a guest.  Appropriate behaviour is often
affected by cultural norms.

• “Without interpreters we wouldn’t have gone ahead with outreach in Asian
families.  The interpreters have an understanding of the culture, too.  Health
visitors visited with interpreters until confidence had been built up, then other
workers came on board – maybe to do play.  Respect for culture and
language is an important part of relating to families” (Sure Start manager,
North West).
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• “Some women will not step outside their door and the only way to make
progress is to go to them over and over again. Some are not allowed out, or
their emotional well-being is so low that they are unable to go out. Of course,
our goal is to help them feel better, but it is also important to their children that
they see the outside world” (Manager, voluntary organisation working with an
SSLP).

• “Is it intrusive to keep turning up at people’s doors?  I think it could be.  It
could be oppressive to turn up on the doorstep if what we are offering isn’t
inviting to the family. We always make appointments.” (Outreach Coordinator)

2.3.3 Helping Families Out of the Home
Home-visiting as an aspect of outreach is usually conducted according to a
plan. Plans may be generally devised, so that the families visited get a
standard number of visits (say three) after which they are expected to come to
a group, or an individual plan may be drawn up according to the particular
situation facing the family.

“I do a plan of action for them to go to the Sure Start centre.  You must not
lose sight of what you are trying to do. Families can become very reliant on
your visits, it is almost like a social occasion for them. I want them to be able
to do without me, and I have to gauge whether they are really needing me or
just want things to continue in the same way. So my plan will be to get them to
the Sure Start centre and I will go with them for the first time, at least. Which
is very time-consuming” (Special Needs Coordinator, SSLP).

2.3.4 The outreach team in one area noted that their presence in the Sure
Start venues was as important as their visits to families at home.  They
provided a consistent link and a recognizable friendly face at groups and
classes, able to introduce parents to other staff and users.  Parents here
commented that they would not have made the initial visit to the SSLP without
the persistence of these support workers and the fact that they were
accompanied: “I had Post Natal depression and wouldn’t even have left the
house if it wasn’t for (support worker)”.

2.3.5 Workers involved in this aspect of outreach and home visiting felt that
they had to find a balance between being persistent in encouraging families to
use SSLP services and harassing those who were less keen.  In one area
workers made three visits in an attempt to contact a family, sometimes posted
leaflets offering further appointments and inviting the family to phone the
SSLP to make a more suitable appointment if they wished.  If no contact was
made, the SSLP writes to the family with a telephone number and a note to
the effect ‘we’re here if you need us’ and allows a period to elapse before
trying to make contact again.

2.3.6 Home Visitors Providing Encouragement to Families
There are three Sure Start Home Visitors in this SSLP, who go to the family
home, usually after a referral from a health visitor. They discuss with the
parent what opportunities are available through Sure Start or in the wider
community, to enable the parent to identify activities which will benefit them or
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their family. The visitor explores ways to encourage participation in activities,
including offering practical assistance.  For example, the home visitor may
offer to give the family a lift to an activity, arrange to meet them at the door of
the venue, or meet them at home and walk there together. ‘We follow the
parents’ lead’. There are follow-up visits and calls, and a once-yearly visit to
check on how the family is doing and remind them that SSLP is still available.

In some SSLPs confident mothers are identified who act as unofficial mentors
to other parents.  They chaperone mothers living in the same block or area to
a Sure Start group or service, arranging to meet at a certain time and
encouraging them to keep attending.

2.3.7 As well as being a way of getting families to leave the home and use
services, the home visits are also a way of identifying which services might be
most helpful to families:

“It’s about reaching the hard-to-reach families, those that are less confident
who don’t come to the centre and who may not be able to read.  Working with
families in the home allows us to pick up things that wouldn’t normally be
identified and issues can be dealt with in a safe place”  (Outreach worker).

In some areas this has become a more formal system of assessment, so that
referrals are made by home visitors to specific Sure Start services, which may
or may not be delivered in the home.  In one area, for example, a Sure Start
midwife described how the bulk of her work came via referrals from
mainstream midwives who, on their home visits, had identified women who
needed additional support. “The model for this work is based around the Sure
Start health targets: breast-feeding, smoking, teenage pregnancy, infant death
and so on. If the midwifery team detects a risk, they refer to Sure Start
midwifery services for extra input.” (Sure Start midwife).

2.4 Delivering Services through Home Visits

The direct delivery of services through home visits does occur in SSLPs. It is
less widespread than the use of the home visit as a prelude to getting parents
out of the house.  SSLPs generally consider that for children and families
there are more benefits to be had from interaction with other parents and
children than there are from one-to-one interaction with Sure Start
practitioners. In fact, some Sure Start services are delivered in the home, but
the majority of SSLPs visited saw such a response as an intermediary stage
rather than an end in itself. This means that service delivery in the home
tended to be offered mostly to particularly vulnerable or ‘hard-to-reach’
families, and then for a limited period only.



34

2.4.1 The Implementation Module of NESS has identified groups of parents
which ‘the programme knew they would have to make a more purposive
and/or consistent effort to reach’:

• parents/carers with drug and/or alcohol problems
• families experiencing domestic violence
• families with children who have special needs
• asylum seekers and refugees
• mother experiencing post-natal depression
• fathers/male carers
• families with special cultural requirements
• teenage parents

The Implementation module reports that some SSLPs also see working
parents as ‘hard-to-reach’.

2.4.2 SSLPs report using the following ways of discovering and getting in
touch with families whom they consider hard to reach.  These include:

• Calling on all families with children under 4 who have not used SSLP
services;

• Consulting with other agencies about families who have not responded to
them, following up with an informal home visit to offer information;

• Talking to other families who do use services, and following up on any
reports of a neighbour who may be isolated or has recently moved in; and

• Obtaining full details of all families by health information systems to make
sure that knowledge is complete. Visiting all families.

“The ones least likely to engage with us are the ones most likely to need us.
Outreach is the only way we have to get to know them” (Midwife).

2.4.3 Services in the Home for Hard-to-reach Families
A London SSLP classified the following groups as hard-to-reach:

Traveller families,
Asylum Seekers and refugees
Parents under 20
Lone mothers.

Practitioners in all its service areas might go into a home and work with an
individual family: family support (Home-Start volunteer, health visitor, Citizens’
Advice Bureau) early play and education (play bus workers, toddler group
leaders, play therapist, Portage worker); parenting issues, (health visitors,
Home-Start).
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The time spent with the family might be
- one-off;
- a main visit and follow-ups to check if further help was needed;
- continuing.
The most common areas for continuing visits were Portage (where an
individual child would be likely to have a planned ongoing programme over
months) and early play and learning.

2.4.3 The decision to deliver services in the home was influenced by the
design of the SSLP.  If Portage was included in the programme (it wasn’t
everywhere) then there was likely to be significant service delivery to
individual families at home.  Another model which favoured some home
service delivery was the health-visiting team with nursery-nurse back-up.
Health visitors could assess the level of parental interaction with the child on
routine visits (often accompanied by the nursery nurse), could illustrate the
kind of support available from the worker and then arrange a series of
subsequent visits by the nursery nurse alone. In those areas where this
resource became available to health visitors via Sure Start it was highly
valued and in some cases has received extra or continued funding from
PCTs.

2.4.4 However, it was not usual for SSLPs to deliver a standardised,
structured intervention in the home either in tandem with a centre-based
service, or as a home-delivered service. So, for example, although parenting
support programmes have a curriculum which is delivered in a set number of
sessions over time, in most areas the delivery of parenting support in the
home was confined to one or two introductory sessions only.  In an SSLP
area where all staff undertook some home-visiting duties, they were trained to
respond immediately to requests for help with matters like managing
behaviour, eating and sleeping difficulties and so on, but were not able or
encouraged to embark on a whole parenting curriculum.

2.4.5 Although SSLPs note that home delivery of services is a means to reach
hard-to-reach families, the time such services take, the high input
requiredfrom trained staff, and the dangers of developing dependency among
families were cited as reasons for sparing use of the intense approach.

“We don’t put a lot of emphasis on home visits because we try to get people
to come to us. There are a small group of families who take up the bulk of
home visiting time: it’s a big time commitment for the team.  There are a
number of women who find it hard to leave the house, and it is easier for us to
go  into the house for them, but it can create tensions. Hard-to-reach families
can take up all the outreach time we have” (SSLP Manager).
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Delivering Services in the Home: Some Lessons

SSLPs have found that it is important to be clear about why a service might
best be delivered in the home. This can be because:

• it will be easier for a practitioner (health visitor, midwife) to assess how a
child is doing in his or her own environment;

• it will be easier to help a parent to respond to the child’s needs by
demonstrating activities, conversation and other interaction;

• it is necessary to see the home circumstances in  order to organise suitable
support – for example, to ensure safety, or to provide aids where there is a
disability.

• it may make the parent feel more confident about disclosing information
about matters like domestic violence, debt or health worries.

• there will be some families for whom this is the only means by which
services can be regularly delivered.



37

Section 3: The Place of Outreach and Home Visiting in an
Integrated Programme

3.1 Predominant Approaches

There are many different designs detectable in the ways SSLPs have chosen
to deliver services under the Outreach and Home Visiting label, and in the
ways these relate to the whole range of SSLP services.  In this section a
range of designs, each taken from an actual example, is described.

3.1.1 Spending on Outreach and Home Visiting
SSLPs are integrated programmes and it is difficult to disentangle spending
patterns on the various required services.  A recent interim report on SSLP
expenditure notes that SSLPs tend to develop all types of service
simultaneously rather than concentrating on one service area and then adding
others.  As we have seen, outreach and home visiting overlaps with the other
four service areas and may be obscured somewhat because it is delivered
within them, (for example, by health visitors who may be funded under the
‘health’ aspect of Sure Start expenditure). As far as the NESS Cost
Effectivessness study could gauge, however, SSLPs made one sixth of their
expenditure on outreach and home visiting, with this area responsible for 8%
of costs in the first year of operation rising to 13% in subsequent years.  This
accords with expenditure on other required services, “Activity grew as the
programmes grew” (NESS Report 15. 2006).

3.1.2 However, the report on Cost Effectiveness report does note a difference
in expenditure on outreach in those SSLP areas where the population is
predominantly from the Indian sub-continent.  In such programme areas
expenditure averaged 14%.

3.1.3 Although this study found no link between the type of lead body of a
local Sure Start partnership and the type of expenditure in the programmes,
there was some evidence of influence on the design of Outreach and Home
Visiting element of an SSLP according to the representation of different
agencies on the partnership board. Where local Health Visitor managers
joined the Sure Start partnership at the planning stage, it was likely that the
health visiting service would be the structure on which the Outreach and
Home Visiting service was built.  Where Maternity services were also
represented on the Partnership by a manager (which was much less usual),
an integrated response by these two services was likely.  When this
happened there was unlikely to be a major input from para-professional home
visitors, other than as a support resource for this health team.
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3.1.4 Where SSLPs had a strong community development ethos the opposite
model was more likely, with the outreach and home-visiting work spear-
headed by community workers and para-professionals, many of them local
parents, with health and other practitioners called upon where specialist input
was requested by visiting parents or considered necessary by home visitors.
In both models the trained practitioners spent time in training support workers,
though for a different role in each case.

3.1.5 This indicates a first key variable in patterns of outreach and home
visiting service:

Where home visits are conducted by health visitors/midwife: families may be
referred for extra support to para-professional and other practitioners. Then
extra support may be offered in the home, at least in the short term.

Where home visits are carried out by para-professionals: families may be
referred for specialist support to health/visitors/ midwifes and other
practitioners. The specialist support is offered outside the home, usually in a
group.

3.1.6 In order to demonstrate further variations in the design of services, a
number of illustrations are given below.

Service Design A: Whole System Model
In this model the Outreach and Home Visiting work leans strongly towards
family support. It was most likely to be found in SSLPs where the local
authority led the managing Sure Start Partnership.

Who is involved?
Most of the staff in the SSLP.  The majority of home visits are made by:
•a Sure Start midwife
•the family support team – 5 staff

Other visits are made as part of their caseload by:
•members of the speech therapy team
•community involvement worker
• lifelong learning worker
• play development worker
• Dietician
• CAB worker

The midwife makes regular visits based on the child’s developmental stage
and the needs of the family, including antenatal visits.

What do they do?
The family support team consists of three full-time workers and two part-time,
who are locally recruited parents. The team is lead by the Family Support
Coordinator.  The full-time workers are allocated families with more serious
needs, the part-time workers from the SSLP services, arrange events
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designed to increase reach and offer support by accompanying parents to
classes and events at the Sure Start centre and doctors/hospital
appointments. The full-time workers make weekly visits to families on their
case loads.  Caseloads are allocated by the coordinator, using a points
system: families are given points according to their level of needs, and
referred to the most appropriate worker.

There is no health visitor in the team or contributing to it. Workers in this
programme dress informally and carry identity cards issued by the local
authority, with a photograph and telephone number. They are given parent-
friendly titles designed to reduce any stigma which may be attached to
professional services.  For example, preventative speech and language work
is carried out by a ‘language development worker’ rather than a speech
therapist.

Service Design B: The Generic Team Model
This team is designed to reach families in a very diverse area, where there
are communication and cultural issues which require a sensitive service.

Who is involved?
An Outreach Team comprised of:
• full-time Outreach Manager
• full-time Punjabi worker
• part-time Punjabi worker
• part-time Pakistani worker
• part-time Saudi and Arabic worker
• part-time French, Dutch and Somali worker
• part-time French worker (concentrates on asylum seekers)
• full-time outreach worker (social work diploma) (concentrates on families
   where there are child protection issues)
• full-time parent involvement worker
• part-time nursery nurse (Arabic speaking)
• full-time play development worker
• two bilingual speech and language support workers
• two family support workers

The SSLP has service-level agreements with speech and language service, a
fathers’ worker and a CAB adviser.  The Sure Start midwife is seconded from
an Acute Trust.  She is a link between Sure Start and the generic services,
including the health visiting service. Referrals are passed through her to the
Outreach Manager, who assigns them to the most appropriate worker to carry
out the home visit.  Each outreach worker covers the Sure Start area taking
cases appropriate to their skills/role. “The roles of the outreach workers are
different…Some focus on language issues, some on childcare, special needs
and asylum seekers, but they all have the same job description” (Sure Start
Midwife).

What do they do?
The range of activities undertaken by these workers means that they have to
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be able to work independently.  They could include working with children with
special needs, family support, working with issues like domestic violence, and
organising or facilitating support groups. Their job description includes:
working in partnership with parents in the home;
guiding and assisting them to develop early learning;
working with families on specific issues and problems;
providing practical help for some families with short-term difficulties;
setting up and running support groups in the community;
working alongside professional staff to ensure delivery of a Sure Start service.

Service Design  C:  A Holistic Multi-Team Model
This model has been used across local authority areas where there is more
than one SSLP . The teams may work with all of them  (As they do in the
example below).

Who is involved?
Health Visiting Team:
• Co-ordinator
•10.5 full-time equivalent health visitors (of whom 4 full-time health visitors are
funded by the SSLPs)

Early Intervention Team:
• early years worker
• speech therapist
• 2 midwives
• a teenage and young mothers worker
• worker for families experiencing domestic violence.

Peer Support team:
• complement of 20 trained volunteers

Education Outreach team:
• 4 qualified and trained nursery teachers (part of a larger, a borough-wide
team) who deliver the Start Right curriculum, one-to-one, in the home.

What do they do?
This is a complex model, which works on a system of mutual, interagency
referrals. The first point of contact is usually the midwife or health visitor,
though users can self-refer or enter the network through a voluntary agency
such as the Peer Support Team.  Each Outreach and Home Visiting team has
its own priorities and expertise, but there are common aims: to access those
hard-to-reach families which would most benefit from contact with the SSLP,
to support and facilitate access to services and to identify the needs of
individual families and ensure that they are met appropriately.

With such a large Home Visiting Team, an important aim is to avoid
duplicating services or have too many workers visiting a family at once. Each
family is given a calendar (designed by the SSLP and depicting its users and
activities) to display in the home. Each SSLP worker writes their next
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appointment on the calendar, providing a record for the parent and any other
visiting workers. Each of the partner teams has a project manager,
responsible for the Sure Start element of the team’s work.

Service Design D. Community Development Model
A grass roots approach, where services are not targeted on particular
groups and the aim is to be inclusive, universal and non-stigmatising

Who is involved?
All Sure Start employees – approximately 52 people, full and part-time,
including professional staff, practitioners and locally recruited workers.
“From the start the SSLP recruited, developed and integrated a multi-
disciplinary workforce comprised of workers with theoretical-learnt skills and
workers with experience-learnt skills. Some were seconded from professional
areas like Health, Counselling, Speech and Language, Nutrition and
Complementary Health. A large proportion of workers were actively recruited
from the local community where attitude and commitment were recognised as
equally important” (SSLP Annual Report). All staff receive a basic training in
Outreach.  The Programme Manager and Deputy also work as Outreach staff.

What they do?
Staff work in pairs, and each pair services the same group of streets regularly,
delivering leaflets and other paper information about Sure Start activities
directly to parents in the houses where Sure Start children live.  During an
average week there are 28 outreach ‘slots’ when two workers go together to
knock on the doors of the houses which they visit fortnightly. Each ‘slot’
involves between 12 and 17 families.

“Outreach door knocking is an ongoing and continuous process….maintaining
the contact that is so valuable to parents consistently and beyond the
promotion of specific groups” (SSLP Annual Report).

Publicising groups is the main reason for regularly knocking on doors,
however, and the staff wear distinctive shirts and carry a Sure Start bag.
Every month each household receives an average of 1.7 visits.  When leaflets
and information have been handed over, staff engage parents in conversation
of the ‘How’s it going?’ variety.  If parents raise issues the SSLP staff may
offer an immediate intervention.  For example, if a parent says “She’s playing
up when I put her to bed,” the workers’ response might be “Would you like me
to give you a few ideas about how to handle that?” Or they may signpost
parents to a group or service or arrange for specialist help to call. Staff have
basic training in parenting education, speech and language support, basic
baby care and so on.

Service Design E: Focussed Intervention Model
This outreach team carries out an early assessment of children’s progress in
order to screen for delays in key areas, especially speech and language,
followed by an intervention if necessary, delivered by home visits.
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Who is involved?
•9 nursery nurses
(who had previously worked as play facilitators and family support workers in
SSLP groups and also provided home visiting services to back midwives and
health visitors).

What do they do?
They carry out a screening assessment of every child in the Sure Start area at
18, 24, 30 and 36 months in the home.  If children do not meet threshold
scores of 75% overall or 85% in relation to speech and language, they are
referred to the SSLP multi-disciplinary allocation meeting where the needs of
children who are not meeting thresholds are discussed.

If the meeting agrees to provide Intermediate Team support, then the level of
need is assessed from the screening profile produced by the nursery nurses,
and an individual plan drawn up for the child.  This is usually delivered in the
home by a nursery nurse over twelve weeks for an hour a week  (Precise
times and amount vary according to the assessment). The outreach staff carry
out activities with the child, model behaviour for the parents and give advice
on interaction with the child.

Although the aim of this intervention is to develop parental involvement in the
intervention process, staff believe that only a minority of parents carried out
recommended activities between visits.  The input for most children is
believed to come from the outreach worker.

When the programme of work is completed the nursery nurse reassesses the
child’s progress.  At that point additional intervention at home may be offered,
or the child may be referred on to a specialist agency. During the first year of
operating this screening programme through home visits, 468 assessments
were carried out, and 31% of the children did not reach the threshold scores.
Approximately three quarters of these children were referred on to the
allocation meeting and just under half received intervention in the home.
Some were referred directly to a specialist service and in some cases parents
did not want the child to receive an intervention.

Service Design F: Health Team Model
This approach, or elements of it, were the most widespread in use in SSLPs,
probably because they build on the services that already existed in the SSLP.
It was common in SSLPs that were led by PCTs.

Who is involved?
• a full-time Sure Start health visitor
• two local health visitors
• a Sure Start midwife
• local community midwives
• a clinical psychologist
• an occupational therapist
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What do they do?
This team delivers antenatal and post natal support to parents according to
the standard practices and timetables of NHS care, but is flexible about
aspects of this – the number and length of visits to a family, the handover
period from midwife to health visitor.  Screening for post natal depression is
carried out and used as a basic for enhanced services in the home and for
referring mothers to support groups.  The emphasis in this service is on both
parents and ensuring that attachment to the child is established and that
healthy behaviours (breast-feeding, not smoking) and the relationship
between parents is robust. Referrals are made to other Sure Start support –
early education, family support – but other services are not delivered in the
home.

Service Design G: Voluntary Sector Model
In this approach, services may be commissioned from one or more voluntary
organisations and delivered by them through their existing infrastructure
(Home-Start, for example, may be funded to recruit and train an enlarged
volunteer workforce and place volunteers with families from the Sure Start
area).  In the example described, however, the home visiting team are all
seconded employees from a group of local voluntary organisations.

Who is involved?
• 2 part-time psychologists who provide group supervision for the home
visiting team and support for families where mental health/post natal
depression problems have emerged
• 9 home visitors (each working for Sure Start for four days a week, and their
own organisations for one day)

What they do?
Members of the home visiting team give information and social and emotional
support to families.  Three of the team have been recruited as speakers of the
two most commonly spoken non-English community languages. They give
information and social and emotional support, and refer families to specialist
help.  They accompany people to appointments, provide advice and
assistance on welfare issues such as debt and housing, and can arrange an
emergency move in cases of domestic violence.  The home visitors aim to
build a relationship of trust with families, to enable them to use mainstream
services which are delivered in venues outside the home, usually to groups of
parents.

Service Design H: Specialist Home Assistance Model
Here the help that is provided to families is very practical – on the lines of the
home help service – and is designed to offer relief and respite for a limited
period.

Who is involved?
 • 2 Maternity Care Assistants (MCAs), working 25 hours a week each.

What do they do?
The  MCAs provide health and social care in the home – cleaning, befriending
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and emotional support – daily or less frequently, for six weeks after a baby is
born.  They have received some hospital-based training which allows them to
carry out some other tasks, like blood tests, but the main focus of their work
remains social care for the parent.  Families in this area expressed preference
for help from their own community and the SSLP tried to recruit unqualified
parents to take on the role of MCAs, but has not found it easy to recruit them.

In this SSLP area, midwives have expressed some concern that the MCAs
may erode their traditional relationship with mothers, and the MCAs have
complained that they can become a mere functionary of midwives.  This
dilemma seems to reflect a wider concern about the relationship between
professional and para-professional services for families.

Model I: Minimal Outreach and Home Visiting Services
Some SSLPs do not emphasise these services or have begun to emphasise
them less as the SSLP has become established.  In the areas where this
decision had been taken the reasons given are:

• cost
“This is a very expensive service – we have to be careful we don’t
step in where another agency could be used” (SSLP Manager).

• time
Home visitors may spend disproportionate time with a small number of
families

• It disempowers families
“Some families don’t want us to withdraw.  We say ‘You are doing
brilliantly’ but they don’t like it.  We have to gradually wean them off us,
usually by putting in a volunteer to help instead” (Family Support
Coordinator, SSLP).

• It is intrusive
Evidence was given in some areas that families disliked home visits 
“Many do not want you to come to their home – they don’t like their
home, maybe they are ashamed of it” (SSLP Manager).

• Group based services are seen as preferable:
for the reasons outlined above and also because they offer social
 possibilities that cannot occur in the home.

“We don’t put a lot of emphasis on it because we try to get people to get out
and come to us.  There is a small group of families who take up more of home
visit time than we appreciate.  We find a number of women who find it difficult
to get out of the home.  It is easier for us to go there, but that can create
tensions.  Maybe they don’t come to sessions because they have no money.
It is not about them being hard to reach but us being difficult to access” (SSLP
Manager).
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3.1.7.Good Practice in Designing Outreach and Home Visiting in an
SSLP

This SSLP has designed its outreach and home visiting services on a triangle.
At the base, health staff (midwife, health visitor and nursery nurse) provide
universal services. At a narrower level community workers assist families to
access universal provision, going to homes and running services in outreach
sites.  And at the top of the triangle, the families who need most support are
given intensive help by home visits from family support workers.

Intensive help for a few families Family support workers

Extra help Community  workers

Universal service Health staff

3.2 The Choice of Outreach and Home Visiting Model

These models illustrating SSLP practice do not include every approach, but
they do show some key themes which relate to SSLP context and ethos.
Among the variables are:

• the size of the team.  In complex, multi-cultural local areas it is likely to be
larger, in order to include members who reflect all the local community
interests.  This would account for the finding in the Interim Cost Effectiveness
Report that this type of area is spending rather more on Outreach and
Home–Visiting than the average for SSLPs. Where the SSLP ethos is to
deliver home services to those where the needs are most acute: families in
crisis, with special needs children – the team is likely to be smaller and to
undertake specific focussed work based on referrals.

• the combination of skills in the team: here the extremes are the  complex
multi-team model, contrasted with the highly specialised home assistance
team, working with new parents on a limited number of support tasks for a
limited period.

• the construction of the family and its relationship to Sure Start services.
Here there is a classic division between the community development
approach which sees parents as partners, compared with the intervention
which focuses on a failure to meet a measured milestone in children.  This is
reflected in the regular, general information-sharing visit by staff in one
programme, with the aim of families eventually engaging in activities outside
the home, in one case, and the screening and testing of children which will
lead to an individual programme of work in the home, with the child, if
necessary.
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•  the relation of the Outreach and Home Visiting team to the rest of the SSLP
programme.  On the one hand Outreach and Home Visiting may be the
frontline service, finding out who lives in the area, getting to know them,
eventually helping them to access services they might like to use.  On the
other it may be a flying squad, receiving notice from other  SSLP services
(referrals, in other words) about families who need extra, concentrated help
and delivering this to them on a one-to-one basis.

• finally, there are local variations in what is acceptable in the way services
are delivered.  Some areas report that non-professional home visitors are not
acceptable, whilst professionally qualified staff are.  In others the reverse is
reported.  In some areas professionals are considered threatening (especially
if there is an association with Social Services Departments) and para-
professionals from the local community are welcomed.  Particular sensitivity is
required in understanding the local context and preferences: the equation
between outreach services and hard-to-reach groups in the population is not a
simple one.  Very young parents, in particular, were reported as disliking
home visits by anyone, whom they saw as ‘inspecting’ or ‘checking up’ on
them.

3.3 Coordinating Outreach and Home Visiting Staff

The composition of the teams described in these models is complex. It is
made more so by the fact that members may not all be direct employees of
the SSLP. In some cases they are seconded to Sure Start by their statutory
employer, in others they simply work in the area and collaborate with Sure
Start.  SSLPs report that outreach work requires coordination, usually by a
dedicated manager.  This task varies according to the size of the team and
the role they carry out.

3.3.1 Almost all SSLPs have a member of staff who is responsible for the
Outreach and Home Visiting programme.  Only rarely was this the SSLP
manager him or herself. It was more likely to be either a deputy manager or a
coordinator line-managed by a deputy manager.

3.3.2 Coordinators manage the allocation of work.  In an SSLP where the
Outreach team respond to referral requests this works in the following way.
The SSLP has a formal request form and a process by which requests for
service are addressed. All first time requests for service go through the
coordinator to ensure appropriate allocation of services.  Workers are based
in the same building, which makes joined-up working easier and enables
mutual support between them.  There are consequently good lines of
communication, “It’s easy to have informal discussions with other workers”
(Play Development Worker, member of a Whole Systems Model Outreach
team).

3.3.3 In an SSLP area where the Outreach services have all been
commissioned from outside voluntary organisations and are line managed
within them, there is still a coordinator in the SSLP who maintains a
relationship with this organisation and meets with the line managers of the
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staff to discuss the progress of the work and the achievements of individual
visitors. This coordinator speaks daily to the visitors, meets them individually
where required and meets all together fortnightly. The coordinator keeps up-
to-date with events or services in the community that might be of interest or
help to local families “Anything might pop up with home visits and workers
need to be in touch with what is available” (Family Support Coordinator).

3.3.4 There were reports that when members of outreach teams for Sure Start
were based with their own organisations, it was important that the
organisational representatives on the Sure Start partnership acted as the
conduit for information through the line manager to the outreach staff. In other
words, seconded staff could respond better to their own management
structure than to the Sure Start line of command. Staff from statutory agencies
were reported as being particularly hard to engage by some Sure Start
programmes. One SSLP programme manager said, “It so much depends on
the people, and sometimes you have to battle to get this way of working. If
you have a supportive line manager and a committed worker, then it’s a great
success….We all went through a lot of changes. Sure Start was a pilot project
and we had to do the work to change the structures and processes of people.
It’s great to see that government policy has changed and now recognises this
way of working. Sure Start changed the way of service delivery, thanks to the
people” (SSLP Manager, London programme).

3.3.5. Most coordinated teams have a stipulated time for continuing home
visits to a family.  Six weeks was the commonly quoted period.  At this stage
the home visiting would be reviewed, and a further (usually shorter) time limit
was adopted. These periods of involvement are short, but SSLPs noted that it
was not possible to offer intensive services to sufficient numbers of families if
they were extended. The aim of moving families into groups or centre-based
services was necessary on logistical terms.  Some SSLPs staff were
concerned that the programme should not be too identified with home visiting.
“It’s very hard, you have to be strict – they like us visiting even if they don’t
really need us!” (Educational Support Worker, SSLP)

3.3.6 It was also normal for the home visitor to become a key-worker for a
family, continuing as a point of contact for them in the SSLP, acting as their
greeter, advocate and informally monitoring their progress. This process is
most developed in the SSLP where all relevant households in two streets are
the responsibility of pairs of SSLP staff.

3.4 The Role of the Outreach Worker

Some SSLPs outlined the general philosophy of their outreach work, including
the role of outreach workers, in their Annual Reports. The gist of all of these
was similar: that outreach staff worked closer to families, keeping contact and
communication with them.



48

3.4.1 In a training pack for outreach workers produced by one SSLP, the
general demeanour required by staff is described.
“The role is to offer information and support and work in partnership with
families.  It is not our role to take over a family’s problems and issues.  We are
there to support them in doing for themselves, to present families with choices
and to respect and abide by the decision made by the family” (Training pack,
SSLP North Region).

3.4.2. The programme manager and members of the outreach team in
another SSLP gave a description of an outreach worker’s role which echoed
the above: to offer support and advice and to listen and respond in a
respectful, non-judgmental and flexible way. To ensure that users feel
comfortable enough to make comments or complaints and are therefore
involved in service evaluation.  To engage with other agencies appropriately
and to promote the services on offer at the SSLP.  These definitions identify
the outreach worker as a bridge  between families and services and vice
versa.

3.4.3 But in other SSLPs there was no over-arching statement of this sort, and
it was clear from their responses that outreach staff from different
backgrounds saw their roles differently.  For example, the responses from
workers in one SSLP  suggest that different types of practitioner saw the role
differently:

• “It’s a public health role: to be an advocate for Sure Start and for the parent,
relating on their level” (Two midwives).

• “I provide outreach to increase the number of young mothers I can get to
see…I can tailor services to suit, give advice and refer on to other services”
(Teenage/young mothers’ worker).

• “To try to get women with post natal depression to come and use the
services” (Parent Volunteer Worker).

•  “To reach vulnerable families…to respond appropriately and not to react to
the home environment, not to comment on the home…to get the whole family
to join in” (Family learning support worker).

• “To cater for vulnerable families who don’t access mainstream…to promote
and link in with mainstream speech therapy” (Speech Therapist).

• “To motivate people to go out there and use the services…to increase self
esteem…to give out information packs and to register parents onto the peer
support database” (Peer Support Workers).

• “To reach women who wouldn’t normally access services…to go along and
accompany women to groups and appointments” (Worker from voluntary
organisation).
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3.4.4 It was apparent in areas like this that varied approaches could be
combined into an effective outreach team comprising different types of
practitioner providing there was:

 some mutual understanding of each other’s function and approach;
 regular coordination (see 3.4 above);
 co-location of staff, or regular meetings; and
 joint training.

3.5 Training for Outreach

3.5.1 “Dealing with people in their own homes becomes easier with
experience – you reflect on what you’ve done and get advice. That’s part of
the learning curve,” a Family Support Worker said in response to a question
about the kind of training she had had to help her in outreach and home
visiting. But while experience matters, there was evidence that an important
part of her prescription was the getting of advice, and that training enabled
workers to know where to find it.

3.5.2 Essential training for all staff covered the avoidance of risk and
confidentiality procedures.  Usually this included risk assessments, the
personal safety of the worker and basic practical self-protection steps.  In
most areas there were established procedures which outreach staff are
taught. In most SSLPs they are required to record where they are going to be
each day on a chart kept in the Sure Start offices so that other members of
staff know where they will be.  If they are due to make a visit out of working
hours outreach workers often ‘sign off’ via a telephone call to another member
of staff.

3.5.3 The components of training for outreach staff are extensive, since these
workers need to be prepared to respond to a whole variety of questions and
needs.  Typical ingredients include courses on domestic violence, child
protection, first aid, confidence building, peer support/breast feeding, drugs,
Islam awareness training, child and adolescent mental health, early childhood
and learning, baby massage, baby yoga, speech and language, signs and
symptoms of postnatal depression and general mental health.

3.5.4 Sometimes the training is about specific issues for the local community:
“Every other week we have an in-house training session or get in a speaker.
We have had a food worker in, someone from the local mosque and next
week we are having someone from a national asylum support group”
(Outreach Manager). Sometimes it is more general: “I have done a La Leche
training for trainers, a group facilitation course and smoking cessation” (Sure
Start midwife).

3.5.5 The amount of training it took to ‘qualify’ a worker for outreach duties
varied from hardly any (in the case of professional staff like health visitors and
community workers) to one year, in the case of an SSLP where home
education workers received ongoing specialist training and were not
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considered fully qualified to undertake outreach work alone for a year.  In this
case the training focused on home visits, interpersonal skills and working in
partnership with parents.

3.5.6 SSLPs using volunteer or paraprofessional home visitors/outreach
workers noted that coordination, training and support for them had to be more
intensive and longer than anything offered to qualified practitioners.  Home-
Start, which has managed the volunteer home visitors for several SSLPs
gives each 40 hours of training, usually through a ten-week course of 4 hour
sessions.  “It covers all aspects, from confidentiality, child protection, why
families might need support and how to play with children. It’s a very
comprehensive training programmes that’s constantly being reviewed; very
participatory so that we can find out about volunteers views and how they
would react to families. The crucial elements are confidentiality and child
protection” (Home-Start Regional Coordinator).

3.5.7 In some SSLPs the experience of training volunteers to a position where
they would be able to carry out home visits had not been a happy one:
“Volunteers are more trouble than they are worth.  If you are using local
parents they need careful supervision. If you are recruiting more widely you
will find it hard to recruit volunteers to work in this area: people don’t want to
come here due to its reputation. It ended up costing us £300 per volunteer
visit” (Programme Manager, North East). But this view was not universal, and
the most common view was that the local knowledge and informal approach
of volunteers more than made up for a lack of professional qualification. “We
have an initial three-month probationary period for all staff to iron out the
difficulties, for new employees and for professional recruits. The local staff
need to be as good as the professionals, sometimes better, and they need to
feel that they are” (Outreach Coordinator, Northern programme).

3.5.8 An interesting and effective way of getting a mixed team, of
professionals, practitioners and para-professionals or volunteers from the
community to work together and to develop consistent skills is to get them to
train one another. One programme has monthly team meetings, the main
purpose of which is for outreach staff to share information, but members of
the team are invited to deliver training during these sessions and also at six
training days through the year. It is widely reported that speech and language
therapists have trained all other outreach workers to detect speech and
language problems.

3.5.9 The benefits of a multi-disciplinary training for outreach work offered by
an SSLP were summarised by a professional worker:

“Initially I was asked to introduce myself to the community and was then given
a structured timetable consisting of practical and theoretical work. This
involved outreach tasks like distributing leaflets at schools and home visits,
and was complimented by theory presented in training sessions, looking at
things like Emotional Literacy and the Green Paper. This was useful because
I had access to up-to-date information and was able to get advice on how to
deal with issues.  If, for example, a worker had witnessed a fight one week,
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time would be spent looking at group dynamics. Time was allocated for
appropriate research and peer group support was given in debriefing
sessions. And we had access to specialist resources like a psychologist, a
health visitor and a speech and language therapist” (Health professional).

3.5.10  In addition, in this SSLP area were there is in-depth training, and in
others where training is less extensive,  outreach visitors work in pairs.  It was
also reported as normal for outreach work to be carried out unaccompanied,
and, in some areas, for initial visits to be carried out by two workers
(especially if the family is unknown to the SSLP) but for subsequent visits to
be unaccompanied.  SSLPS made these choices largely in response to the
preferences of families, although issues of the personal safety of the workers
were also part of the equation.  Several SSLPs reported that they gave
training on how to deal with violence or aggression to all workers.

3.6 Confidentiality

Policy and protocols about confidentiality have been developed and apply
across all SSLP services, outreach and home visiting included, but they are
particularly important in this latter service, because workers who visit families
at home have an intimate relationship with them and may see, hear or be told
about private matters. Families can be wary of services because of fears
about confidentiality and will need to be reassured. It was reported that this
was a consideration in work with Asian families in some areas, and asylum
seekers. “In this area a lot of Asian families do not access a GP because of
fears about confidentiality – a family member might see them” (Manager, two
SSLPs). “Some families request non-Asian workers because they fear tittle-
tattle and don’t believe our confidentiality – they assume an Asian worker will
tell” (Manager, voluntary organisation working with an SSLP).

3.6.1 This was an issue about which SSLPs were well-prepared. All those
visited had their own policy, to which workers adhered and about which all
staff were clear and in agreement.  Procedures and consent forms had been
devised. Consent was required from families before there could be a referral
to another agency or another worker.  Information sharing was on a ‘need to
know’ basis and families were kept informed of who had been given details of
any situation.  A parent’s confidence would only be broken if there was a child
protection concern.

3.6.2 Where SSLPs register parent users, the registration form contains a
statement about why personal information is required and what it is used for.
In one area, which has a borough-wide service request form, this asks the
family to state anyone with whom they do not want the SSLP to be in contact
with. Families can review their case notes every six weeks with a family
support worker and sign to say that they agree with any referrals or exchange
of information.  They are able to see notes made about them whenever they
wish.

3.6.3 The need-to-know principle was illustrated by an outreach worker in one
SSLP: information concerning the benefits a family receives would not be
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shared with other staff, but changes in family circumstance or concerns about
the welfare of a child would.  Child protection is a priority and concerns about
the safety and welfare of a child take precedence, with the family being
informed of any action that may be taken.

3.6.4 SSLPs were aware of the sensitivity surrounding home visits and took
action to reduce this where possible: “We have to be very careful about
confidentiality in this area as many Asian families don’t what others to know
they are using Sure Start. We have reversable coats, so that if we are doing a
Sure Start event we can have the name of Sure Start visible, but if we are
escorting a family to a hospital we can reverse the coat so that they are not
stigmatised” (Outreach worker).

3.6.5. Generally it has been reported by NESS researchers that Sure Start
services have not been seen as stigmatising by families who live in SSLP
areas. A concern about home visits was raised by SSLP staff in a small
number of study areas, however, all with significant minority ethnic
populations  It may be that home visits have a different status because they
are made to individual families, they are visible and they resemble visits made
by local authority child protection staff (NESS 2005a). It is essential that staff
consult with families on their feelings about home visits and the manner in
which they are to be conducted.  If families ask staff to be discreet, this
request should be scrupulously implemented.
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 Section 4: The Impact of Outreach and Home Visiting

4.1 On Families in SSLP Areas

Family members were interviewed for this study, but only those who were
actually using SSLP services, so they are respondents for whom the Outreach
and Home Visiting services have been effective, at least at the level of letting
them know what services are available.

4.1.1 Parents were not in a position to comment on ‘outreach’ per se, since if
they were in touch with services this was often because they had been
successfully engaged through outreach but were not aware of this definition of
the approach.  (Or even of the word ‘services’.  This is a
professional/practitioner/policy makers’ word.  For the rest of the world it is
more likely to refer to buses or church). Home visiting services were more
easily discernible and parents expressed high levels of satisfaction with them,
and sometimes linked them to changes in their children.

4.1.2 For example,  a parent commented on a structured intervention
delivered in the home to children with speech and language delays:
“He came on in everything – before if you sat playing with him he would get
bored, now he will sit and read and play – his speech is fantastic – he is
saying a lot more” (Mother).

And on the worker who delivered the intervention:
“She made it very easy for me – she explains everything before she does it
and explains what she wants the child to do and what she wants your reaction
to be” (Mother).

On the weekly home visits of a family support worker:
“I saw the support worker for five or six months, she was more like a friend,
you could always chat even if you saw her out.  Because of her I can now
stand back and see things in perspective” (Mother of four, accessed family
support visitor through health visitor).

On the regular visits of a parent volunteer:
“She’s not judging the way I treat my kids, she knows what it’s like, she’s got
three of her own.  I think some people expect you to live in an ideal way and
never shout, never get stressed out.  But we all do and I think Sure Start
understands that it’s not easy to bring up your kids.  They don’t judge you,
they help you get on with it and I’ve got a lot of time for them” (Mother of four
children, two teenagers, two under four).

4.1.3 Persistence
The main goal of home visiting in many SSLPs is for parents to leave their
homes and join groups and services run by Sure Start or other providers.  The
comments of parents about their own engagement suggest that many need a
lot of support to leave the home. In one SSLP several parents said that they
would not have been able to attend Sure Start without a lot of support: “I
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needed a little push to come” said one mother. Another mentioned that her
health visitor arranged to meet her at the Sure Start centre, another that if it
rains she can ring and a staff member will come and collect her as she has a
long walk.  Several parents commented on the persistence of staff who keep
ringing up and following up periods of non-attendance.  “They don’t let you go
– they keep you on an elastic band, ready to spring you back if you need to.”
This persistence was seen as positive and enabling access to all the services:
“They don’t give up on you”.

4.1.4 Some parents needed persistent support before they could make any
moves or changes on their own or their children’s behalf. The model of
change with which many home visiting staff are working is of the ‘confident
parents, confident children’ type, seeing parents’ attitudes as crucial to
children’s feelings about themselves. (The comment quoted on at para 2.1.4
on page 21, from a parent who is a single mother of three children, illustrates
this point.)  In this approach to parents and children an important factor in
affecting change  is seen as contact with others – parents and children.
Indeed, there is  anecdotal evidence from users of Sure Start services that
contact with other parents has been an agent of change in their lives. This
pathway is described by the following Sure Start service user. She was
referred by a paediatrician to the speech and language therapist for a home
visit because her son’s speech and language was not developing.  Note how
the focus shifts from the child to the parent in her story:

“He wasn’t coming out of himself at all, not communicating. We’ve had so
many hurdles – he would only wear one pair of shoes.  I was really frustrated
and he was really frustrated. The speech and language therapist came to do
an assessment and I burst into tears, I was going through such a bad time. A
home visitor started coming for a few weeks and she listened and encouraged
me.”  Mother and son started to attend a weekly Opportunity Group and met
other families: “They are going through the same things.  They have been
such a support for me, a real booster.”

For the SSLP the trajectory for this family has been successful: with support
they have moved out of the home, into a group where support is available
from the community beyond Sure Start staff so they have moved one step
further from dependency on Sure Start. No comment was volunteered about
the child’s subsequent language development.

4.1.5. In one of the very few examples of a structured programme delivered to
individual families via home visits over time, (children are screened and
allocated to the programme if they are not meeting development threshold
scores) a local evaluation report notes that staff believed that only a minority
of parents regularly carried out the recommended activities between
intervention visits. The input for most children was thought to come almost
entirely from the Sure Start worker on the scheme.  In order to engage
parents more effectively, links between the home visiting intervention and
work in three local Sure Start settings was being established.
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4.1.6 Continuing with this example, the local evaluation identified another
‘challenge’ as far as engaging parents was concerned: “the widely held belief
that communication development is ultimately the responsibility of speech and
language therapists”. This programme is delivered in the home by trained
nursery nurses.  A comparison can be made with Portage, where home
visiting specialists visit families where a child has special needs and devise a
programme of activities which is implement regularly by the parents between
visits. Portage workers report a high level of engagement by parents, but this
may be because they trust the diagnosis they have received and also
because there is quick and conspicuous improvement as a result of the
Portage programme.  In contrast the evaluation of the structured programme
described above notes that parents, offered the programme, could feel:

• the child was too young to need help at such an early stage
• that the child did not have a problem – parents would compare

              their child’s development with that  of other children in the
   neighbourhood and say that their skills were similar (These
   children might also need support, of course.).

In addition, parents who were not implementing the programme between visits
may have felt that they were not as competent as programme staff to carry
out the tasks. Mothers on this programme were full of praise for home visitors
and their skills in relating to their children.  The evaluators note “For other
parents, significant adverse life events or onerous caring responsibilities may
preclude significant participation.  In such circumstances attempts to provide
support to the parent themselves may be most useful either within sessions or
by directing parents to other forms of support within the programme” (Potter et
al. 2005).

4.1.7 Some families from ethnic minority communities expressed a preference
for contact with professionally trained staff on home visits.  Sure Start staff in
several areas where there was a significant Asian community commented that
mothers from this community might need the permission of their husbands or
mothers-in-law to have contact with Sure Start.  Husbands were more likely to
agree to this if the service was being delivered by a professionally qualified
worker, especially by a health professional. But the messages about what
worked best for these communities were very mixed: several SSLPs observed
that outreach workers from a particular community were essential, because
they could speak the relevant language and understand cultural nuances.
Conversely, it was reported that members of some minority communities were
suspicious that workers from their own community would not preserve
confidentiality.

4.1.8 The preference for someone local and familiar who spoke your language
was not confined to minority ethnic groups.  In one SSLP area a midwife
noted that she had found it easier to gain the confidence of local women
because she had been born and brought up on the estate where the
programme operated. This was a former mining community and within it there
were some very specific traditions about housekeeping and child rearing.
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4.1.9 Good Practice in Engaging with a Parent

An SSLP employs a specialist Muslim Project worker and a Portage worker.
Both undertake some home visits.  A Pakistani mother with four children was
suffering from depression and was referred to Sure Start by a GP. One of her
children was autistic and another child had started to copy the behaviour of
the autistic child. The Muslim Project worker and the Portage Worker paid a
joint visit to the family to gain the trust of the parents and continued to visit
together weekly until the mother agreed that her son needed help.  The child
now receives Portage services and attends a nursery, the parent is less
depressed and has become able to mix with people from different culture – of
whom she was once afraid. This outcome has occurred because the Muslim
Project worker enabled the Portage worker to gain access to the family.

4.1.10 No objection to contact from volunteers or para-professionals was
expressed by any parent interviewed.  Parent users tended not to distinguish
between types of outreach staff, simply referring to all as ‘Sure Start workers’.
However a parent volunteer felt that parents were more responsive to an
approach from a non-professional and could express themselves more freely,
“We can say to a parent ‘Maybe your child could do with a bit of help with his
speech, why don’t you let the speech therapist do some work with him? And
they don’t mind at all, whereas they maybe wouldn’t want to go to an
appointment or have the speech therapist visit them” (Volunteer outreach
worker).  This view was also expressed by some professional staff working
with Sure Start.

4.1.11 The following observation was made in a report by a research officer
on a visit to an SSLP to conduct interviews with parents about their
experience of Outreach and Home Visiting services.

“I attended a baby group and a stay-and-play craft session …. I spoke with a
mother who said that not many white families use Sure Start as it is seen as
an ‘Asian thing’…Some of the mothers here had come to Sure Start after a
home visitor had checked their home safety and suggested they contact Sure
Start for equipment, then they had started to use other services.  One said,
‘We are not really the type of mums Sure Start is trying to support, but I live in
the area so I use it.’

4.1.12 This is a dilemma for SSLPs in mixed areas: services are more likely to
be used by the families who need them least, and this may well put off more
disadvantaged families, who may need them more. SSLP managers were well
aware of the dilemma and many programmes were trying to redress the
balance by developing services for specific groups and using outreach and
home visiting services to recruit specific types of users: a parenting course
aimed at Muslim women parents, for example, and a life-skills course aimed
at teenage mothers.
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4.2 Impact On SSLP Staff

4.2.1 Increased resources to offer families
The strongest approval for the outreach and home visiting approach came
from staff who had already been involved in it before Sure Start: midwives and
health visitors.  They had seen the resources available to families increase
dramatically.  One health visitor said that in the past she did not dare to
introduce certain ideas to families because she knew that they were not
feasible, available or affordable.  Because Sure Start had developed a wide
range of back up services she could now get into a conversation with a family
about needs, and have somewhere to refer them to meet those needs.
Elsewhere a midwife described similar benefits: “We try to link in with groups
run by other organisations as well.  I’ve worked with people I wouldn’t have
thought of, like the Job Centre. It’s about tailor-made care, we refer the family
to the appropriate people” (Midwife).  These two pre-existing services often
refer to themselves as the ‘gateway’ to Sure Start. They may invite other
workers to make joint visits with them.

4.2.2 Multi-agency working
Outreach and home-visiting staff responded particularly enthusiastically to the
multi-agency team model. It has two main benefits: providing team  members
with support and providing families with flexible responses. “Even within Sure
Start the different communities have different natures. What works in one area
may not work in another.  Home visits work very well in some areas.  You go
out to people where they feel safe, introduce yourself and the other services
gradually then draw them out to one of the centres” (Health visitor in multi-
agency outreach team). Here again, the success of home visiting was seen as
getting someone out of the home and into a Sure Start centre.

4.2.3 Importance of the relationship with existing health services
There were indications that pre-existing outreach teams in some areas had
not been initially welcoming to SSLPs.  Health visitors were reported as
having been resentful of the initiative, feeling ‘we are doing it already’ and
‘Sure Start has all the resources’.  In the areas where there was this attitude it
had sometimes proved difficult for SSLPs to get the basic data about families
in the area held by Health Trusts.  This contrasted with the welcome given by
health staff elsewhere.  The main reason for the difference was the attitude of
senior health managers.  Where they had been thinking along ‘preventative’
lines for their services, and had taken on board the various recommendations
for changes in health visiting and midwifery practice, health managers were
willing to back the involvement of their staff in SSLPs.  But this was not true
everywhere and the message from management was reflected in the attitudes
of field staff.  In SSLPs where relationships were poor it was reported that:

 information about families had not been shared with the SSLP
 there were few referrals in the antenatal period
 there were no referrals for smoking cessation
 health visitors did not understand what SSLP had to offer
 SSLP home visitors, like the one quoted here, were anxious about

stepping onto health territory.
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“My original target was to provide support for families at home. This is rather
woolly and it would have been easier if I had been approaching families as an
‘expert’ of some sort.  I made my first visit to each family with the health
visiting team, but they were not very helpful, and then I did six weekly visits on
my own.  I had had training in safety and child protection but there were many
things I couldn’t do, and I had to keep saying ‘Ask your health visitor’ – which
made me feel a bit useless and inadequate” (SSLP Family Support Visitor).

4.2.4 Over time relationships with pre-existing services could improve, though
a good deal of time appears to have been wasted before this happened.  As
the quotation above suggests, a lack of focus in the early stages of the SSLP
outreach and home visiting programme could also contribute to poor
relationships. A change of direction by the SSLP – often to providing a
specific service in the home like accident prevention – made things work
better, and the demonstration of effects from the SSLP home visits proved
persuasive. “The provision of services in the Sure Start area is now more
effective.  Pregnant mothers need to go to the maternity unit, but there were
lots of no shows. We have a service now in the Sure Start centre and we visit
families the day before and make sure they are able to come.  No shows are
right down. The PCT are aware of this – we are helping them to meet their
targets, so they value us now” (Outreach manager, SSLP).

4.2.5 Outreach staff noted difficulties and benefits of working in family homes.
Namely:

 it is time-consuming
 time is wasted when families are not at home for pre-arranged visits (or

do not answer the door)
 space to work (especially when working directly with the child) may be

limited presence of other family members, friends, pets, noise from
televisions and so on can interfere in the relationship between worker
parent and child

 opportunity to see the child’s home environment could be helpful in
understanding the background to the child’s development and could
reveal pressures previously unknown

 parents sometimes felt able to confide problems (domestic violence,
debt, relationship difficulty) which they were unable to discuss outside
the home, perhaps because they felt more concerned about
confidentiality

 it could be hard to manage the boundaries of the relationship with an
individual family – some could become ‘dependent’ on the home visitor.

4.2.6 Workers noted the benefits for themselves of being part of a visiting
team, especially where this was multi-agency.  They were able to get a range
of advice on how to respond to different needs in a family, and were
supported to deal with matters like dependency and concerns about child
protection.  It was also straightforward to change the key worker for a family if
a relationship did not become established.
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4.3 Impact on Voluntary Organisations

SSLPs were encouraged to work with voluntary organisations, especially
those already operating with families in the area.  Because Sure Start was a
well-resourced programme, and many voluntary organisations are
preoccupied with the limitations in their resources and the need to find more,
research interviews with these organisations about their contribution to
outreach and home visiting services often became sidetracked into
complicated stories about who was paying for what and what could
realistically be expected of them.  Good practice could clearly emerge from
the relationships that had developed, but there were examples of poor
practice too.

4.3.1 Good practice often involved the integration of the voluntary service into
the SSLP. The coordinator of a voluntary programme described how this
worked in her SSLP: “I am based in the programme. The other people I am
based with are in the Outreach team, so sometimes I do things that aren’t
officially in my remit – if, say, a parent walks in and I’m the one who is in the
office….I go to the team meetings and I go to all the referral meetings, which
are held every two weeks where we discuss all the referrals and who goes to
see who, whether it’s a social worker, me or the speech and language
therapist…Within the Sure Start area I receive most of my referrals through
the Sure Start team, but I do get the occasional referral from my own
organisation” (Home-Start organiser).

4.3.2 In another SSLP area the same organisation were not continuing to
work on contract with Sure Start because “the boundary restrictions really
restricted the work we could do. We felt that we could just offer a much better
service to people if we were not bound by Sure Start” (Home-Start organiser).
Among the difficulties in this area and others were the monitoring
requirements of a contract with an SSLP. “For us, our work is about changing
people’s lives.  It’s not just about seeing a family or calling a family and having
a five minute conversation.  We need to make that clear. So with every
contract we know we have to meet the numbers that we agree to reach and
we understand that, but it’s not our driving force.  And even just looking at the
numbers that we agreed in this contract, we were constantly having different
opinions on how the results looked” ( Home-Start Organiser).
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4.3.3 A regional organiser for the same voluntary organisation described two
models of collaboration with SSLPs, one, like that described above, had
voluntary coordinators based directly in SSLPs.  In the other the coordinators
work in Home-Start offices but support volunteers who visit families in the
SSLP area.
“When it works well, it works really well.  What’s interesting is, it’s about trust
in each other, and that’s taken quite a long time to sort out.  Home-Start had
to accept that we are not the only people who can support people in their own
home.  It’s a multi-agency process.  We can make referrals, too – if we are
working with a family that needs extra help around speech and language, we
can make a referral within the SSLP team.  I think that’s how a partnership
should work.  Different people have different skills and we should use those
skills positively” (Home-Start Regional Coordinator, North).

4.3.4 Unwillingness to work in this collaborative way was not always
attributable to SSLPs.  Voluntary organisations and their staff could cling very
tightly to their own identity.  This was partly because of their long-term need to
seek funding for discreet services for which they were responsible: the
collaboration with SSLPs could blur exactly what it was they were achieving
with families.  But there was also the need to retain the distinctive features of
a voluntary organisation. “As a voluntary agency we are seen differently by
parents – we are seen as separate from statutory services. Although Sure
Start has been set up at arm’s length from the council, it still has that
connection with a statutory body, in the eyes of families. Statutory agencies
have legal duties, they are required to do A, B and C.  Sure Start is the same.
(This organisation) don’t have such a brief and it gives us freedom and
autonomy” (Manager, national voluntary organisation).

4.3.5 There was extensive evidence that staff from statutory agencies were
unaware of the skills and knowledge embedded in voluntary organisations
and made assumptions about them - such as that all their staff were
volunteers. For example, in one area where a voluntary organisation
specialising in support for children with special needs had been contracted to
provide such support for SSLP families, the SSLP worker said ‘I don’t know
that they have the expertise for me to work with them with regard to special
needs” (Special Needs Facilitator).  A possessive attitude towards families
visited – sometimes revealed by the use of possessive pronouns, (“my mums”
was particularly common among health personnel, “our families” among SSLP
staff)  - gave other clues as to why collaborative working might have failed in
some areas.
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Section 5: Conclusion

Lessons from SSLP Experience in Implementing Outreach
and Home Visiting Services

Sure Start Local Programmes have been operating in an interesting hinterland
where the people to whom they offer services are under no obligation to
receive or accept them. The legislation under which SSLPs work requires
intervention when children are deemed to be ‘at risk’ or ‘in need’. Much that
SSLPs offer is geared to the prevention of need and risk, rather than to
intervention in a crisis. Creating the pretext for relationships with families in
order to make these offers of services to them is therefore both essential for
the programmes yet difficult and delicate to carry out.

The outreach services of SSLPs  have been in the vanguard of building a
relationship with families and persuading them to be involved in Sure Start.
They have had to advertise, market and sell Sure Start. If their approach
sometimes appears over-sensitive, this is because SSLPs are aware that if
they get it wrong and if they put families off, they may not get another
opportunity to build a relationship with them. The space between parent and
child is essentially a private area, and if SSLPs are to intervene in it, they
need to be invited in.

5.1 Reaching the families who might need Sure Start

5.1.1 SSLPs monitor the use of their services and send the results on annual
returns to the Sure Start Unit.  These show that in the majority of SSLPs the
percentage of families using the programme is well below half of those with
children under 4 in the area. The average use is around 30% of eligible
families, and can be as low as 10%.  The areas with the highest penetration
manage 60%. One could postulate that a programme of this integrated design
could only make a full impact when its services had become part of the daily
life of all children under four in the local area. But children encounter Sure
Start services through the agency of their parents, and the advertising,
marketing and selling of Sure Start is directed at them. Nevertheless, it is
interesting that many parents say they attended a local Sure Start event or
entered a Sure Start building or went on a trip or into a playground “Because
it’s nice for the kiddies”, (Mother at SSLP stay and play).  A direct association
between Sure Start activities and young children is the best vehicle for
outreach.

5.1.2 SSLPs have found that the families who take up services most readily
are those in least need.  This is a common finding about service-use:
research studies on the early use of Children’s Information Services, (which
are services generally available to all families) found that the first users were
“teachers and social workers” (that is, the kind of people who trust services
because they are involved in delivering them) but that over time the profile of
users moved towards those on lower incomes. Other studies have also shown
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that the most successful marketing for services comes from “word of mouth”,
but this too takes time to spread, and can spread more rapidly among
members of professional groups.   Programmes aiming to work with the low-
income families need a long time to establish their profile.  They also need to
combat colonisation of services by those least in need.  SSLPs have been
doing this by designing specialised services for harder-to-reach families. But
there is a tightrope to be walked here, between general, desirable services
and targeted, stigmatised services, and it is a hard balance to maintain.  Most
SSLPs tried very hard to do keep this balance and had been successful.

5.2 Focus of Outreach services

The other balance to be struck is between the needs of parents, children and
the wider community.  The target for SSLPs is the development of children,
but the access to children of this age is through their parents, and it is the
experience of SSLPs that the needs of parents have often become
paramount.  The focus of most home visiting is family support, even when it is
delivered by health, play or early education, speech and language or special
needs workers.  All types of home visitors report that they encounter large
numbers of mothers with a kind of low level depression which is sometimes
called ‘malaise’, and which includes mild levels of agoraphobia and anxiety.
SSLPs are able to call on services which are directly helpful to parents
suffering these difficulties – there are often direct links to the CAB, women’s
aid organisations, CPNs and MIND, for example.  But the focus shifts from the
needs of the child to the needs of the parents. Of course this can be
rationalised by the argument that the child will be affected by the parent’s
mental health, and will benefit if the parent is feeling better.  But this shift in
focus can mean that the child is less likely to be the beneficiary of a direct
service.

5.2.1 On the child
It has been clear from this examination of Outreach and Home Visiting
services in SSLP that there are very few that are:

• delivered to children in the home
• over a significant length of time
• to a structured curriculum
• by a trained professional.

That is, there are very few examples of the kind of programme described as
effective in benefiting children by evaluation studies.

Where there are examples of home delivery of this kind, they are because a
child has been assessed to have a deficit of some sort: speech and language,
behavioural or a special need.  SSLPs had not developed integrated
packages of stimulation/education which were delivered from more than one
site (an early education setting plus the home, for example) as a normal part
of service delivery. Because these children are very young, parents were not
always willing to accept an intervention when there had been an assessment
of a deficit, feeling that it might right itself later, or being unwilling to label the
child from an early age.
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In a small number of interventions offered by voluntary organisations as part
of SSLP services in some areas (PAFT, PEEP) there was an emphasis on the
potential of small children to learn and develop further and faster when
exposed to stimulus and interaction – but these approaches had spread into
all aspects of even these SSLPs.  Much of the focus of professional services
was in identifying a child’s problems rather than reminding the family that he
or she could be a thing of wonder.

5.2.2 On the Parent/Family
Home visiting services by SSLPs are most likely to focus on the needs of
parents. The goal of these services is likely to be to get the parent to
participate in a service outside the home, usually delivered in a group.  SSLPs
have become adept at this process and are often successful at it.  Some have
also developed a chain of services to move parents along a route towards
self-reliance, further education and training and employability (NESS Report 6
2004b).

5.2.3 On the Community
A few SSLPs had made a deliberate decision to use Outreach and Home
Visiting services as a means to contact the whole community of local families
by visiting them all.  The aims of this approach were to maximise the numbers
involved in the programme, build relationships between families, and bed
down the approach in the community so that it could be sustained with the
minimum of infrastructure in the future.

Operational Choices
SSLPs had a wide variety of options available to them in creating Outreach
and Home Visiting services, as the models described in Section 3 illustrate.

Operational Choices

Where the Services Come From
• Delivering outreach and home visiting services directly, through SSLP
(employed or seconded) staff
• Delivering some services directly, and some through contracts with
other organisations (statutory or voluntary/community)
• Contracting all services out to other organisations

What sort of People Deliver them
• Professionally trained specialists (eg health visitors, teachers, social workers
etc)
• Trained para-professionals (eg nursery nurses, family support workers, play
workers)
• Trained volunteers, local parents)

How these People Relate to one another
• Elements of all three (professional, para-professional, volunteer)
sharing all tasks
• Professional leadership (para-professional, volunteer back-up)



64

• Para-professional, volunteer leadership (referral to professionals)
• Professional and paraprofessional only
• Volunteer only

Organised in
• multi-agency teams
• area or building-based teams
• specialist teams
• community-focused teams (where an SSLP has distinct communities)

5.2.3 The evidence of this study was that these choices and combinations
could all work provided that:

 there was coordination and a clear understanding of what they were
trying to achieve;

 no one service felt that they were in the ascendancy or had more claim
to expertise in what families wanted or in the community;

 the SSLP management (Partnership Board and Programme Managers)
understood the structure of the voluntary sector and the management
and resource constraints under which voluntary organisations work;
and grasped the benefits which the good reputation of local and
national voluntary organisations with local communities could bring to
the SSLP;

 there was a centralised database, of all the children in the age-group
living in the area;

 there was a key-worker system, so that every family had one person
whom they knew and who was their main point of contact with the
SSLP;

 there were written protocols on matters like confidentiality and child
protection;

 there were regular meetings and good communications between
workers and services, and, ideally, that they were co-located (say in a
Sure Start building); and

 there was regular professional supervision (via their own profession
and from the SSLP) for all workers going into family homes.

5.2.4 It is essential that health services are integrated into the outreach and
home visiting programme. These are the services which parents expect to be
available to them, so they have the virtue of being recognizable; and they are
the backbone of services for young children in the UK.  The evidence from
SSLPs was that where health services were semi-detached from a
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programme, it took longer to get going and consequently to make a
difference.  Health services needed to accommodate SSLP approaches, that
is, working in partnerships with families and not telling them what they must
do.  But there has been every sign from the Sure Start experience that they
have been ready to learn this, and to appreciate the usefulness of other skills
in supporting child development.  This learning curve needs to begin in the
areas where it has not yet started, and to continue everywhere else.

5.2.5 Focus for the Future
Outreach services will still have to wrestle with the difficulty of contacting and
engaging people who hitherto have been ‘hard-to-reach’. Sure Start
experience so far suggests that they need to persist. Small gains are made,
usually ascribed to particular individuals – community workers, teachers,
interpreters, nurses, volunteers – who listen, make relationships and
persuade people to step somewhere new.  The usual motivation for families is
that their children will benefit, and the invitation that works is “Do you want
your children to do well?”

We know that programmes can make a difference to young children, but too
often in the UK the path of change is constructed as being to change the
parents in order to change the children. The services can then get snagged
up on the parents – who are often very needy – and lose sight of the children.
Outreach services need to enthuse parents about their children’s potential
and help them to see beyond their own difficulties.
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