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Abstract: 

This study assesses the developmental outcomes of children at age 2 years 

who participated in an intensive home visiting programme called the Maternal 

Early Childhood Sustained Home visiting programme (MECSH), using the Ages 

and Stages Questionnaire, Third Edition (ASQ-3) tool, and compares these 

outcomes with those of children receiving a standard health visiting service. 

The research also examines the significance of the number of home visits, by 

the Health Visitor (HV), on these developmental outcomes. The intensive 

programme provided frequent, support visits by trained health professionals, 

focusing on enhancing parental skills and child development from birth to age 

2 years. 

A quantitative methodology was employed, involving 97 families engaged in 

MECSH and 740 families receiving a standard health visiting service who were 

born in 2018 and measured in 2020. Developmental assessments using the 

ASQ-3 questionnaire covered 5 key domains in communication, gross motor, 

fine motor, problem-solving, and personal-social skills. Data were analysed to 

compare developmental scores and to assess the impact of the number of 

home visits on these scores. 

Key findings indicate that 82% of non-MECSH children and 75% of MECSH 

children were meeting developmental milestones in all 5 domains. Highlighting 

that MECSH children were doing less well than the Non- MECSH children. The 

MECSH cohort scored lower in all domains except gross motor. However, the 

two groups compared favourably in the communication domain with scores of 

88% and 87% respectively. For those children on the MECSH programme they 

received only 58% of the scheduled visits with a lower percentage in those 

families who did not complete the programme (53%). However, the frequency 

of visits did not positively correlate with better developmental outcomes, in all 

other domains of development, suggesting that more intensive support does 

not necessarily lead to more substantial benefits, across all areas of 

development. 
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The study concludes that although intensive home visiting programmes, such 

as MECSH, have evidenced that they significantly enhance early 

developmental outcomes and the number of visits play a crucial role, there is a 

need for further research. Research where a larger sample size and increased 

control measures are applied and with additional cohorts of those children who 

met MECSH criteria but did not experience the programme. This would 

potentially establish a benchmark for what developmental scores would be 

expected for children on MECSH, compared to those eligible but did not engage 

with intensive support and those who have no additional need and in receipt of 

a standard HV service. 
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Chapter 1: Introduction. 

 

The benefits to child and family outcomes attributed to health visiting in the UK 

are documented in a seminal paper entitled ‘Why health visiting?’ by Cowley et 

al. (2015). These include support of breastfeeding, immunisation, nutrition and 

parenting, as well as facilitating access to other services, working with ‘seldom 

heard’ populations, contributing to child protection and evidenced-based home 

visiting programmes. These outcomes are achieved through the uniqueness of, 

and approach to, the client-health visitor relationship, whereby a salutogenic 

approach (health creating) rather than a pathogenic approach (disease 

causing) is taken to home visiting and health needs assessment. The focus of 

this local study is to examine a particular Health Visitor (HV) intervention and 

study how this facilitates outcomes for children through structured home 

visiting. 

 

The importance of the health visiting service in terms of its integration of child 

health and development and supporting positive parenting through home 

visiting, is extensively discussed and positively regarded (Asmussen & Brims, 

2018; Cowley et al. 2022; WHO, 2020). The authors examine each area of 

service offer, when it is offered, how it is delivered and by whom, alongside its 

benefits, drawing from this a rationale for its ongoing existence. The current 

service delivery in the UK is based upon the Healthy Child Programme (HCP) 

(Government UK, 2023a).  

 

Although health visiting service predates the HCP which was launched in 2009 

and reviewed in 2023, it has now been delivered in line with this evidence-

based programme for some fifteen years. The HCP drives a service of standard 

client contacts. Uniquely, this is within the family home and at the convenience 

of the family and so termed as an ‘offer’ rather than statutory. Each contact is 

reviewed for its frequency and effectiveness. The breadth of the service offer is 

dependent upon the client needs. It begins at a universal, population level of 

need through to targeted and specialist intervention. In effect, the universal offer 
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enables child, and family needs to be identified, and a progressive service 

response where required, in line with emerging and sometimes complex child 

and family needs. This concept of ‘progressive universalism’ is unique to HV 

practice where the service needs align with client needs across a continuum 

and into a high level of intensity, where required (Hogg, Kennedy, Gray & 

Hanley, 2013). 

 

At a universal level this offer is a matter of client choice and may not be taken 

up by families, but it becomes a multiagency expectation where safeguarding 

risks arise. Cowley et al. (2013) highlight the importance of the client and HV 

positive relationship is core to the effective outcomes of this service, where its 

strengths facilitate change and build resilience. 

 

Over recent years the HV service has been eroded. This is not solely because 

of reduced funding but also reflects training and development issues within a 

wider workforce development context. The picture is concerning as the Institute 

of Health Visiting (IHV) (2023) highlight in their summary of the NHS Long-Term 

Development Plan for England (NHS, England 2023). It proposes a plan that 

will not address the continuing shortfall of HV in England.  The crisis for training, 

development and recruitment of this workforce is evident locally. This 

circumstance drives leaders to utilise scare resource to its maximum effect, 

including focussing on how the most vulnerable clients’ needs are met. One 

such consideration is intensive home visiting programmes (IHVP) that are 

evidenced to improve health and development outcomes for children and 

families experiencing adversity (Avellar & Supplee, 2013). 

 

In this context a decision was made locally to introduce a HV programme in 

2015 which would provide an intensive home visiting service for vulnerable 

families. The programme is entitled the Maternal Early Childhood Sustained 

Home visiting programme (MECSH) although it also known by other titles 

internationally (Kemp et al. 2018).   The HV identifies the children and families 

who meet the vulnerability and disadvantage criteria required of this programme 

(Appendix1) and then, with client consent, embarks upon a HV service that 
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begins in the antenatal period until the child is two years of age. There are up 

to 25 prescribed visits within MECSH over that period of time.  

 

This programme is delivered by trained nurses internationally and Health 

Visitors in the UK. Other home visiting programmes delivered, over a sustained 

duration and by paraprofessionals, are not a focus for this research. The 

measurement tool Ages and Stages Questionnaire (third edition) ASQ 3, at 2 

years of age, is applied, as it is in standard in UK practice. 

 

There are several outcomes of the MECSH programme identified by Early 

Childhood Connect (2023) that include a positive impact upon parenting 

confidence and the ability to cope and self-manage, despite the adversity 

families’ experience.  Kemp, Cowley and Byrne (2017) indicate that outcomes 

are also proposed for child development, specifically, language development. 

This research will focus upon one specific outcome, aligned to MECSH, 

regarding child development and highlights outcomes for the cohort of MECSH 

children compared to the non-MECSH children. The aim is to identify whether 

development compares favourably, equally or less well, with one another in five 

domains of child development (Squires & Bricker, 2009). 

 

The developmental measurement tool ASQ3 (Bricker et al., 1999) has been 

applied locally during the same MECSH period, since 2015, to the general 

population of children age 2 years, by HVs. This tool is completed by the parent 

and within a visit with HVs. It is a validated, reliable tool that is used 

internationally and translated into multiple languages (Squires and Bricker, 

2009). Comparisons of developmental outcomes taken from the ASQ3 at 2 

years between MECSH children and the general population of non-MECSH 

children have not been drawn previously and will be the focus of this research.  

 

Only those children who have experienced the MECSH programme will be 

compared with the universal 2-year-old cohort. A null hypothesis is then tested 
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that there is no difference in developmental outcomes at 2 years between 

MECSH and non-MECSH infants. 

 

In addition, the research will explore if the number of prescribed visits, within 

the duration of the MECSH programme, has a significant impact upon those 

developmental outcomes, identified via ASQ3 scores, in its five developmental 

domains. 

 

In this way the study examines whether MECSH positively impacts child 

development but also studies whether the level of client engagement is 

significant to those same child development outcomes. The provisional 

expectation would be that the greater the engagement then the more likely the 

programme outcomes are attained for the children.  Parental outcomes for 

MECSH are not included in this research. 

 

Two research questions are therefore posed. 

• Is there a relationship between the developmental scores for children 

on the intensive home visiting programme called the Maternal Early 

Childhood Sustained Home Visiting programme (MECSH) compared to 

a cohort of children who have not experienced the programme at age 

two years? 

and 

• Does the dose, or number of completed visits, impact the developmental 

outcomes of the children on MECSH? 

 

The first null hypothesis for this research proposes that there is no significant 

difference in developmental scores for children on the intensive home visiting 

programme compared to a cohort of children who have not experienced the 

programme when assessed at age two years. Also, that the dose of intervention 

(MECSH) does not correlate with child developmental outcomes measured by 

ASQ3 and therefore that there is no significant difference with the number of 

visits completed, compared to the developmental outcomes for the child. 
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Within the next chapter a critical appraisal of the literature relating to home 

visiting programmes by trained nurses and their associated outcomes will be 

presented. 
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Chapter 2: Literature Review  

A literature search was undertaken which took a scoping approach and a broad 

view of the subject which incorporates the value and effectiveness of home 

visiting programmes, how it is best delivered and with what content alongside 

consideration of the common UK adopted programmes for delivery. The area 

of research chosen in this dissertation sits in a gap in the literature where 

outcomes for child development following completion of a nurse home visiting 

programme (NHVP) are a specific focus. 

 

A literature search was conducted on CINAHL and MEDLINE and ebook 

collection (EBSCOhost) electronic databases. With an additional search on 

google scholar and request to the University of Western Australia for any 

relevant research on the MECSH programme, as this is the academic centre 

for this international programme an. This yielded 9 documents but added only 

2 additional papers to the original search. MECSH was of specific interest as 

this is the chosen programme in Jersey. The evidence base for ASQ3 was also 

added as none of the literature had identified it as a tool of measurement for 

children. 

 

2.1 Boolean operators and truncations 

Key words were searched and Boolean operators applied including child 

development, AND a MeSH term; ‘child outcomes or effects or benefits or child 

problems’ AND intensive home visiting OR sustained home visiting OR home 

visiting programs AND the truncations for Nurs*, health visit* to elicit the 

appropriate practitioner in focus of the research question. That is any nurse or 

health visitor role. This yielded 26,074 articles to which ‘limiters’ were applied 

which included only research from 2015 and also excluded those not in the 

English language as there was no means of translation. This then yielded 4,149 

articles. Full text available were 2,131 articles and their abstracts were 

reviewed. 60 articles were deemed relevant plus 2 further MECSH articles. 6 

articles were repeated leaving 56 to read in full text.  
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28 were not relevant for the purposes of the research question as they focussed 

upon maternal or parental outcomes, adult rather than child focussed 

outcomes, post-operative children or children with medical conditions; 

proposed research with no results, client experience, and economic outcomes, 

not led by trained nurses or about home visiting rather than a programme of 

delivery. This was necessary as the impact of frequency of practitioner contact 

was key to the understanding required of the research question. 

 

Of the relevant full text articles reviewed the quantitative paradigm was 

predominant and numbered 18. The greater majority of these utilised secondary 

data for analysis whilst 2 were of the qualitative paradigm, 3 utilised mixed 

methods and 2 more recent studies undertook systematic reviews of home 

visiting programmes.  

 

The greater representation of the quantitative approach in the literature and the 

use of secondary data for the interpretation of findings with relevance to the 

subject area chosen for this research, was affirming. This was because it 

reinforced the decision making around taking this same approach to answer my 

research question posed. 

 

The framework, Preferred Reporting Items for Systematic Reviews and Meta-

Analyses (PRISMA, 2024) was applied to the literature search. This framework 

provides a standard for the minimum set of criteria required for reporting of 

systematic reviews and meta- analyses (Table 1). 
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Table 1. PRISMA flowchart. 
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2.2 Critical appraisal 

The following literature review elicited evidence for review that was categorised 

in order to build a narrative regarding the value of home visiting programmes 

with a focus upon the UK context, consider which of them is effective, their 

evidence-based outcomes and methods of measurement, with the aim of 

exploring why a local choice of programme was MECSH, in 2015.  

 

 

2.3 The value of home visiting programmes 

There is a broad agreement in the literature that home visiting programmes can 

be valued and successful. This is specifically identified where there is maternal 

social disadvantage such as socio-economic issues and where children are 

expected to have poorer health and developmental outcomes (Kemp et al., 

(2011). Goldfield, Price and Kemp (2018) argue that where there is 

socioeconomic and psychosocial adversity that programmes targeted at 

supporting such families can be successful in closing the gap of inequity within 

communities, especially where those of greatest need are the least able to 

access health and social support services. They argue that this impact is more 

robust and long-term when programmes are also embedded within the other 

universal services.  

 

Visiting at home is widely adopted as a means of service delivery to facilitate 

intervention for vulnerabilities and disadvantage in children at risk of 

maltreatment and poor development (Roggman & Cardia, 2016). In the UK 

such home visiting is offered universally through the Healthy Child Programme 

(HCP) (HM Government, 2023a) and is a means of identifying vulnerability and 

risks which forge a gateway to targeted service Including intensive, sustained 

home visiting programmes such as the Family Nurse Partnership (FNP) 

(Sanders et al. ,2019) and MECSH (Kemp et al.,2022). These programmes 

predominate in the UK and are delivered and led by HVs. 

.  

The delivery of Nurse Home Visiting Programmes (NHVP) by trained nurses is 

supported in the literature (Dodge, 2015). Programmes delivered by 
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paraprofessionals are outside of the scope of this literature search as the focus 

in this study is around HV delivery. 

 

2.4 Which programmes are effective? 

The literature highlighted that the range of programmes do differ in terms of 

their goals, frequency of visiting and their various inclusion criteria. This leads 

to a lack of clarity in what makes programmes effective and what leads to 

successful outcomes. Mothers perceive it includes the importance of building 

trusting, positive relationships with the nurse, how much time is spent with 

them, the availability of the nurse and the levels of nurse responsiveness 

(Zapart, Knight & Kemp, 2016). As a consequence, their confidence in 

parenting skills and abilities increased, improved stimulation and interaction 

with their children and led to behaviours which supported the child’s 

development. The limitation of this study is that it looked at the mothers’ 

perception only and not directly upon the impact on the child. Although there 

was a suggestion that the benefits could be longer term for subsequent children 

born into the same family.  

 

 Whereas In their literature search of three home visiting programmes Goldfield, 

Price and Kemp (2018) argue that the requirements for success are skilled, 

specifically trained and qualified nurses, whose visits begin in the antenatal 

period and continue over a prolonged time period and to those client 

experiencing adversity. The literature highlighted that, in general, the NHVP 

programmes began in pregnancy and until the child was aged two years. These 

early years are widely viewed as critical to long term positive outcomes and 

enabling children the best start in life (HM Government, 2021). 

 

2.5 Outcome measurement 

No one study used ASQ 3 as a developmental measurement and in general 

tended to look at more specific areas of health and development outcomes such 

as cognitive development, birthweight, breastfeeding, immunisations, sleep 

(Robling et al.,2016) and not the broader five developmental domains 

measured in ASQ3. It is not clear why this is the case as it is the UK wide tool 
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of measurement within the HCP. Sharma and Cockerill (2007) state that 

development is commonly grouped into physical (fine and gross motor), social 

–emotional, behavioural (wellbeing, attention) and communication (speech and 

language development and interaction skills). They develop over time and are 

influenced by biological, social and environmental factors, commonly termed as 

milestones. The ASQ   3 measures these milestones and offers an opportunity 

to intervene with strategies to promote health and development where delay is 

identified. Its application to a child cohort who have completed MECSH is 

significant, as it can indicate the success of the programme in terms of 

outcomes for children. ASQ3 is also applied as part of a universal service at 

age 2 years. This offers the opportunity to compare these two cohorts of 

MECSH and non- MECSH children with one another locally with the intention 

of gaining insight into programme impact. 

 

2.6 Why some programmes are effective? 

The literature also revealed that the number, or dose of visits, the content of 

delivery, focus of intervention and what outcomes are measured utilising 

various tools, all differ. This makes comparisons of programmes challenging 

and establishing the most effective programme of delivery, problematic. 

Despite outcomes not being well reported a systematic review of seven 

programmes by Beatson, Molloy, Perini, Harrop, and Goldfeld, (2021) does 

attempt to identify some key similarities such as having seven core components 

of content, duration starting in the antenatal period until the child is aged two 

years, at least nineteen scheduled visits, delivered by qualified nurses with 

similar caseload size and in receipt of regular supervision. It does fall short of 

identifying which programmes are the most effective for specific populations 

and calls for the need to evaluate the evidence base further. This should then 

inform policy development and investment. 

 

The commencement point and duration of delivery commonly began 

antenatally and covers the early years, as with the Family Nurse Partnership 

(FNP) in the UK and which is called Nurse Family Partnership (NFP) in the USA 

literature and MECSH programmes. Beasley, Ridings, Smith, Shields, Beasley 
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and Bard (2018) argue that parenting programmes which begin in the antenatal 

period and early postnatally hold potential for positive impact on child and 

maternal outcomes. The attrition rates are also significant with the assumption 

being that the more visits engaged with by clients then the better the outcomes. 

MECSH suggests fidelity of programme delivery is met if more that 75% of 

families received more than 75% of visits, one of which should be an antenatal 

contact (Goldfeld, Price & Kemp, 2018).  

 

Hernandez et al., 2019) highlight that 35 % of USA NFP clients complete the 

two-and-a-half-year programme with clients’ chaotic lives being cited as being 

the primary cause for the significant drop out number. In addition clients 

discontinued at points in the programme where milestones were reached or 

when they felt they had gained enough knowledge and skills which could be 

applied to their parenting. This poses the question, should program evaluation 

assess on child/parent achievement of milestones rather than longevity or 

duration of the programme and the drive to meet all program visits? Especially 

where the number of visits differ across programmes, as NFP in the USA has 

64 visits whereas MECSH has up to 25 home visits in the same duration of 

programme delivery. No rationale for the differences in number of visits was 

highlighted in the literature. 

  

Hernandez et al. (2019) also looked at how realistic the number of visits were 

for clients from the nurse perspective. They suggested a lesser number of; and 

duration of visiting and to add in greater flexibility so as to accommodate a 

range of client needs. The success of the programme could then be established 

on what clients could accommodate, was appropriate to them and celebrate the 

success identified by the parents themselves.  

 

2.7 Outcomes of intensive home visiting programmes. 

In terms of successful outcomes for children then three  Randomised Controlled 

Trials  (RCT) in USA on NFP demonstrated maternal and economic outcomes 

and included improved child cognitive performance, reduced child injuries, 

decreased abuse and neglect (Eckonrode et al (2010); Olds, Sadler & Kitzman, 



 

21 

Student number J25681 

2007) and increased school readiness and reduced mental health issues ( 

Heckman, Holland, Makino, Pinto & Rosales- Rueda, 2017). In 2017, Goldfield 

et al. conducted an RCT on ‘Right @home’, a title used instead of MECSH in 

one jurisdiction in Australia, where they demonstrated greater positive 

outcomes than for ‘usual care’ by promoting a supportive home learning 

environment for the child, as well as improved parenting.  In 2018, Kemp et al. 

conducted a quasi-experimental study comparing 3 cohorts on a sustained 

nurse home visiting programme in Australia which demonstrated favourable 

outcomes once again. In a German home visiting programme called “Pro Kind”, 

targeted at disadvantaged first time mothers from pregnancy until the child’s 

second birthday, identified children with higher developmental scores 

compared to the control group within standard community service provision. 

This is a result that might be anticipated within the findings of this research 

study but there is a dearth of similar studies to reinforce this anticipation.  

 

No research was identified in this review where intensive home visiting 

measured child developmental outcomes with an ASQ3 tool as a means of 

demonstrating these scores as significant to any NHVP intervention. Therefore 

there is no comparator to the findings in this study.  

Further, there is no research to suggest that the duration which a child is 

engaged within a NHVP, or the dose of visits administered, has a significant 

impact upon developmental outcomes at age 2 years. Specifically, in the 5 

broad child developmental domains which include communication, gross motor, 

fine motor, problem solving, and personal; -social development measured in 

the ASQ3. This study therefore holds the potential of filling a gap in current 

research and add new knowledge to the subject area. 

 

Even where short term outcomes are identified then Sawyer, Kaim, Mittinity, 

Jeffs, Lynch and Sawyer (2019) study brings into question if programme 

outcomes can be sustained over time even where there may have been initial 

positive results. In their study of a 2-year post-natal NHVP, delivered to socially 

disadvantage families which measured child development at 5 years of age, it 
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was concluded that there was no difference between the intervention and 

comparison group at age 5. 

 

2.8 Which programme is the most suitable local fit? 

 

MECSH and FNP are prevalent in the UK and MECSH is implemented locally. 

MECSH was chosen because the criteria for FNP is first time, teenage mothers 

and this is not a prevalent, local indicator of need. MECSH inclusion criteria 

(Appendix 1) is broader and applicable to a wider client group in need of health, 

development and parenting support. 

 

FNP in the UK is subject to RCT by Robling et al. (2016). It differs from MECSH 

in its inclusion criteria and its number of visits which are 64 versus up to 25 for 

MECSH. FNP measures smoking in pregnancy, birthweight and emergency 

department attendances and reducing the number of subsequent pregnancy 

which are not measured in MECSH. FNP showed no short-term benefits in its 

primary outcomes in these areas of focus. Whereas a mixed method study by 

Kemp, Elcombe, Sumpton, Hook and Byrne (2022) of MECSH in England 

identified multiple perceived parent and child impacts, such as increased 

parenting confidence and support for child development which aligned with the 

positive outcomes for MECSH in Australian trials. These included benefits to 

children and their development, to mothers and longer breastfeeding duration, 

creating a stimulating home environment and less vulnerable children at school 

entry. 

 

2.9 Conclusion of critical appraisal of the literature review. 

 

The findings in review of the literature highlight the value of home visiting which 

is enhanced where those visits are offered intensively. The relevance and 

effectiveness of this offer, by trained and skilled nurses, is also explored. The 

differences, in the main, surrounded the content of the programme, its duration 

and the number of visits to the families they targeted, were broad and lacked a 

consistency. This made comparisons difficult where one programme could be 
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established as dominant or most effective. MECSH appeared in the literature 

and is adopted locally. As a consequence, determining if MECSH was the best 

programme for the local community and elicited positive outcomes became a 

focus. Specifically, in terms of child development outcomes.   There was no one 

identified method of determining the value or outcomes and the ASQ 3 is 

presented a means of achieving this. These findings gave rise to the area of 

study and is presented in the aims that follows within the research design and 

methodology chapter. 
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Chapter 3: Research design and methodology. 

From the literature review, the following aim and objectives emerged for this 

research study.  

 

3.1 Aims of the study 

The research question posed in this study is twofold.  The first is aimed at 

highlighting if there a relationship between the developmental scores for 

children on the intensive home visiting programme called MECSH, compared 

to a cohort of children who have not experienced the programme at age two 

years. Secondly, does the dose also referred to as the number of completed 

visits, impact the developmental outcomes of the children on MECSH? 

 

The worldview or beliefs held by a researcher can influence the practice of 

research. These views are sometimes referred to as paradigms, ontologies and 

the study of knowledge and epistemologies or the world view of how that 

knowledge is gained (De Vaus 2001; Creswell & Creswell, 2017). May and 

Williams (2002 p 69) state that ‘All philosophical positions and their attendant 

methodologies, explicitly or implicitly, hold a view about social reality. This view, 

in turn, will determine what can be regarded as legitimate knowledge. Thus the 

ontological shapes the epistemological.’ 

 

Walliman (2020) argues that if the researcher wants to establish correlations 

between ‘social facts’ then there would be a bias towards collecting official data. 

However, if there is a desire to study ‘social meanings’ then interviews and 

observations are appropriate.  Whereas a more scientific method is required 

where technical performance is under study. This does not mean that one 

approach is better than another, rather that the characteristics of the research, 

determine the approach. It therefore follows that as this study incorporates the 

analysis of data that it takes a scientific approach which is aligned to the 

positivist approach to research as opposed to a constructivist approach.  
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Walliman (2020) argues that Positivism has a philosophical foundation that the 

researcher can establish truths about reality that can be universalised, where 

the researcher is neutral and detached and takes a scientific method to reveal 

fundamental laws. In this instance, the methodology, quantitative analysis, is 

utilised to validate, reject or refine the hypothesis. This commonly incorporates 

scientific experiments or quasi experimental applications. This study utilises 

secondary data findings and so is quasi-experimental in approach.  

 

Constructivism takes the view that everyone sees reality from a different 

perspective and so it is impossible to establish truths that are universal, that 

these differences need to be highlighted, where the researcher plays a part in 

the research process and ultimately uncovers meanings from the research 

subject. This qualitative methodology mostly includes questions, interview sand 

observation by the researcher, in order to reveal meaning, relationships and 

effects of their interactions.  

 

Constructivism commonly aligns with HV practice and its research which is 

based upon a social model of health and advocates working in partnership with 

clients, is immersed in the client’s lived experiences and grounded in relational 

practice. This paradigm is a foundation to qualitative research. Meaning and 

theory is generated through understanding the social context of humanity and 

life experience. Cody (1999) argues that these lived experiences and client 

perspectives emerge through data collection, often in the form of interviews; 

and themes or patterns emerge as a result of the process. These are then 

collated to represent significant findings, often representative of a broader 

population. However, a positivist paradigm was apposite to this research 

proposal here which sits more generally within a quantitative methodology. This 

position is reinforced by the research identified within the literature review in 

Chapter 2 where quantitative approaches dominates the studies in the subject 

area. This paradigm is aligned with cause-and-effect study and reduces 

variables to a minimum with the aim of containing the area of scrutiny. The 

research questions within this proposal takes this cause-and-effect stance. 

Testing laws and theories of the world through observation and measurement 

to establish an outcome (Curtis & Drennan, 2013).  
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The question posed by my research is best answered by a quasi-experimental 

(QE) research approach rather than the experimental design. This is because 

it uses secondary data where data already exists for interpretation. Smith 

(2008) argues that it is already compiled as numerical data, in this case child 

development outcomes, and may have new statistical approaches applied to it. 

Gray (2021) highlights that primary data is often considered that which the 

researcher has gathered themselves. In addition, this study is a social 

intervention, and the sampling is non-randomised rather than randomised, as 

Keppel (1991) argues would be the case in experimental research. This is 

considered a drawback of QE and a challenge to its internal validity which refers 

to the cause and effect of research. A true experimental design would reflect 

the impact of all variables and therefore influence the broad generalisation of 

the findings.  In non-randomisation then it is not possible to control all the 

variables that may impact the findings and how transferable the learning 

becomes. 

 

A mixed methods approach could potentially be considered in conducting this 

research. This approach is rapidly being recognised as the third major research 

paradigm (Johnson, Onwuegbuzie, & Turner, 2007) and is a mixture of 

quantitative and qualitative methodology. One suggestion might be to conduct 

an explanatory, sequential, mixed method approach where the initial findings 

of the quantitative research is enhanced by insight gained from a qualitative 

methodology. Hanson, Clark, Petska and Creswell (2005) argue that combining 

the two approaches gives a richer understanding and context to what is being 

researched. For example, the secondary data analysis of child developmental 

outcomes may reveal a significant difference in one domain of the ASQ 3 

results for the MECSH cohort and might be explained in further depth through 

constructivist research highlighting children’s lived experiences. However, this 

would potentially prolong the research period beyond what is an expected 

timeframe to complete the research process. It is recognised that qualitative 

research tends to have smaller samples of study than is suggested by my 

research. This is a relatively large cohort to study in this way and therefore out 



 

27 

Student number J25681 

with the scope of this proposal. It is worth considering as a follow up study to 

complement this initial research.  

Taking a systematic approach to the area of study is supported by a research 

process. 

 

3.2 Research process. 

The research process as proposed by Walliman (2020) is presented here.

 

Figure 1 

Walliman (2020) proposes a research process that is adopted within this study 

in order to evidence the steps taken within this specific context. At this point 

‘the situation’ has been established as an area for investigation. This is the child 

development outcomes at 2 years of age where comparison are made for 

children who have had a two-year intervention of MECSH and those who have 

not. Also, to explore if the number of completed visits are significant to the child 

outcomes. This has led to establishing the ‘research topic’ aimed at studying 

the effectiveness on child development for the intervention (MECSH), or not. 

The data collection already exists in numerical format, and this drives a 

quantitative methodological approach as the ‘research method’.  
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The following sections further elaborate on the research process and will outline 

elements of how ‘data’ was collected and its analysis. Finally leading to the 

drawing of conclusions regarding the findings, including making further 

recommendations. This commences with presentation of the sample for this 

study. 

 

3.3 Sample 

De Vaus (2001) argues that sample size is dependent upon cost, timeframes, 

how accessible participants are, how the data is to be analysed and what level 

of accuracy is sought. In general, the larger the sample the better but there is 

a case where oversized samples can be unhelpful also. In this study, the 

sample size is measured using an online calculator ‘Qualtrics’ to determine the 

minimum number of necessary samples to meet the desired statistical 

constraints. This means that a standard confidence level of 95% and 5% margin 

of error is applied to the population size in order to elicit the ideal sample size. 

The most common confidence levels are identified as 90%, 95%and 99% 

(Newbold, Carlson & Thorne, 2013) and indicate the percentage of times that 

a repeated test or survey will produce a true result. The preferred scientific 

percentage is 95%.  This study had a population size of 740 children measured 

at age 2 years with the ASQ 3, producing an ideal sample size of 253 children. 

In this case the MECSH cohort numbered 97 children. In order that this be 

statistically significant then the margin of error is raised to 9.09% and so a less 

representative sample of the chosen population than the ideal 253 children. 

Giving nearer to a 90 % confidence level of findings. The 90% confidence level 

is often observed in preliminary studies, such as this one, where findings can 

be tested more rigorously in subsequent research (Cleff, 2014) and supports 

the recommendation made for this in the final chapter. However, these findings 

will essentially give a local context and insight into developmental outcomes for 

MECSH and Non-MECSH children age 2 years and a helpful benchmark 

 

For the requirements of this study then the sample is purposive and simple, not 

randomized within a quasi-experimental methodology. MECSH has inclusion 

criteria (appendix 1) and engages clients based on these needs. This means 
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that not all clients have equal access to it, therefore, clients cannot be 

randomised to cohorts equally, as their characteristics differ in at least these 

inclusion criteria. This explicit difference is a desired scenario of this study, in 

order to answer the research question.  

 

3.1.1 Sample participants and setting. 

In 2020 there were 942 children who were offered an ASQ 3 to measure their 

development as part of a standard service delivery on the national HCP 

(Government UK, 2023) by a Health Visitor. These were the total number of 

children aged 2 years in Jersey in 2020. Of these 942 children 740 children had 

a completed ASQ 3 which indicated that 79% of the whole population of 2-year-

olds in 2020 had a completed developmental review. The remainder of children 

who were offered but parents declined, or did not attend an appointment, were 

202 or 21% of children. These do not appear in data findings as there were no 

developmental outcomes recorded and equally were not on the MECSH 

programme. 

 

MECSH is a home-based intervention and so these were completed in the 

home setting with parents, child and HV present.  The criteria for the 

programme have to be met in order for it to be offered by the HV and examples 

of MECSH criteria are included in appendix 1. 

 

Participants were categorised into 4 sections for presentation of data findings 

and to facilitate comparisons.  
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Figure 2. Categories of participants. 

 

3.4 Programme requirements and staff profile 

The programme is delivered by Specialist Public Health Nurse (HV) with 

competencies included in child development and working with families to 

prevent ill health and promote health (Appendix 2). The programme is licensed 

for nurse practitioners to deliver from the University of New South Wales, 

Australia. The programme was adopted and commissioned locally and as a 

consequence, all of the island Health Visiting team are trained in the MECSH 

programme and its delivery. HV lead on programme delivery with utilisation of 

a skill mix of Mental Health Practitioner (MHP) and community nursery nurses 

to facilitate MECSH groups for families. 

 

The schedule of MECSH visits are presented in Appendix 3 and averages up 

to 25 visits over 2 years delivery is up 25 visits which begin In the antenatal 

period. This point of development coincides with the offer of the Healthy Child 

Programme 2-year developmental contact, measured via the ASQ 3. 

This standard visiting schedule within the HCP (HM Government, 2023a) is 

presented in Appendix 4. 

 

 

 

 

2018

New births

N= 942

MECSH children 

N=97

MECSH children 
completed 

N=61

MECSH not 
completed 

N=36Non - MECSH

children

N= 643
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3.5 Data collection method 

 

The Instrument applied for the purposes of measurement is ASQ 3 which is a 

reliable, validated tool and internationally applied developmental questionnaire 

(Bricker et al.,1999). It is administered by the health visiting team, in partnership 

with parents, at population level, universally and via observation and completion 

of the questionnaire at the client contact. Threshold scores are utilised to 

determine if a child’s development is on track, needs monitoring or further 

assessment These cut off scores are given by age and each of 5 developmental 

domains (Squires, Bricker & Twombly, 2009). Local scores from the ASQ3 were 

reported in the data for interpretation. 

 

The MECSH cohort data will be extracted from the general population in order 

to compare data in the 5 child developmental domains. These include 

communication, gross motor skills, fine-motor skills, problem-solving and 

personal-social developmental domains. 

 

The organisational EMIS IT System collates numerical data in the form of ASQ3 

scores on each child in 5 domains of child development at the level of the 

individual child. There will be an overall development score for each child as 

well as a score for each of the 5 domains. Each score determines whether the 

child is meeting developmental milestones, or not. There is also an overall, 

annual average of achievement for all children of this age which identifies those 

children who are at, or above their expected developmental milestones. 

 

ASQ 3 findings are recorded by a HV using an EMIS data template. For this 

data set, ASQ3 results recorded in 2020 were exported from EMIS along with 

a unique identifier (EMIS ID). This unique identifier was matched against a 

separate MECSH dataset in order to identify children who had been both 

accepted on to the MECSH programme. This allowed us to isolate two distinct 

populations; Children with ASQ3 results who were not part of the MECSH 

programme and Children with ASQ3 results who were part of the MECSH 

programme. The ASQ results regarding children who were typically developing 
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within the ASQ domains could then be compared between these distinct 

groups. 

 

Only children who have experienced the MECSH programme will be compared 

to the rest of the population who have completed the ASQ 3. The remainder 

have opted out of the assessment by choice or not attended an appointment 

for its completion. 

 

In addition, the dose of visits, as a further dependent variable, will be applied to 

the MECSH cohort and described against the independent variable of 

developmental outcomes. 

 

There will be a plan to provide a discursive analysis, of the data for all the 

dependent (MECSH) and independent variables (developmental outcomes). 

This type of analysis is an attempt to apply order within a quantitative approach 

such as counting the frequency and differences between variables. Jaspal 

(2020) argues that this approach is effective in terms of qualitative and 

quantitative methodologies. The categorization and coding of outcomes is 

presented here in order to achieve a level of objectivity, reliability and potential 

for generalisation towards the development of new learning. Whilst the sample 

size of this study limits its generalisability, it does provide a useful local 

benchmark as well as a foundation for further research. Visual representation 

will also be provided of the numerical data outcomes. 

 

The aim of the findings is to compare two groups of children (MECSH and Non-

MECSH), of the same age, in 5 developmental domains. The MECSH cohort is 

divided into those who completed the entire programme and those who did not. 

To identify if the ASQ3 scores are similar or significantly differ and interpret and 

present findings. Secondly, to identify if levels of engagement on MECSH has 

had an impact upon developmental outcomes at two-year milestone point. 

 

Data will be presented as ‘nominal’ rather than ‘ordinal’ for the primary research 

question and rank order to developmental scores. These are reported by 

developmental domain, per quarter and an overall annual summary. To some 
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degree the data is also rank ordered, more or less than one another, when 

comparisons are made across the categories. This proposes an ordinal 

measure of the data also. 

 

When analysing data, the choice between the t-test and the Mann-Whitney U 

test depends on the distribution of the data. If the data presents as a normal 

distribution, then the t- test will be applied for the purposes of analysis. This 

means the data would follow a bell-shaped curve where most of the 

observations, such as ASQ 3 scores, cluster around the mean or average and 

the probabilities for values further away from the mean taper off equally in both 

directions. Not normal distribution will see the Mann Whitney U test applied to 

the data where it is not assumed a specific distribution for the data. Instead, it 

relies on the ranks of the data rather than the actual values. This makes it 

suitable for analysing data that is not normally distributed, such as skewed 

distributions or data with outliers (Field, 2013). 

 

There are a number of assumptions regarding child developmental outcomes 

prior to completing this research. One such assumption is that as one goal of 

MECSH is to benefit child development then it would be reasonable to expect 

to see that children on MECSH have, at; or above; normal developmental 

milestones scores, compared to the rest of the ASQ 3 population. Specifically, 

within the communication domain because one of the main foci of intervention 

is supporting parents in helping their child to learn to communicate. 

 

Equally, it could be argued that it is a positive outcome if this cohort are at the 

same score as the rest of the population because those families on MECSH 

have met criteria of additional health, social, psychological, economic or mental 

health needs. These children are therefore expected to have poorer outcomes 

than their counterparts (Kemp et al., 2011). An awareness of such assumptions 

is vital so as to not impact or bias interpretations and findings.  

 

It is important to identify any bias when providing a narrative to the data and 

caution taken to not only report positive results, but it is also, in general, less of 

a risk with numerical data than with qualitative, narrative findings. In terms of 
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this study then a parent narrative may elicit positive outcomes for building 

confident parenting skills and effective parent-health visitor relationships but not 

accurately identify the child’s outcomes in terms of their development. Whereas 

a measurable scoring tool such as ASQ 3 may suggest a greater objectivity in 

child development outcome results and findings more robust, as a 

consequence. 

 

3.6 Ethical considerations 

Bio ethics has evolved over the years, specifically since the 1970’s and covers 

issues regarding advances in healthcare, medicine and science. This period is 

underpinned by key documents such as The Declaration of Helsinki (World 

Medical Association, 1964) superseded by The Belmont Report (1979) (US 

Department of Health and Human Services. (n.d.)   which gives guidance on 

the protection of human subjects in research. At their core, they hold the 

principles to respect within research practice. Therefore the ethical 

considerations made for this research are evidenced in the following sections 

and in line with the ethical principles. 

  

 

3.6.1 Ethical principles. 

There are four main paradigms to bio ethics including virtue, teleological (focus 

on the rights of participants), deontological (a moral obligation that principles 

should never be compromised)) and principlism. Beauchamp and Childress 

(2001) published a seminal work which offered a ‘systematic analysis of the 

moral principles that should apply to biomedicine’ which aligned with 

principlism. These principles are respect for autonomy of participants as well 

as their right to protection, non-maleficence, beneficence (do no harm whilst 

maximising benefits), and justice (equality and fairness). In this instance this 

regards health service provision. They argued that no one principle took priority 

and that where conflict exists between them that efforts should be made to 

balance them. These principles are explored in terms of the research presented 

here. 
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There are additional principles that are focussed upon the researcher and 

participant relationship such as veracity, privacy, confidentiality and fidelity 

gained by ensuring informed consent, honesty and transparency regarding the 

research process and the findings (Bowen, 2009). These acknowledge the 

accountability and responsibility of the researcher. 

 

The process for this research met Ethics Committee standards for the 

University of Chester and local Ethic board (HCS) in order to ensure the 

integrity of this research and that it adheres to their associated code of conduct 

(Appendices 5 & 6). 

 

3.6.2 Respect and Consent (non-maleficence/beneficence). 

Participants in a research study are usually required to give their informed 

consent before participating in the study and preferably informed consent. This 

would include the area of study, what the requirements are and what the 

benefits might be. The consent would then be recorded. Secondary data was 

utilised in this study and so consent was not required of the participants. 

However, Gladstone, Volpe and Boydell (2007) point out that issues of informed 

consent and confidentiality are not eliminated in any case. Maintaining 

confidentiality in order to protect participant’s privacy was essential to this 

consideration and is discussed further in the next section of this dissertation. 

Essentially, the greater the vulnerability of those being studied, such as MECSH 

children, then the greater the obligation of the researcher to protect them and 

cause no harm. A measure taken towards this was to seek permission from the 

organisation holding the data, giving a rationale for its use.  

 

Secondary data was requested of the organisation via the gatekeeper for the 

data who is often termed the Caldicott Guardian (HM Government, 2023b). 

They are a designated role within Data Protection Policy and aligns with the 

Law (Data Protection Law 2018).  A request for their consent was made via a 

letter (Appendix 7) to the gatekeeper of the data and made the purpose of the 

request and the research, transparent. Honesty and transparency regarding the 

process and maintaining the privacy and safety of clients is paramount. 
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Beneficence was intended in this study as it seeks to search for benefits of an 

intervention with the aim of improving outcomes for children. 

 

3.6.3 Confidentiality. 

Confidentiality and maintaining anonymity of client participants are essential 

components of ethical research (Wiles, Crow, Heath, & Charles, 2008). 

Therefore the children are not named or identifiable within this study data 

collection and are assigned numbers (Unique EMIS numbers) instead, to 

assure this. In addition, the geographical location is not named.  

 

Confidentiality does pose particular challenges within a small jurisdiction, such 

as an island, but also is able to potentially highlight issues with a sharper focus 

because of this same circumstance. There are fewer outside influences and 

variables can be more contained and controlled. This is specifically true of the 

health and community services that are delivered locally. Maintaining 

anonymity of participants and including in how data is managed and presented 

is vital to achieving this end. For instance, it may be a consideration as to 

whether these findings are published or not. That is not to say that any new 

learning or developments from this work do not inform practice moving 

forwards. 

 

To emphasise this point, children and families on the MECSH programme meet 

vulnerability criteria (appendix 1) in terms of physical, social, mental, 

psychological and economic need. Therefore, careful consideration should be 

given as to ethical issues related to MECSH clients being identifiable or how 

unfavourable results may impact the wellbeing of clients, how this may impact 

levels of engagement with MECSH or its acceptability and the ongoing funding 

of the programme locally. How findings may be shared and disseminated will 

need a balanced, meaningful and well critiqued approach, as a consequence.  

 

3.6.3 Data 

Doucet and Mauthner (2002) argue that data analysis is an ethical issue as it 

suggests a power differential between the researcher and the participant and 
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has potential to be harmful, as a consequence. Consideration of not only how 

these findings are disseminated are essential but also that there is a suitable 

method and time planned for disposal of data The data for this research will be 

disposed of at the end of this academic pathway. The collection, storage and 

analysis stages has not compromised the participant’s right to privacy by 

ensuring confidentiality throughout. 

 

An honest approach was taken to data analysis and whereas it is recognised 

that to be totally free from bias is challenging that no distortion of data or 

ignoring of negative findings was employed in the approach to this research. 

 

The data accessed will remain on the organisational system as a clinical record 

in line with record keeping policy for health care institutions. This is currently 

until a child is 25 years of age or 8 years following medical or surgical 

intervention. This ensures that the accuracy of data findings can be reviewed if 

required or brought into question at a future date. Whilst held securely on the 

IT system then manipulation of the raw data is prevented. The data that has 

been exported to EXCEL in order to produce explicit reports for this study, will 

be disposed of on completion of this pathway period. 

 

  

3.6.3 Justice 

This concerns the distribution of benefits and burdens within the population. 

Botes (2000) argues that it is the fair and equitable approach required based 

on universal principles but there is also a need to balance these needs with 

those where care is individualised and contextual. The integration of ethic of 

justice and care are needed to be integrated. 

 

To emphasise this point, all children in receipt of ASQ 3 in 2020 were 

considered within the data collection and not excluded on additional criteria. 

The aim of which was to identify the effectiveness of an intensive service offer 

(MECSH) by measuring child development outcomes. If this is favourable, then 

the research findings would be aimed at informing service improvements in 
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order to benefit children. Honesty and transparency in approach is fundamental 

to effective outcomes. Ameliorating against researcher bias is key to this aim. 

 

As the researcher works within the organisation where the data is held then 

careful consideration was be given to ‘insider’ research bias and the necessary 

boundaries that need to be adhered to so that the trustworthiness and credibility 

of the research findings are not risked (Asselin, 2003). There are some 

advantages to being an ‘insider’ as there is familiarity with the processes and 

systems and the HV practice which underpins the data. The facilitation of the 

research was benefitted by professional experience, qualifications and 

professional relationships which facilitated the research being conducted, 

however, the risks must also be ameliorated by the design of the study including 

a clear, documented rationale and decision-making process that is evident 

within the design and findings. Additionally, reflexivity is a crucial consideration 

in all types of research. Reflexivity refers to the process of the researcher 

reflecting on their own role and influence on the research process and its 

outcomes. The structured and objective nature of quantitative research helps 

reduce the risks associated with it. By employing standardized methods, 

objective measures, statistical analysis, predefined hypotheses then 

quantitative research minimizes the influence of the researcher’s personal 

biases and interactions on the study's outcomes (Cresswell & Cresswell, 2017). 

 

Clear professional boundaries will be drawn as my professional role cannot be 

utilised to gain access to data without the necessary permissions. It was 

advisable to look at the area of study with ‘fresh eyes’ and put assumptions and 

prior experience to one side and exercise an effective self-awareness and 

reflective approach to support this robustly. Remaining objective and distant 

from the data being analysed alongside continuous reflection throughout the 

process. During the research, there was no direct contact with participants 

which reduced the risks of expectations and bias from that perspective. 

However, the HV staff who are involved and will know about the study may look 

for favourable outcomes, in positive recognition of their practice. Managing 

these expectations will be key to affecting morale or ongoing relationships 

within the workplace. Avoidance of confusion of roles is important also. The role 
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as researcher and as a professional needed to be boundaried and transparent. 

Personal beliefs, values and perspective views kept to the relative roles and 

responsibilities thus protecting the study as an academic exercise, with findings 

that can inform practice and add knowledge to the field. 

 

In support of following on from the research proposal then a plan of work and 

time schedule was required and the research process mapped out in support 

of completion. No ethical, unpredictable challenges occurred in undertaking this 

research and data collection and presentation was not complex. No budget was 

required as the research was not funded, was completed by the researcher and 

participants required no financial inducements. This gave amelioration to risks 

regarding bias and impact upon outcomes. 

 

It is anticipated that there will be interest regarding this research both within 

and outside of the organisation. The opportunity to inform practice, influence 

local Commissioning processes and the sustainability of the service provision, 

within a multiagency context must not be lost where benefits for service users 

are identified. Curtis, Fry, Shaban, and Considine (2017) argue that translating 

research findings into practice is ‘essential to safe, transparent, effective and 

efficient healthcare provision’. Arguably, the client experience can only be 

enhanced by staff who practice with such insight and deliver quality care. 

Equally, where findings are positive it would be proposed that staff are 

motivated and positively regard the value in the service delivery. 

 

The aim of quantitative research is to objectively measure statistical, reliable 

data, test hypotheses, control variables in order to elicit generalisable findings. 

As in this study, it is often used to evaluate the effectiveness of interventions 

(Bryman, 2016) such as presented in the following data finding 
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Chapter 4: Data Findings. 

Walliman (2020 p.219) suggests that are five stages in content analysis 

regarding study of secondary research. 

 

• State the research problem. In this study this is identified within the null 

hypothesis. 

• Employ sampling methods in order to produce representative findings. 

This is discussed in the previous sampling section where 4 categories of 

children are presented for comparison. 

• Retrieve the coded fragments. This is provided by a coded ASQ3 

template completed by a Health Visitor and recorded on EMIS IT system. 

• Do quality checks on interpretation such as classification and 

combination of data.  

• Analyse the data. This is presented within this section of the dissertation. 

 

The data is presented sequentially beginning with the overall population sample 

from which the Non- MECSH and MECSH samples derive. The common factor 

is that all have an ASQ3 outcome recorded for data outcomes in 2020. This 

score facilitates the comparisons and analysis necessary to this study. 

Appendix 8 provides an ASQ3 questionnaire exemplar. 

 

Table 2. Overall sample, category, number and percentage assessed by 

ASQ3. 

Number of births in 

2018 942 

Number of children 

ASQ3 assessed at 

2 years in 2020  740 

% of children 

assessed 79% 
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The remaining 21% of children had parents who declined, or did not attend, for 

completion of the HCP 2-year developmental assessment (ASQ 3) which is an 

offer and not a statutory contact by the HV. 

 

The ASQ3 outcomes was the primary data for comparison and was matched to 

MECSH data for MECSH programme completion in 2020 where all children are 

aged 2 years and the MECSH programme is completed following a two-year 

period of intervention. 

 

The data is divided into 4 categories with associated scores for interpretation. 

Each category presents the number of typically developing children by quarters 

of the year. Quarter 1 is January to March, quarter 2 April to June, quarter 3 is 

July to September and quarter 4 is October to December in 2020. These are 

listed in the left-hand column. 

 

The 5 domains of development within ASQ 3 are at the top of each vertical 

column and the numbers of children then listed below each. These are then 

represented as percentages in the lower tables, by quarter.  Finally, the bottom 

table gives overall results for all children typically developing by quarter, in each 

domain. The data is then concluded with an overall average for all children, 

typically developing, in the bottom right column.  

 

This format is repeated for each of the 4 categories of Non- MECSH children, 

MECSH (ALL), MECSH (Completed) and MECSH (not completed). Key points 

highlighted by the data is raised below each table. 

 

4.1 Non- MECSH ASQ 3 scores.  

This includes the 643 children who were from the birth population of 942 in 2018 

and who have not received the MECSH programme but had a completed ASQ 

3. 
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Table 3 Non-MECSH cohort ASQ3 scores. 

 

 

These scores highlight that of the non-MECSH cohort there are 82 % (527) of 

children overall who are meeting their developmental milestones, or typically 

developing, in all 5 developmental domains. Each domain of development has 

a minimum threshold which indicates that a child appears to be on schedule, in 

line with their age, for their development (Squires & Bricker, 2009).   

 

Scores suggest that the domain most often not achieving milestone threshold 

is within the communication domain and this is highlighted in yellow, at 88%. 

Therefore 12 % (74) of children in the Non-MECSH cohort are not meeting the 

expected milestone for their development within communication, in 2020. 

Whereas 4% (27) are not meeting fine motor development, 5% (32) gross motor 

milestones, 7% (48) personal social- social level and 5% (33) problem solving 

skills.  

 

In 2017, a report of 28,530 children by HM Government (2017) highlighted that, 

in England, 2-year-olds who had ASQ 3 scores recorded, were above the 

threshold of expected development in 90% of cases. This is a concerning 8% 

increase on scores within this study data set which has significant implications 

for practice and service provision, locally. Where there are indications of 
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potential delays or disorders of child development then intervention and 

parenting support is essential to avoid further impact upon a child’s future 

outcomes and life chances as a result of ongoing delay, impact upon social 

skills, behaviour and their readiness to learn (HM Government, 2021). HVs are 

central to this identification, intervention and referral to specialist services 

where required (HM Government, 2023a). Increased intervention across all 

domains of development are indicated especially regarding communication as 

a similarity was noted between scores in England and local ASQ 3 scores. Both 

were the lowest level of attainment across all of the developmental domains. 

This indicator of child communication need has a broad and profound impact 

upon a child’s overall development and should instigate a robust and effective 

response (Irwin, Carter & Briggs-Gowan, 2002; Johnson, Beitchman & 

Brownlie, 2010; Lindsay, Dockrell & Strand, 2007). 

 

The reported ASQ 3 data for England was then further analysed by region and 

locality, gender, ethnicity, first language and levels of deprivation (income) and 

gave deeper analysis of findings where particular diversity and adversity was 

correlated to findings. Applying these characteristics to the local findings would 

be a recommendation in order to achieve the same level of understanding and 

inform where to target services of support further. If the suggestion made here 

were to drive change, then a note of caution is drawn within the report, as the 

data quality was not consistently collected across jurisdictions. This presents 

challenges to gaining generalisable insights and in making direct comparisons 

across regions. Further insights into the local context would reassure the 

targeting of support services for intervention. 

 

 

4.2 MECSH- (ALL) ASQ 3 scores. 

This includes children who have completed, or part completed the MECSH 

programme and equates to 97 children. This is a small sample of the ASQ3 

cohort in 2020 and not a size that would provide statistical significance. 
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Table 4. MECSH (All) cohort ASQ3 scores. 

 

 

The percentage highlighted in yellow above shows a comparable percentage 

to Non-MECSH children, developing typically within the communication domain 

of 87% and represents 13 children. This is significant in that the MECSH cohort 

is achieving approximately as well as the Non-MECSH in this domain (1% 

lower). However, it is also noted that the overall attainment is at 75 % (73 

children) where the Non-MECSH cohort are at 82 % (527 children). This 

translates that MECSH (ALL) children are developing less typically than NON- 

MECSH children by 7%. These poorer outcomes are predicted within the 

literature (Kemp et al., 2011) and evidenced in these findings. 

 

The biggest impact on these outcomes appears in Q3 where only 10 of 22 

children are meeting developmental milestones and cannot be easily explained 

without understanding the context for each child. Did they have more complex 

health needs than other 2-year-olds or was this an impact of a Covid lockdown 

period where they had not been exposed to normal developmental stimulus and 

play? 
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The next lowest attainment is seen in the personal-social domain. The effect of 

which is to decrease the overall statistic for children not typically developing in 

this cohort. This may also have been a social impact, a rise in parental need 

where stress, parenting styles and family dynamics may have impacted the 

child’s development during Covid (Costa, Cruz, Alves, Rodrigues & Ferguson, 

2022) or perhaps a failing in programme content or delivery where other UK 

programmes may have been more successful such as FNP which claims 

mental health issues may be reduced by its delivery (Heckman, Holland, 

Makino, Pinto & Rosales-Rueda, 2017). 

 

4.3 MECSH– (Completed) ASQ3 scores.  

This includes the children who completed the MECSH programme and 
discharged at 2 years and represented 61 children. 
 
Table 5. MECSH (completed) ASQ3 scores. 
 

 
 

The highlighted percentage here shows 87% (53) of children typically 

developing within the communication domain. This compares similarly to the 

Non- MECSH cohort and suggests that where MECSH is completed that these 

children develop as well as the Non- MECSH, general population. With slightly 
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decreased percentages in the remaining domains when compared to Non- 

MECSH scores. The most difference is noted in the personal-social and 

problem-solving scores. Eliciting a 72 % (44 children) overall typically 

developing score compared to 82 % (527) in the Non- MECSH cohort.  

 

 

4.4 MECSH – (not completed) ASQ 3 scores.  

This includes children who did not complete the MECSH programme and 
equates to 36 children. 
 
Table 6. MECSH (not completed) ASQ3 scores. 
 

 

 

The highlighted percentage here, in the communication domain, compares 

similarly for children typically developing at 2 years, whether MECSH is 

completed or not and aligns with Non –MECSH cohort statistic at 86 %.  

Surprisingly, overall those typically developing is at 81%. This demonstrates an 

increase on MECSH (completed) children of 9% and suggests that where 

MECSH is not completed that there are improved developmental outcomes for 

children aged 2 years. The anticipation would be in line with evidence that 
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children who complete programmes experience better outcomes (Goldfield, 

Price & Kemp, 2018) but that is not evident in this data. 

 

4.5 Visit/Dose Data. 

The following data set concerns the number of MECSH visits delivered by HVs 

and engaged with by clients. These are also referred to as the dose of visits on 

the programme. The literature makes an assumption that the more visits 

engaged with by clients then the better the outcomes and this includes child 

development (Beasley, Ridings, Shields, Beasley & Bard, 2018). It follows that 

in these findings the assumption would be that where more visits are completed 

then the ASQ 3 scores are better.  

 

The number of visits expected overall is at least 19 and up to 23 visits, after the 

child is born. The potential 3 antenatal vistas are not included in this study. 

Additional contacts include group attendance and Mental Health Practitioner 

(MHP) visits, but they are also excluded from the data collection as they are not 

in the home setting or conducted by a HV.  

 

The visits expected to be delivered/engaged with in set periods of a child’s life 

as presented in Appendix 3 and standard HV visits in Appendix 4. 

 

Table 7. Visits completed for MECSH (All) cohort. 

 

MECSH (ALL) 97 children. 

Number of 

visits 

0-6 

weeks 

7-12 

weeks 

13-26 

weeks 

27-52 

weeks 

53-104 

weeks 

Total 

visits 

delivered. 

Percentage 

of 

completed 

visits in the 

time period 

  

70% 

 

42% 

 

50% 

 

76% 

 

82% 

 

58% 
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This table highlights that 58% of the required visits have been delivered for all 

clients on the MECSH programme from enrolment in 2018 and ending in 2020 

whereas the literature search highlights that the fidelity of MECSH requires 75% 

of families, receive 75% of visits (Goldfield, Price & Kemp, 2018). Thus 

suggesting that expected programme outcomes will be potentially, negatively 

impacted in these findings. This may account for a lower overall ASQ 3 score 

for MECSH compared to Non-MECSH children. 

 

MECSH (completed) 61 children. 

 

Table 8. Percentage of Visits completed for MECSH (completed) cohort. 

 

Number of 

visits 

0-6 

weeks 

7-12 

weeks 

13-26 

weeks 

27-52 

weeks 

53-104 

weeks 

Total 

visits 

delivered. 

Percentage 

of 

completed 

visits in the 

time period 

 

77% 

 

38% 

 

49% 

 

77% 

 

81% 

 

69% 

 

 

Figure 3. Visits completed for MECSH (completed) cohort. 

 

The left hand, vertical column indicates the number of children and the bottom, 

horizontal line indicates the number of visits for that period of the programme. 
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Where a zero is indicated then clients are disengaged at this point in the period 

of programme delivery but some re-engage at a later point in the programme. 

 

In terms of completed visits then as expected these clients received the higher 

number of visits (69%) because they complete the 2-year programme. 

However, 6 clients disengage by period 2 but come back onto the programme 

by period 3 thus demonstrating an inconsistent engagement for some. These 

periods of disengagement are seen particularly in 7-26 weeks but then an 

improved level in the second year of the programme. The literature search 

argues that family chaotic lives and perceiving that have reached intended 

goals early, as causation for this this pattern. Equally, how realistic is it for nurse 

and client to accommodate this high number of visits is questioned (Hernandez 

et al., 2019).  

 

MECSH (not completed) 36 children. 

 

Table 9.  Percentage of visits completed for MECSH (not completed) cohort. 

Number of 

visits 

0-6 

weeks 

7-12 

weeks 

13-26 

weeks 

27-52 

weeks 

53-104 

weeks 

Total 

visits 

delivered. 

Percentage 

of 

completed 

visits in the 

time period 

 

53% 

 

41% 

 

50% 

 

66% 

 

63% 

 

53% 

 

 

Figure 4. Visits completed for MECSH (not completed) cohort. 
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This data indicates the lower level of visits completed (53%) 

The number zero in this graph is significant as where they occur in the early 

period then these children do not re-engage with the programme. 

Where 9 children are presented in first period as zero then these children do 

not come back into the programme. Their number is cumulative over the period 

of the MECSH programme and by the end of the programme in 2020 there are 

34 children disengaged. The numbers of disengagement are higher in the first 

and last period of the programme. Beatson, Molloy, Perinin, Harrop and 

Goldfield (2021) argue that 19 visits are optimal to positive outcome and this 

cohort are clearly below that level. However, the ASQ 3 scores for this cohort 

are better than those who have not completed MECSH which presents an 

anomaly.  

 

Further discussion regarding the findings are presented in the following section 

regarding the cross reference of the visits compared to the ASQ3 scores, for 

the same cohort of children. 
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Chapter 5 Discussion. 
 
Summary tables are presented here for ASQ 3 scores and followed by visits 

to facilitate further analysis 

Table 10. Summary table for ASQ3 scores. 

Cohort ASQ3 

Communication 

score 

ASQ3  

Fine 

motor 

score 

ASQ3  

Gross 

motor 

score  

ASQ3 

personal 

social 

score 

ASQ3 

Problem 

solving 

Overall % 

for all 

domains  

MECSH 

(ALL) 

Overall % 

87% 94% 96% 89% 90% 75% 

MECSH 

(completed) 

Overall % 

87% 92% 93% 85% 87% 72% 

MECSH (not 

completed). 

Overall % 

86% 97% 100% 94% 94% 81% 

 

 

Table 11. Summary table of MECSH Visits 

 

Cohort Visits delivered. 

MECSH (ALL) 58% 

MECSH (Completed) 69% 

MECSH (Not completed) 53% 

 

The Communication domain outcomes are generally consistent across all four 

categories of the sample. This is seen as a positive outcome, as it is an area of 

focus within MECSH intervention which uses learning to communicate 

resources with parents, in order to advantage their child’s development (Early 

Childhood Connect, 2023) It is anticipated that that the children on MECSH are 

doing at least as well as the non-MECSH children, as a consequence. This 

consistency in the findings suggest that the number of visits for MECSH 
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(completed) and MECSH (Not completed) do not have a significant impact upon 

this outcome. Rather, any MECSH intervention appears to have a positive 

impact within this domain of development. However, a higher number of visits 

do not appear to positively impact the other domains of development as there 

is a worsening picture of ASQ 3 scores in personal-social and problem-solving 

domains between MECSH (Completed) and MECSH (Not completed). 

 

At this early stage in child development then the ability to be on par with peers 

gives a foundation for the best start in life (HM Government, 2021) and a 

positive life trajectory. It is therefore imperative to understand what is making 

the difference to outcomes, as the literature remains unclear about what 

content, dose and duration of NHVPs ensure the best outcomes. 

 

Where the Non-MECSH cohort of children have improved ASQ3 scores, 

regardless of receiving only standard visits (appendix 4) then there are some 

presumptions that the same Health Visitors who deliver MECSH locally will use 

skills, knowledge and resource with the Non- MECSH cohort within their 

practice and this may have an uplift and positive impact upon child development 

also. Kemp, Cowley & Byrne (2017) call this a ‘spill over’ effect on the Non- 

MECSH population. In effect the whole parent population become upskilled in 

supporting child development as a result of Health Visitors, who are trained in 

MECSH, utilising the same approach in their general practice with all families. 

 

It is surprising that results are better for children who have not completed 

MECSH compared with those who have completed the programme and that 

overall results for MECSH (not completed), are similar to Non- MECSH 

experienced children, 82% and 81% respectively. This suggests that the impact 

on MECSH (completed) child development is lesser than where the programme 

is not completed. The fact that the overall programme delivery reached 58% of 

the MECSH visits, where expectations would be that this should be higher, may 

be of the greatest significance in this finding. 

 

In 2019, a study by Kemp, et al., (2019) identified that 87.3% of families 

completed the MECSH programme, also called ‘right@home’ in Australia, and 
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71.9% of those families completed 75% of scheduled visits. One of which was 

antenatal contact. Their conclusion drawn was that this programme had a 

higher adherence to visits, the schedule of those visits, its content for delivery 

and retention rates than other home visiting programmes. This provides a 

useful benchmark to the findings in this study where the percentage is much 

lower. 

 

Overall, for all children in receipt of the MECSH programme there were 58 % 

of visits delivered over the required 2-year duration where the expectation 

would be that all 19 visits are delivered. It is valuable to look at this percentage 

in terms of a HV potential to offer and complete a visit as well as the level of 

client engagement. The Health Visitor may have not adhered to the schedule 

of visits within time frames and the reasons for this are not captured within the 

data. Heranadez et al., (2019) argue that a high number of visits can be 

unrealistic. In addition, it would potentially gain further insight if work force or 

service issues had impacted this, such as, sickness, high staff turnover 

impacting the integrity of the programme offer.  

 

Equally, client engagement is key. It is recognised that this client group 

experience vulnerabilities and may be more challenging to access and engage 

onto an intensive, home offer with a professional. Issues such as poor mental 

and emotional health for parents can be prevalent and this scenario provides 

adversity around making consistent engagement happen (Olds, Sadler & 

Kitzman, 2007).  There is a MECSH MHP to whom parents are referred where 

this is a parental health need and they home visit also. Consideration could be 

made that these home visits in support of the programme, also be counted 

within the visit schedule, as they are not currently. This would improve this 

percentage of completed visits overall in approximately 10 % of clients, as this 

is the average number of clients referred to the MHP from the MECSH 

caseload. 

 

It would also be helpful to understand the reasons why families disengage from 

the MECSH programme. Indeed, the reasons could be positive and give rise to 

improved developmental scores seen here. Including, parental choice, as the 
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outcomes they were wanting to achieve had already been met, as identified in 

the literature search. These families may have either adapted well to the initial 

adversity or the vulnerability is now absent. The engaged clients may also have 

not met the necessary vulnerability criteria and would not have been eligible for 

the programme in the first instance.  

 

In MECSH (ALL) it is seen that there is a lower percentage for children typically 

developing in Q3 particularly. This may be a cumulative impact of two 

lockdowns on infants where their families are also known to be experiencing 

adversity at a time when normal life, social contact, service and community 

activity was hugely and negatively changed Johnson et al. (2024) found in their 

study that there was a slight decrease in ASQ scores post pandemic. A non-

Covid year comparator of local data would explore this further to evaluate 

replication of findings over time. 

 

There may be a variance on recorded ASQ 3 outcomes due to a number of 

different practitioners who have completed the ASQ 3 with individual children 

and their parents. There may be difference in practice approach, knowledge 

and skills impacting the ASQ 3 scores. Equally, where contact with the child 

has been limited with the HV then there is greater parental influence on 

achievement scores. This introduces an element of subjectivity as to how those 

discussions are held and the view on child development by the practitioner and 

parent regarding the outcome scores. Observation of child development is more 

informed where MECSH intervention and practitioners have visited intensively 

and less reliant on parent reported outcomes. Whereas Phillips & Shonkoff 

(2000) argue that it is the combination of professional and parent in assessment 

that is the most effective in assessment.  

 

Additionally, practitioners may have missed coding reportable visits on the 

EMIS IT system which may have skewed results for some of the cohorts and 

specifically those with smaller number of children. 

 

Ultimately, as this is the first study of this kind then it is not known what standard 

ASQ 3 outcomes are for children on the MECSH programme. Further study 
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where Non- MECSH children at 2 years are compared to MECSH children and 

introduction of a third cohort would hold the potential for further insight. This 

third cohort would be those offered MECSH because they met eligibility criteria 

but declined it. This would elicit a comparator between not only those who are 

on MECSH, or not, but also children experiencing adversity and not gaining the 

benefit of intensive support. An anticipated trajectory for each might potentially 

see Non-MECSH children scoring higher than those on MECSH and the 

MECSH children scoring higher than those who were eligible for the programme 

but did not receive it. 
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Chapter 6: Limitations. 

 

This study scopes only those children born in 2018 and their outcomes utilise 

only one tool of measurement albeit validated and utilised nationally there are 

potentially other measurement and outcomes that are not encompassed in this 

study. In addition, this is the first time that this comparator has been made, and 

it is therefore unknown what the standard ASQ 3 score would be for any of the 

MECSH categories of children.   

 

This study does not include other outcome measures of MECSH such as 

parental outcomes. 

 

The island setting is a small jurisdiction and therefore the data provided here is 

small in number which makes the findings less generalisable.  For example, the 

MECSH cohort is 15% (97 children) of the overall number of 79% (643). A larger 

study and across diverse settings would potentially afford greater insight that 

may be transferrable across jurisdictions. 

 

The local ASQ 3 data is not available where greater comparisons can be drawn 

with ASQ 3 data in England with regards to region, gender, ethnicity, first 

language and deprivation (income). 
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Chapter 7: Conclusion. 

This study aimed to examine whether there was a significant difference in 

developmental scores for children on the intensive home visiting programme 

(MECSH) compared to a cohort of children who have not experienced the 

programme at age two years, in 2020. The key findings indicated that 75% of 

MECSH children were meeting their developmental milestones compared to 

82% of the general, non-MECSH cohort. This is still significantly less than the 

90% benchmark in England and gives rise to a concern in the local context. The 

ideal expected would have been that MECSH children were doing at least as 

well as the Non- MECSH cohort after receiving an intensive programme of 

intervention. This may be idealistic however as children on MECSH cannot 

necessarily be compared ‘like for like’ with those Non- MECSH children. They 

are more likely to experience adversity and poorer outcomes, such as 

prematurity, Low Birth Weight, syndromes and complex medical needs and 

may not be expected to achieve the same milestones at the same time, if ever, 

as their peers. 

 

A further cohort for comparator would be helpful. Including understanding child 

outcomes where clients have been offered and declined the programme and 

examining what their developmental outcomes would be. These children are 

experiencing adversity and expected to have poorer outcomes and do not have 

an intensive intervention such as MECSH. This would provide a useful 

benchmark as to how well, or not, the MECSH 2-year-olds are progressing 

compared to those who met criteria for the programme and had additional 

needs but did not receive it. This then compared to the population who did not 

meet MECSH criteria. Offering a potential trajectory of development for three 

cohorts of children to establish benchmarks for expected development at age 

2 years. 

 

There were surprising findings as it appears that children who did not complete 

MECSH fared better in overall ASQ 3 scores (81%) than those who did (72%), 

providing somewhat of an anomaly. Understanding what additional variables 

are at play within the MECSH and Non- MECSH cohort is key to shedding light 
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on the reasons for this including, why clients left the programme at an early 

point. It may be proposed that they were not meeting MECSH criteria and 

vulnerabilities regarding child developmental needs in the first instance and 

therefore would have met milestones anyway, notwithstanding MECSH 

intervention. Or perhaps they achieved goals early in the programme and then 

disengaged. It is worthy to mention that child development outcomes are not 

the only measure of success for the MECSH programme and that there are 

other parental criteria identified for programme engagement not within the 

scope of this study.  

 

A key finding was within the ‘Communication’ domain of development and that 

the percentage for achievement is consistent across all cohorts. This is a 

considerable positive as the focus of MECSH HV visits, for the child, are to 

support learning to communicate and provide an indication of success for this 

intervention. 

 

The study also aimed to examine whether the dose of intervention (MECSH) 

correlates with child developmental outcomes measured by ASQ3.Findings 

indicate that 58% of MECSH visits were completed in the overall MECSH 

sample and when broken down further; MECSH (completed) was 69% and 

MECSH (not completed) at 53%. These findings indicate considerable room for 

improvement regarding not only engaging parents on the programme but also 

sustaining its delivery to completion. At the same time it has assisted the 

researcher in seeking to determine whether the dose of visits makes a 

difference to the child development outcomes. Such as finding that the greater 

level of visits completed is as expected, with the MECSH (completed) cohort 

(69%) compared to 53% in MECSH (not completed). Significantly the ASQ 3 

scores are not as expected. Indeed, MECSH (completed) are lower than the 

MECSH (not completed) and 72 % and 81% respectively. This requires further 

investigation as the opposite position was anticipated prior to this study. 

 

There are recognised limitations of this research, however, it is the first study 

of its kind and might be considered preliminary research. As a consequence, 

there is no baseline comparison or benchmark for these findings. Nevertheless, 
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it does offer new insight into this arena including some immediate practice and 

research implications proposed to improve the quality of care, intervention and 

their outcomes. These are presented within the following recommendations. 
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Chapter 8: Recommendations. 

 

8.1 Implications for research. 

It is important to note that there are no benchmarks before MECSH existed and 

was implemented across international sites. Therefore it cannot be evidenced 

where the expected developmental milestones might be for measured 

outcomes. Evidence suggests that poorer child and maternal outcomes can be 

anticipated where adversity and vulnerability is experienced. The following 

recommendations are proposed in order to achieve a further level of study and 

reflection in this subject area. 

 

It is proposed that this study is repeated on a larger scale and in diverse settings 

at national and international level. This is a real opportunity as there are 

MECSH sites across the UK, America, Australia and South Korea. This should 

include a data collection regarding region, gender, ethnicity, first language and 

deprivation (income), in order to provide deeper insight and analysis of findings. 

 

Repeating the study for the same ‘year on year’ outcomes and comparisons 

would balance out some of the variables such as the Covid impact and provide 

repeated data findings for interpretation. So, of that specific year lockdowns and 

service restrictions may have impacted ASQ3 uptake or quality of its completion 

where the contact was virtual rather than ‘face to face’ with the family. It may 

also have impacted child development directly, as some evidence suggests 

(Costa, Cruz, Alves, Rodrigues & Ferguson, 2022). 

 

Introduce a third cohort of children, for further study, alongside the 2-year 

MECSH and Non-MECSH 2year olds identified in this study. This would 

produce outcome ASQ 3 scores to potentially determine if those offered and 

declined MECSH have poorer outcomes than those who consent to, and 

engage with, MECSH. This proposed study would examine where there is a 

vulnerability identified within MECSH criteria, and there is no intensive HV 

intervention, whether outcomes are poorer for the child, or not, compared to 

MECSH experienced children. 
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In order to complement quantitative findings into the subject area then a mixed 

method of quantitative combined with qualitative approaches holds the potential 

to elicit findings regarding the broader outcomes of the MECSH programme, 

such as levels of engagement with MECSH delivery and how parents may be 

better supported to improve the development of their child. 

 

Finally, understand what level of visits and their distribution, across the duration 

of the programme, has the desired and positive effect. In this case, that would 

include one of MECSH programme goals of improved child development. It may 

be that the duration of MECSH intervention should be reviewed. For example, 

it may be that a lesser number of visits are required in order for the goals of 

child development to be achieved. 

 

8.2 Implications for practice 

 

Consideration should be given to other developmental measurement tools. The 

ASQ3 is validated, reliable and tested for its sensitivity across the domains of 

development, such as the gross motor (Lamsal, Dutton & Zwicker, 2018) and 

validated and adapted for UK implementation, as an appropriate and effective 

tool of measurement, alongside standardised contacts (Squires & Bricker, 

2009). However, there are other tools to consider and validated for use in the 

UK such as the Bayley III Screening test (Nellis & Grindley,1994) which is often 

used by paediatrician and therapist for more detailed assessments.  

 

Further, then perhaps consideration should be made for child development 

measurement at a later period of time in the child’s development. There has 

been a local pilot recently carried out where three-year-old development is 

reviewed. This takes a unique, integrative approach with HV, parent, child and 

nursery key worker present within a joint contact. This offers an assessment 

opportunity a year following MECSH intervention and where developmental 

progress is measured once again. The original research supporting this practice 

was conducted in Northern Ireland in 2019 Public Health Agency, 2018). 
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In reference to the MECSH (All) cohort then it is perhaps worth considering that 

where developmental scores are evidencing a deficit, in domains other than 

communication, these developmental areas have improved resource and 

support from practitioners, in order to advantage these child outcomes. 

 

Ensuring robust data capture moving forwards is vital, encompassing all 

MECSH contacts, including group, where the data indicates that the expected 

number of visits are not being achieved.  

 

To also include a clearer child demographic and background of need such as 

gender, birthweight, medical conditions, syndromes, complex needs and 

complex birth. The development of EMIS recording templates to capture this 

from practitioner record keeping would provide these data reports for analysis. 

 

Practitioners should gain feedback from clients to understand why their 

engagement with the programme might be challenging for them, take steps to 

ameliorate these and determine what the acceptable levels of engagement and 

attrition for the programme might be, as a consequence. Consideration should 

be given around this might look differently locally compared to other 

international sites and offer the opportunity to focus approaches in practice to 

the individual community. It is recognised that the small size of the island can 

present with specific challenges in general practice.  

 

HVs should consider the ‘spill over’ effect on their client caseloads where they 

are utilising skills, knowledge and resource from their MECSH training as part 

of their standard practice delivery. Where practitioners are working in this way 

with all families then one might expect an uplift in the outcomes at a universal 

level for parents and children alike.  
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Appendices. 

Appendix 1. 

Maternal Early Childhood Sustained Home Visiting (MECSH). 

 Programme criteria. 

 
NB other encompasses any other vulnerability identified by the Health Visitor at 

home visits 
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Appendix 2. Role of the Health Visitor and the service. 
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APPENDIX 3. 

MECSH Programme schedule 

MECSH visit 

schedule (weeks) 

Scheduled visit 

date (pencil in 

when visits are 

due) 

Healthy Child 

Programme 

schedule  

(weeks/ months) 

Learning to 

Communicate 

Satisfaction and 

Enablement 

Questionnaires 

(PSQ & PEI) 

EPDS. 

Antenatal visit 1  Home visit  A/N EPDS 

Antenatal visit 2     

Antenatal visit 3     

BIRTH DOB: Home visit 

New baby review 

  

2    

3     

4   Session 1  

5 
 

  
6/52 PSQ 

&PQI&EPDS 

6  
6–8-week review 

 6 weeks 

8  Session 2  

10   Session 3  

12   Session 4  

15   Session 5  

19   Session 6  

22   Session 7  

26   Session 8  

32   Session 9  

38   Session 10  

45 
 

 Session 11 
PSQ &PSQ at 

1YR 

52  12-month review Session 12 12 months 

61     

70     

78  18 months   

87     

96     

104  2-year check  24 months 
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Appendix 4. 

The Healthy Child Programme standard visiting schedule. 
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Appendix 5.  

Scientific Merit clearance from the University of Chester  
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Appendix 6 
Health and Community Services favourable opinion letter 
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Appendix 7. 
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Gatekeeper letter 

Dear Michelle, 
You are very welcome to use the data we hold as an Organisation for your quantitative 
research. Thank you for giving assurance that you will follow all our protocols and GDPR 
privacy regulations. I would love to hear back from you on your findings in due course. 
Kindest regards 
Rosemarie 
 

Rosemarie Finley | Chief Executive Officer (designate)  
Family Nursing & Home Care | Le Bas Centre | St Saviours Road | St Helier | Jersey | JE2 4RP 

 Email: r.finley@fnhc.org.je | Mobile: 07829 743001  | Web :  www.fnhc.org.je 

 
 

http://@fnhc.org.je
http://www.fnhc.org.je/
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Appendix 8. 
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☐ 

☐ 

☐ 

☐ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

OFTEN OR 

ALWAYS 

 

SOME- 

TIMES 

 

RARELY OR 

NEVER 

CHECK IF 
THIS IS A 
CONCERN 

 

 
1. Does your child look at you when you talk to him? 

 

 

 
2. Does your child seem too friendly with strangers? 

 

 

 
3. Does your child laugh or smile when you play with her? 

 

 

 
4. Is your child’s body relaxed? 

 

 

 
5. When you leave, does your child stay upset and cry for 

more than an hour? 

 

 

 
6. Does your child greet or say hello to familiar adults? 

 

 

 
7. Does your child like to be hugged or cuddled? 

 

 

 
8. When upset, can your child calm down within 15 minutes? 

 

 
z 

 

 
 

 

☐ x 
 
 

 

 
zz 

 

 

 

 

 

 

zz 
 

 

 

 

 

 

☐ x 
 
 

 

 

 

☐ z 
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TOTAL POINTS ON PAGE 

Ages & Stages Questionnaires®: Social-Emotional, Second Edition (ASQ:SE-2™), Squires, Bricker, & Twombly. 
© 2015 Paul H. Brookes Publishing Co., Inc. All rights reserved. 
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☐ 

☐ 

☐ 

☐ 

☐ 

 

Check the box  that best describes your child’s behavior. 
Also, check the circle if the behavior is a concern. 

 

  
 

OFTEN OR 
ALWAYS 

 
 

SOME- 
TIMES 

 
 

RARELY OR 
NEVER 

 
CHECK IF 
THIS IS A 
CONCERN 

 

 
9. Does your child stiffen and arch his back when picked up? 

 
 

 
10. Is your child interested in things around her, 

such as people, toys, and foods? 

 
 
 

 

11. Does your child cry, scream, or have tantrums for long periods 

of time? 

 

 
12. Do you and your child enjoy mealtimes together? 

 
 

 

13. Does your child have eating problems? For example, does he 

stuff food, vomit, eat things that are not food, or  ? 

(Please describe.) 

 
 

 
 

 

 
14. Does your child sleep at least 10 hours in a 24-hour period? 

 
 

 
15. When you point at something, does your child look in the 

direction you are pointing? 

 

 
16. Does your child have trouble falling asleep at naptime or at night? 

 
 

 
17. Does your child get constipated or have diarrhea? 

 

☐ x 
 

☐ v 

 

 
z 

 

◯ v  0  

 

 
z 

 

 

☐ v 

 

 

☐ x 

 

 

◯ v  0  

 
 
 

 

☐ x 

 
 
 

 
v 

 
 
 

 

☐ z 

 
 
 

 

◯ v 

 

 5  
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◯ v 
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◯ v  0  

 

 

P201240200 

 
TOTAL POINTS ON PAGE 
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© 2015 Paul H. Brookes Publishing Co., Inc. All rights reserved. 
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☐ 

☐ 

☐ 

☐ 

☐ 

☐ 

☐ 

☐ 

2 
 

Check the box  that best describes your child’s behavior. 

Also, check the circle if the behavior is a concern. 
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24 Month Questionnaire 

 
 

OFTEN OR 
ALWAYS 

 
SOME- 
TIMES 

 
RARELY OR 

NEVER 

CHECK IF 

THIS IS A 
CONCERN 

 

 
18. Does your child follow simple directions? For example, does 

she sit down when asked? 

 
 

 
19. Does your child let you know how he is feeling with words 

or gestures? For example, does he let you know when he is 

hungry, hurt, or tired? 

 

 
20. Does your child check to make sure you are near when 

exploring new places, such as a park or a friend’s home? 

 
 

 
21. Does your child do things over and over and get upset when 

you try to stop her? For example, does she rock, flap her hands, 

spin, or  ? (Please describe.) 

 
 
 
 
 

 

22. Does your child like to hear stories or sing songs? 
 
 
 

 
23. Does your child hurt himself on purpose? 

 
 
 

 
24. Does your child like to be around other children? 

For example, does she move close to or look at 

other children? 

 

 

25. Does your child try to hurt other children, adults, or animals 

(for example, by kicking or biting)? 

 
 

 
26. Does your child try to show you things by pointing at them 

and looking back at you? 

 

☐ z 
 
 
 

 
z 

 
 
 
 

 

☐ zz 

 
 
 
 
 

 

☐ x 
 
 
 
 
 
 
 
 
 

 
z 

 
 
 
 

 

☐ x 
 
 
 

 
z 

 
 
 
 

 

☐ x 
 
 
 

 
z 
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☐ v 
 
 
 

 

☐ v 
 
 
 

 

☐ v 
 
 
 
 
 
 
 
 
 

 

☐ v 
 
 
 

 

☐ v 
 
 
 

 

☐ v 
 
 
 

 

☐ v 
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☐ x 
 
 
 

 

☐ x 
 
 
 

 
z 

 
 
 
 
 
 
 
 
 

 

☐ x 
 
 
 

 
z 

 
 
 
 

 

☐ x 
 
 
 

 
z 
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◯ v 
 
 
 

 

◯ v 
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☐ 

☐ 

☐ 

☐ 

☐ 

2 
 

Check the box  that best describes your child’s behavior. 

Also, check the circle  if the behavior is a concern. 

 
 

OFTEN OR 
ALWAYS 

 
SOME- 
TIMES 

 
RARELY OR 

NEVER 

CHECK IF 

THIS IS A 
CONCERN 

 

 
27. Does your child play with objects by pretending? For example, 

does your child pretend to talk on the phone, feed a doll, or fly a 

toy airplane? 

 

 
28. Does your child wake three or more times during the night? 

 
 
 

 
29. Does your child respond to his name when you call him? For 

example, does he turn his head and look at you? 

 
 

 
30. Is your child too worried or fearful? If “sometimes” or “often or 

always,” please describe: 

 
 

Luke is hesitant when he is in unfamiliar 

places and situations. 

 
31. Has anyone shared concerns about your child’s behaviors? If 

“sometimes” or “often or always,” please explain: 

 
 

Our day care provider say it takes Luke 

a while to stop crying when we leave. 

 

 
z 

 
 
 
 

 

☐ x 
 
 
 

 
z 

 
 
 
 

 

☐ x 
 
 
 
 
 
 
 
 
 

 

☐ x 

 

☐ v 
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☐ v 
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☐ z 
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◯ v 
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2 24 Month Questionnaire 
 

 

 

OVERALL Use the space below for additional comments. 

32. Do you have concerns about your child’s eating or sleeping behaviors? If yes, please explain: ◯ YES ◯ NO 

 

No 
 

 

 

 

33. Does anything about your child worry you? If yes, please explain: ◯ YES ◯ NO 

 

Luke's reaction to being in new situations concerns us because he gets 

very upset and cries for a long time. 
 

 
34. What do you enjoy about your child? 

 

When Luke is happy and comfortable, his smile and laughter make 

everyone around him smile. 
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24 Month Information Summary 21 months 0 days through 26 months 30 days 2 
Child’s name: Luke K. Jones  Date ASQ:SE-2 completed: 3/30/15  

Child’s ID #: 13235457679891384  Child’s date of birth:  2/23/13  

Person who completed ASQ:SE-2: Mother  

Administering program/provider: Charm City Child Care 

 
1. ASQ:SE-2 SCORING CHART: 

• Score items (Z = 0, V = 5, X = 10, Concern = 5). 

• Transfer the page totals and add them for the total score. 

• Record the child’s total score next to the cutoff. 

Child’s age in months and days:  25 months, 7 days 

Child’s gender: ◯ Male ◯ Female 

 

 

 

 
2. ASQ:SE-2 SCORE INTERPRETATION: Review the approximate location of the child’s total score on the scoring graphic. Then, 

check off the area for the score results below. 

 

no or low risk monitor 

50 
refer 

65 

 
110+ 
(90%ile) 

  The child’s total score is in the area. It is below the cutoff. Social-emotional development appears to be on schedule. 

  The child’s total score is in the area. It is close to the cutoff. Review behaviors of concern and monitor. 

  The child’s total score is in the area. It is above the cutoff. Further assessment with a professional may be needed. 

 
3. OVERALL RESPONSES AND CONCERNS: Record responses and transfer parent/caregiver comments. YES responses require 

follow-up. 

1–31. Any Concerns marked on scored items? no Comments: 

 

 

32. Eating/sleeping concerns? YES 

 
33. Other worries? 

Comments: 

 
no Comments: 

 

 
Adapting to new situations 

 
4. FOLLOW-UP REFERRAL CONSIDERATIONS: Mark all as Yes, No, or Unsure (Y, N, U). See pages 98–103 in the ASQ:SE-2 User’s Guide. 

 No 

 No 

Setting/time factors (e.g., Is the child’s behavior the same at home as at school?) 

Developmental factors (e.g., Is the child’s behavior related to a developmental stage or delay?) 

 No  Health factors (e.g., Is the child’s behavior related to health or biological factors?) 

 No Family/cultural factors (e.g., Is the child’s behavior acceptable given the child’s cultural or family context? Have there been 

any stressful events in the child’s life recently?) 

 Yes Parent concerns (e.g., Did the parent/caregiver express any concerns about the child’s behavior?) 

 
5. FOLLOW-UP ACTION: Check all that apply. 

_No Provide activities and rescreen in   months. 

 Yes Share results with primary health care provider. 

_Yes Provide parent education materials. 

 No Provide information about available parenting classes or support groups. 

 No Have another caregiver complete ASQ:SE-2. List caregiver here (e.g., grandparent, teacher):   

 No Administer developmental screening (e.g., ASQ-3). 

 No Refer to early intervention/early childhood special education. 

 No Refer for social-emotional, behavioral, or mental health evaluation. 

  Other:   
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65 

Total 
score 

40 
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