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I am grateful for the opportunity to submit evidence to the Finance Committee.  I am 
a senior lecturer in infant mental health at the University of Glasgow with 25 years 
relevant clinical experience.  

There is robust evidence that expenditure in the preschool years gives the highest 
rate of return on investment in human capital1.  It is often said that our habitual 
pattern of expenditure is calculated to produce the minimum return.  We spend most 
on university education and least on preschool education.  Public expenditure on the 
under-3s is minimal when compared with expenditure on any other age group.  

The role of health visitors and general practitioners 

There is no doubt that early intervention with vulnerable families by nurses is highly 
effective, and cost-effective.  For example, David Olds‟ landmark randomised trials of 
the Nurse Family Partnership in the US have demonstrated that about 30 hours of 
input between mid pregnancy and the age of two years can halve criminal behaviour, 
substance use, smoking, running away and high risk sexual behaviour by age 152.  
Nurses are much more effective in this work than paraprofessionals3, and continuity 
of care is crucial. 

There have been attempts to replicate Olds‟ work in Scotland (including a pilot in 
Lothian), but the model is not directly transferrable.  In the US, there is no universal 
health visiting service and consequently no mechanism for identifying actual need in 
individual families in the community.  Offering the Nurse Family Partnership 
intervention to all families would clearly be impractical, expensive and unjustified.  
Directing attention to families on the basis of predicted vulnerability (from, for 
example, lone parent status, teenage pregnancy, economic adversity) without actual 
contact is nonsensical: it gives resources to families who do not need them, and 
misses many children with substantial need who do not fall into the „right‟ 
demographic group.  Some new evidence from Glasgow for this contention is 
presented below.  We have the potential for an efficient and flexible use of resources 
through use of an „active filtering‟ approach in which professionals and families 
together determine level of need with reference to standardised assessment tools4.  
Resources can thus be directed to those most in need.  In other words we need an 
intelligent system for „case-finding‟ and resource allocation. 

In Scotland, the only professions in routine contact with all children under the age of 
three years are general practitioners (GPs) and health visitors (HVs).  In the past ten 
years, a number of policy developments have progressively undermined their 
involvement with children to the extent that most Scottish children do not see either 
profession except on an opportunistic basis after the age of four months.  Because 
we can learn from past mistakes it is worth enumerating these policy initiatives: 

 The Review of Nursing in the Community.  This development, now 
suspended, proposed the end of health visiting as a profession in favour of 
the introduction of a generic community nurse role.  Although the worst 
recommendations of this review are now neutralised, the damage to 



professional morale has been grave.  Health visiting courses were cut and 
many HVs left the profession, never to return. 

 The Scottish implementationa of the Hall report, Health for All Children5 (Hall 
4).  This report was interpreted erroneously by many health boards as 
supporting the view that families considered to be at “low risk” did not require 
any health visiting input after 8-16 weeks.  There is now robust evidence that 
no more than half of vulnerable families can be reliably identified by that time, 
even in the context of an intensive home visiting programme6.  Not only health 
visitors, but also general practitioners, now do less preventative work with 
childrenb than they did five years ago. 

 The Glasgow review of health visiting.  In its original form, this set of policies 
advocated removal of health visiting from attachment to general practices (a 
process which has already taken place in many areas of Scotland), 
management of the profession by social work services, ending of HV 
involvement in immunisation, and introduction of skill-mix teams.  This policy 
has now also been greatly diluted but it has caused great damage to the 
profession.  Many HVs took early retirement, moved to other areas or left the 
profession. 

 The new GP contract introduced in 2004 focussed almost entirely on chronic 
disease management (many of these diseases, incidentally, are more likely 
after adverse early childhood experiences).  The Quality and Outcomes 
Framework has produced substantial improvements in chronic disease 
outcomes and has effectively reduced social inequality in health.  It was a 
missed opportunity rather than an actively damaging policy development, but 
a substantial component of GPs‟ pay is now determined by quality indicators, 
none of which, apart from immunisation rates, are anything to do with children 

The development of HV skill mix teams, while appearing to offer a rational approach 
to cost containment, appears not been handled well in Scotland and has tended to 
pay insufficient regard to the importance of continuity of relationships, both between 
HVs and families and between HVs and primary care teams including GPs.  These 
relationships are crucial, not only in the process of assessment of family needs7 but 
also in the process of inter-professional communication about the needs of children8. 

Child neglect 

Policy in the UK has tended to prioritise child abuse over child neglect, partly 
because of its greater visibility and media impact, and partly because of the relative 
ease of definition and simplicity of planning care pathways8.  Neglect is, however, a 
much greater social problem.  For example, Kotch et al, based on a robust study 
from the United States9 concluded that “…child neglect in the first 2 years of life may 
be a more-important precursor of childhood aggression than later neglect or physical 
abuse at any age.”  While the impact of neglect is likely to become apparent when 
children enter school, there is a compelling case for earlier identification.  Making this 
case has proved difficult (partly because of the difficulty of research in this area10) 
but there is a great deal of indirect evidence that we should be actively seeking 
cases of neglect in order to offer a hope of reversal of its long term effects.  The fact 
that at least 60,000 children in Scotland are living with problem drug or alcohol use in 
the family, while only 2,000 are subject to child protection procedures, is testament 

                                                           
a
 www.scotland.gov.uk/Publications/2005/04/15161325/13288  

b
 Personal communication March 2010, Dr Rachael Wood, NHS Information and Statistics Division, Edinburgh. 
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to the fact that we are failing to protect the most vulnerable children.  It is important 
to remember that vulnerability may result from problems in the child (eg autism, 
learning difficulties), the family (eg postnatal depression, substance use, intimate 
partner violence), the interaction between the two, or the wider social environment. 

Indicators of vulnerability 

In 2009, we conducted a six month pilot project in the West Glasgow Community 
Health and Care Partnership (CHCP) to establish the acceptability and feasibility of 
two new universal contacts between families and health visitors when children 
reached 13 months and 30 months of age (report available on request).  We adopted 
the policy that all the data that were collected should be useful for: 

 Professional decision making 

 Local needs assessment and service planning 

 Performance management 

 And external evaluation 

We used structured tools because this is the best way to ensure social equity – 
otherwise there is a high risk that interventions would be offered to those who least 
need them – the “Inverse Care Law11.”  Our work was designed to assess need 
(including unmet need) for parenting support in the community in order to be able to 
offer appropriate levels of service to families.  We assessed parental wellbeing and 
the parent-child relationship12 at 13 months; language delay through a two-question 
screen13, behaviour problems and parental stress at 30 months; and family 
background and demographic factors at both ages. 

We found a great deal of unidentified need.   For example, 8% of parents who had 
been assigned to the lowest risk category had strong evidence of depression.  At 30 
months, 10% of children (note – this is approximately double the rate in a large 
Swedish sample13) were found to have some degree of suspected language delay; 
47% of these children were in the lowest risk category at the start of the visit.  
Language delay is a highly sensitive marker of child neglect (over 80% of preschool 
children in care have language delay) and 70% of children failing the two-question 
screen will go on to have a psychiatric diagnosis at age seven years.  The 
quantitative and qualitative (interview) data demonstrated that these contacts were 
acceptable to both practitioners and parents, although some health visitors found 
significant workload barriers to implementing them universally.  This work is now 
being fed into local development of the child surveillance programme which is now 
likely to include a universal contact at 30 months. 

We have secured some funding from Scottish Government to develop the 
assessment of children‟s emotional and behavioural wellbeing at school entry using 
the Strengths and Difficulties Questionnaire14;15 (SDQ)c.  Working with colleagues in 
Education Services, we have successfully integrated the SDQ with the (near) 
Scotland-wide educational data system (SEEMIS) and data have been returned by 
Child Development Officers for over 3,600 of the children beginning primary school 
in August 2010.  These data have allowed us to describe the emotional and 
behavioural wellbeing of children entering school in Glasgow.  We now have maps of 
the distribution of emotional problems, hyperactivity/inattention problems, conduct 
problems, peer relationship problems across Glasgow city.  The prevalence of 
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conduct and hyperactivity problems is roughly 50% higher in the most deprived parts 
of the city compared to the most affluent.  The data will allow us to identify local and 
individual factors predictive of problems likely to interfere with children‟s school 
attainment and will provide a baseline for proposed comparisons in future years. In 
Canada, production of maps of the degree of school readiness has proved a strong 
stimulus to local service development 

Recommendations. 

The following policy commitments could produce substantial benefits: 

 Strong support from Scottish Government for the health visiting profession.   
o There should be reinstatement of statutory recognition of health visiting 

(removed over five years ago) 
o There should be a commitment to provide trained health visitors at a 

minimum ratio of one HV to 250 preschool children.  In the most 
challenging areas (perhaps the most deprived quintile of the Scottish Index 
of Multiple Deprivationd) the ratio should be halved 

o Increased funding will be required for training new HVs.  HV training is 
inadequate for preparing them for work with vulnerable children7;16 and 
there needs to be a radical review of courses, introducing a focus on early 
brain development 

o Health visitors should be primarily members of the GP-led primary care 
team.  Consideration should be given to piloting direct employment of HVs 
by primary care teams, with clearly stated service level agreements, but 
there needs to be a maintenance of peer contact and external mentoring 
arrangements 

 Reinstatement of routine face-to-face contacts between parents and HVs at 
around one year and 30 months 

 A commitment to re-engage GPs with child development work.  This will require 
amendments to the Scottish GP contract.  A group of GP colleagues in Glasgow 
have drafted an Enhanced Service contract for discussion. 

 National introduction of the Solihull Approach to infant mental health.  This 
approach focuses on behaviour management, containment of anxiety and 
understanding of the importance of reciprocity in parent-child interaction.  It 
enhances inter-professional communication about early childhood difficulties, and 
provides professionals with low-level solutions for use with families with less 
severe problems.  A simple training package is available to all professionals 
working with parents and young children.  There is a need for continuing 
(occasional) supervision, usually by clinical psychologists. 

 There is a need for increased supervisory capacity for those working with 
vulnerable preschool children.  More clinical psychology posts need to be created 
explicitly for this purpose 

 There should be an explicit commitment to the use of validated tools to assess 
need at several stages in all preschool children.  Either the Strengths and 
Difficulties Questionnaire (which we have used successfully in Glasgow) or the 
Early Development Inventory (more comprehensive, and used widely in Canada 
and Australia) should be used for every child entering primary school. 

                                                           
d SIMD – Scottish Index of Multiple Deprivation: www.scotland.gov.uk/Topics/Statistics/SIMD/ 



 Care pathways for child neglect need to be developed.  There should be a 
commitment to consider the attachment needs of severely neglected children and 
measures need to be taken to avoid young children „bouncing‟ into and out of 
local authority care 

 There should be specific expenditure to increase academic capacity in early 
childhood mental health.  There are only a handful of experts in this field in 
Scotland and our capacity for developing services in a rational way is greatly 
limited by this fact. 

 There should be a specific focus on language development, with reintroduction of 
universal language checks at age 30 months and development work on large-
scale interventions to remedy early language delay. 

Philip Wilson DPhil MRCPCH FRCGP,  
General practitioner and senior lecturer in infant mental health. 
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