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NON-TECHNICAL SUMMARY 

Despite a significant investment in early years services in Tasmania, there is still a less 

than optimal uptake of health and education services across the general population, and 

the reach has been insufficient to capture vulnerable or disadvantaged families. Outreach 

is one of many strategies to facilitate engagement, however, its effectiveness in 

improving child health and education outcomes is less well known. 

A systematic review of the effectiveness of outreach activities in improving child health 

and education outcomes aimed at families with children aged 0-8 years was conducted. 

Nine databases (Medline, Embase, PsycInfo, CINAHL, Sociological Abstracts, ERIC, Lowitja 

Institute, Scopus, Primary Health Care Research and Information Service) were searched 

in December 2017. Studies were included if outreach strategies facilitated access to 

universal early education, care and health services for families with children aged 0-8 

years and showed evidence of impact on child health or education outcomes. A narrative 

approach was used to synthesise the results.   

39 studies were included in the review. Almost three quarters of studies were conducted 

in the USA, and almost all studies had primary outcomes relating to either childhood 

vaccination or immunisations rates. No studies reported primary outcomes relating to 

developmental or education outcomes. The majority of studies found that any type of 

outreach strategy had a positive impact on immunisation uptake, and clinic attendance, 

although to varying degrees. 

The scarcity of studies reporting on the effectiveness of outreach activities to improve 

child outcomes in the early years education sector is an important finding of this review 

and highlights the challenges in measuring the impact of outreach strategies to engage 

families in universal services beyond the health sector. 
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ABSTRACT 

Despite a significant investment in early years services in Tasmania, there is still a less 

than optimal uptake of health and education services across the general population, and 

the reach has been insufficient to capture vulnerable or disadvantaged families. Outreach 

is one of many strategies to facilitate engagement, however, its effectiveness in 

improving child health and education outcomes is less well known. This systematic review 

of outreach in child health and education services finds that studies reporting on the 

effectiveness of outreach activities to improve child outcomes in the early years 

education sector are scarce and highlights the challenges in measuring the impact of 

outreach strategies to engage families in universal services beyond the health sector. 
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Introduction 

Children’s earliest life experiences can have lasting effects on their future health 

and wellbeing, education and employment (Fair Society 2010; National Research 

Council 2000). There is a substantial body of evidence that shows that high quality 

comprehensive early childhood programs are effective in enhancing children’s 

physical, social and cognitive outcomes (Anderson et al. 2003; Komro et al. 2013). 

However, it is typically families with children at a greater risk of poorer 

developmental outcomes who are less likely to attend. These underserved 

populations are often referred to as, “hard to reach”, or ‘hard to engage” (Boag-

Munroe and Evangelou 2012). This may include those who are typically under-

represented in the service population due to economic or social disadvantage, those 

‘invisible’ to the system and unable to articulate their needs, those unwilling to 

engage with services because of prior negative experiences or who face structural 

barriers to accessing services (Doherty et al. 2003). Hard to engage families can 

appear in administrative data holdings in one or a number of distinct early years 

services and display sporadic contacts interspersed with long service gaps, or 

balking, such that initial service contacts do not result in sustained service use (Toros 

et al. 2018). 

Prior Systematic reviews 

A search of scholarly databases for existing systematic reviews was conducted to 

determine if any previous reviews had been undertaken in this area.  A search of the 

Database of Abstracts of Reviews of Effects (DARE), the Cochrane Database of 

Systematic Reviews (CSDR), Evidence for Policy and Practice Information (EPPI) 

Centre, Campbell Collaboration, DOPHER, and JBI Library of Systematic Reviews 

uncovered only one relevant review - Carr et al. (2014), which is a synthesis of 

outreach programmes to improve the health of a specified group, in this case, 

traveller communities. The justification the authors offer for employing this 

approach to conducting a review of outreach relates to the contextual nature of 

outreach (Lhussier et al. 2016) such that what may work for one group in one area, 

may not work for another group in a different area (Pawson 2006). The approach we 

adopted to identify publications of the effectiveness of outreach strategies in the 

early years sector more broadly returned no other reviews. 
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Stakeholder engagement  

To guide and inform our review of outreach in early years services a stakeholder 

advisory group was established. This group comprised individuals from the health, 

education and childcare sectors in Tasmania. 

The purpose of the initial meeting of the advisory group was to establish its terms 

of reference and to determine what was known and understood by the term 

‘outreach’ among group members. While there was considerable variation in 

meaning, with group members seeing it both as a strategy and an outcome, the 

consensus was that outreach involved some form of ‘reaching out’ from a service 

operation to people in the community to connect them with the service. This 

reaching out may be intentional, through targeted activities, promotional, incidental 

as part of wider service delivery operations, or accidental such as when an 

opportunistic chat at the school gate occurs. 

Participants in the advisory group acknowledged that there are many families who 

are not engaged in their organisation’s services for a range of reasons and that 

outreach is seen as a way of ensuring that families who may benefit from their 

programs or services can access them.  Consequently, for the purpose of this 

systematic review, a starting definition is ‘outreach’ will encompass all activities 

that occur beyond the physical building of the service organisation, and that act as 

a mechanism to connect the service provider and the targeted group.  

During a subsequent stakeholder meeting, to further refine the review’s question 

and its scope, the working group focussed on identifying and ranking, in order of 

priority, the problem/s members are trying to solve by undertaking the review. 

Because outreach strategies can be so varied, Mackenzie et al. (2011) propose a 

continuum of complexity to understand the problems that outreach seeks to address 

and to organise strategies according to which those problems might be tackled. The 

problems range from those that are easier to address, such as intended service 

recipients being unaware of a service, to more complex challenges such as intended 

service recipients facing multiple psychosocial and structural barriers to 

engagement.  
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Some of the key reasons nominated by the working group as to why families do not 

access or engage with programs or services included that families are aware of a 

universal service but do not know they are eligible to access the service, barriers to 

participation such as transport, program participation not leading to positive 

changes for families, a lack of a holistic approach such that families with multiple 

needs are not referred on, or introduced to, the service offerings of other support 

agencies, and services not equipped with sufficient information to identify families 

who are not receiving additional services that they may need (Boag-Munroe and 

Evangelou 2012). Although a consensus about the most important problems that 

outreach was seeking to address did not occur, what did emerge from the group was 

that evidence of the effectiveness of outreach strategies in producing positive health 

and education outcomes (impact) for families with children aged 0-8 years was 

needed. The group also anticipated that by undertaking a review of outreach 

strategies a greater shared understanding of outreach would emerge. 

Systematic review Protocol  

A direct outcome of the work undertaken by the stakeholder research advisory group 

was a systematic review protocol encoding the PRISMA-P guidelines (Preferred 

Reporting Items for Systematic Reviews and Meta-analyses for protocols) 2015 

(Moher et al. 2015). The review protocol enabled the authors to draft a search 

strategy with guidance and quality assurance by librarians at the University of 

Western Australia. 

Objectives of the review 

The aim of this systematic review is to determine what evidence exists to support 

outreach as a strategy to improve health and education outcomes for children aged 

0-8 years. 

This review is focused on the effectiveness of outreach to: 

1. Facilitate access to universal early education, care, and health services for 

families with children aged 0-8 years, excluding targeted programs such as 

those for mental health or disability, 
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2. Initiate social change processes that lead to improvements in child health and 

education outcomes including changes in knowledge, attitudes, beliefs or 

behaviour, 

3. Reduce child health or education inequities, 

4. Where practicable, examine the cost-benefits of outreach strategies. 

Methods 

To be eligible for inclusion in the review, papers were selected according to the 

following criteria: 

1. Their objective must be to report on the effective approaches between 

universal health, education, and childcare services and families with children, 

2. Publications must include a clearly articulated study design and participant 

identification and may include families consisting of expectant parents and 

any other person that has primary caregiving responsibilities for at least one 

child aged 0-8 years, 

3. Publications must have at least one of the following outcomes: 

a. children or families accessing universal early education, care, or health 

services; 

b. education, health or wellbeing outcomes for children aged 0-8 years; 

c. the cost-benefits of outreach on child health or education outcomes. 

PICOS 

Participants: Families include expectant parents and any other person that has 

primary caregiving responsibilities for a child or children.  Children refers to those 

aged 0-8 years.  

Interventions: Outreach strategies are organised interventions that take placed 

beyond usual service deliverables aimed at the target group that have an explicit 

child health or education focus. These may include one-to-one or group interventions 

involving at least one worker going to places where the target group live or gather. 

Technology strategies may be included if they are specifically targeted to individuals 

or families such as via text or email reminders. These outreach strategies may be 
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delivered by a range of people, including professionals, para-professionals and 

people within a designated community. 

Studies that form part of a broader intervention or combine that intervention with 

other interventions or components are to be included if the effectiveness of outreach 

is measured independently to other factors. Studies to be excluded are those that 

evaluate stand-alone outreach programs, such as, for example, home visiting, 

targeted programs, interventions without an explicit child health or education focus, 

interventions that are not outreach, or health promotion activities that are delivered 

solely through posters or advertising, or as part of a mass media campaign. 

Comparators/controls: Comparators as defined in individual studies, are usually 

either: 

a) control sites with no, or limited, attempt to conduct outreach, or 

b) the situation prior to outreach efforts, or 

c) families not receiving any outreach and/or those accessing universal or 

standard care. 

Study design/Research methods: Quantitative studies in-scope include randomised 

and non-randomised controlled trials, cluster randomised controlled trials, pre-post 

study designs, interrupted time series, cohort studies, case control studies, mixed 

methods studies, quasi-experimental studies and evaluative designs. Cluster studies 

are only included when there are at least two intervention sites and two control 

sites. Qualitative studies in-scope include ethnographic, phenomenological, 

grounded theory, and participatory action research and its derivatives (e.g., CBPAR). 

However, studies that only describe the process of implementing the intervention 

with no outcomes reported are excluded.  

Settings: Study settings in-scope are universal health, education and childcare 

service settings. 

Other criteria: Letters, other reviews, opinion pieces and theses are excluded from 

the scope of the review. Articles published in languages other than English will not 
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be extracted or reviewed. The search is limited to a publication year from 1980 

onwards with no limit on country of publication. 

Search strategy 

Information sources 

The search period covered January 1980 to January 2018, as the outreach literature 

only started to emerge during the 1980s. Due to resource limits the search was 

restricted to English language publications and studies involving humans. The 

information sources were stored on the following nine databases: EMBASE, MEDLINE 

and PsycINFO on Ovid, Education Resources Information Center (ERIC), and 

Sociological Abstracts on ProQuest and CINAHL Plus on EBSCO, the Primary Health 

Care Research and Information Service (PHC Search Filter), Lowitja Institute, and 

Scopus (See Chart 1.0). 

Search terms 

The search terms were developed from scoping the outreach literature and from 

MeSH subject headings. To identify appropriate search terms the review first 

identified terms deployed in similar reviews and used them in a trial search process. 

Key words related to our inclusion criteria were ‘outreach’, and terms related to the 

kinds of activities undertaken to engage with families, such as ‘home visit’ and 

various cognates. Other key terms included ‘child health’ and ‘education’ and terms 

related to programme evaluation. 

Results 

Administering the search strategy on the data sources cited above resulted in 4076 

items. Chart 1.0 describes the databases and the gross number of publications 

retrieved from each.  

Study selection and screening 

The 4076 publications identified were exported to Endnote version X8 for removal 

of duplicates and screening. 
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A total of 638 duplicates were identified and removed together with another 30 

articles identified to be brochures, articles with missing information, press releases, 

news briefs and several articles published before 1980. This left 3432 articles.  

Chart 1.0: Database Search Results 

 

The remaining articles were then screened by title and abstract and given a star 

rating as being: 

*****  Relevant 

*** Possibly relevant 

* Not relevant 

This process reduced the number to 141. Two researchers then reviewed the full 

text of each of these articles and rated them independently. Any differences in 

rating applied by the two researchers were discussed and resolved. Neither of the 

reviewers were blind to the articles’ journal titles, authors or institutions. This step 

reduced the list to nine publications. The main reasons for exclusion were failure to 

report interventions or outcomes of interest, and poor study design. An additional 

18 articles were found from the reference and citation lists of publications identified 

as relevant. A further 12 articles were found through searching relevant systematic 

reviews. The final number of articles acquired via this process was 39. Fig 1.0 

represents a flowchart of the search results.  
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In parallel to the main search process, a search for grey literature was conducted 

using Google Scholar, Open Grey, Worldcat, and Microsoft Academia. This search 

netted no additional articles that met the search criteria. 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 1.0 Flow chart of search results 

 

Records identified through 
database searching 

(n = 4076) 

Additional records 
identified through 

other sources  
(n =570*) 

Records after duplicates  
removed 

(n = 3432) 

Title & Abstracts  
Screened  
(n = 3432) 

Records excluded 

(n = 3291) 

Full text articles assessed for 
eligibility 
(n =141) 

Studies included in 
review 
 (n =39) 

Articles identified 
through reference or 

systematic review 
check 

(n = 30)  

Full text articles excluded, with 
reasons (n=124)  

• Study design did not 
include evaluation of 
outreach strategies (n=37) 

• No child health or 
education outcomes 
(n=30) 

• Stand-alone program – 
e.g. home visiting (n=39) 

• Targeted program – e.g. 
people with mental health 
disorders (n=14) 

• Review (n=1) 

• Thesis/poster/podcast – 
(n=2) 

• Participants >8 years or 
mean age greater than 8 
years (n= 3) 

 

Full text not found 
(n=8) 
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Studies excluded 

As shown in Fig 1.0, studies were excluded from the review for three main reasons. 

First, the study did not measure any child health or education outcomes. Second, 

the study did not measure the effect of outreach strategies on outcome. Third, the 

study focussed on a stand-alone program. About 30 per cent of studies were 

comprehensive stand-alone programs that included outreach, but also included a 

range of other strategies such as case management, education, or regular home 

visiting. Studies were also excluded if they targeted a particular group of people for 

specialised services, for example, children with asthma. 

Description of studies included 

The search process extracted data from the in-scope data sources about the article 

author, publication year, country where the study was conducted, the study setting, 

the study intervention and comparator, the kinds of outcomes of interest (e.g., child 

development outcomes, service utilisation and cost benefit analysis) and the study 

results. Table 1.0 summarises the main characteristics of the studies in-scope for 

the review and Table 1.2 expands on the data extracted for each publication.  

Table 1.0 Characteristics of included studies 

 Variable Number Percent 

 Decade of 
Publication   

 2010 8 21% 
 2000 9 23% 
 1990 20 51% 
 1980 2 5% 

 Study Design   

 RCT 26 67% 

 Non-RCT 13 33% 
 Qualitative - - 

 Country   

 US 29 74% 
 UK 2 5% 
 Australia 2 5% 
 India 1 2.5% 
 Bangladesh 1 2.5% 
 Canada 1 2.5% 
 Pakistan 1 2.5% 
 Zimbabwe 1 2.5% 

 Kenya 1 2.5% 

 Total 39 100% 
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Characteristics of studies included 

The majority of studies were from the United States of America (74%), and just over 

half of all the studies occurred in the 1990s. Two thirds were Randomised Controlled 

Trials (RCT), and one third were a mix of before and after studies, cohort studies, 

intervention studies and non-randomised trials. The comparators reported in each 

study were typically groups of people receiving usual or standard care. Sometimes 

this involved no outreach and sometimes outreach was already included as an 

element of usual care.     

Participants 

The sample size of studies which reported outcomes for individual participants 

(either children or mothers/parents) ranged from 163 to 27,596 with a median of 

596 and a combined total of 92,689 people. 

Outcomes 

From the 39 studies within the scope of the review, 92% reported a primary outcome, 

all of which pertained to either childhood vaccination or immunisation rates. No 

studies reported primary outcomes relating to developmental or education 

outcomes. Secondary outcomes were reported in 11 (28%) of studies and most of 

these (82%) were related to clinic attendance. Two studies measured the number of 

health assessments completed and three measured the number of screenings for 

health, anaemia, or lead. 

Types of outreach 

A wide range of outreach strategies were identified. Sending generic letters and 

making telephone calls were the most common strategies reported, with some 

studies reporting providing an escort (CoAG 2009), extending clinic hours (Linkins et 

al. 1994) and hosting an immunisation camp (Boag-Monroe and Evangelou 2012). 

Home visits were reported in twenty percent of the studies. Most of the studies 

compared one type of outreach strategy, such as making phone calls, with other 

strategies, such as home visits, or sending letters. Half of the studies used at least 

two or three strategies in combination, and these were often stepped; first a letter 

is sent, which was followed up with a phone call, and then a home visit. The 

strategies employed in various studies also reflect changes in technology that have 
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taken place during the review interval, with computer generated or automated 

messages being used in the 1990s and early 2000s, followed by short messaging 

services (sms) being used in more recent years.  

Impact 

A majority of studies found that any type of outreach strategy had a positive impact 

on immunisation uptake, and clinic attendance, although to varying degrees. Generic 

letters appeared to have the least success in significantly raising immunisation rates, 

(Department of Education Tasmania 2017, Abramson et al. 1995, Kempe et al. 2013, 

Linkins et al. 1994) with personalised letters, telephone calls and computer-

generated messages more likely to be effective (NRC IM CISECD 2000, Lhussier et al. 

2016, Mackenzie et al. 2011, Bangure et al. 2015, Dini et al. 2000, Ferson et al. 1995, 

Gibson et al. 2017, Hawe et al. 1998, Hoekstra et al. 1999, Kempe et al. 2013, 

LeBaron et al. 2004, Linkins et al. 1994). Postcards were more likely to have a 

positive and significant impact on outcomes where they were personalised or were 

sent out continuously (Alto et al. 1994, Bangure et al. 2015, Lever and Moore 2005). 

Families escorted to the clinic were five times more likely to receive measles 

vaccination (CoAG 2009).  

What is important to note is that home visits, on their own, were not as effective as 

when used in conjunction with other strategies such as phone calls or education 

interventions (Moher et al. 2015, Daley et al. 2002, Dini et al. 2000, Irigoyen et al. 

2000, Irigoyen et al. 2006). A typical finding was that employing multiple strategies 

was also more effective than using one strategy (Boag-Monroe and Evangelou 2012, 

Mackenzie et al. 2011, Abramson et al. 1995, Gibson et al. 2017, Lieu et al. 1998). 

Cost benefit analysis 

A wide range of methods were used across those studies that included analysis of 

the economic effectiveness of outreach strategies making it difficult to draw 

meaningful comparisons. The methods used included, crude cost effectiveness, 

break even analysis, cost benefit comparison, cost per child, cost per additional child 

vaccinated, cost effectiveness ratios, and return on investment. In addition, several 

studies reported on the excess time involved in identifying their target group due to 

incorrect immunisation status or contact information (Moher et al. 2015, Daley et 

al. 2002, LeBaron et al. 2004, Lieu et al. 1998).
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Table 1.2 Table of studies extracted 

Author Country/Setting 
Study 

Design/Population 
Intervention and Comparator Main Outcome Result Summary 

Abramson et 
al. (1995) 

Forsyth County, 
North Carolina; 
USA 

RCT 
Infants receiving care 
at 2 health centres 
Low SES parents of 
infants aged 0-7mths 
(n=601) 

Intervention: Coordinator introduce 
self at birth in hospital setting 

Immunisation reminder card sent 
1wk prior to due date 

Second reminder sent on no-show 
Parents receive weekly phone call 
until immunisation complete for 
1mth-7mth overdue (n=302) 

Comparator: standard immunisation 
reminder (n=299) 

Child Development 
Outcome: Proportion 
of infants receiving 
immunisation at 
appropriate 
milestone 

Cost Benefit Analysis: 
cost of follow up 

By 7mths 91% of 
intervention infants met 
milestones compared with 
72% of comparator 
infants. 

Cost of follow up for 
intervention infants was 
$18.05, 

Fewer intervention infants 
missed appointments 
relative to comparator 
infants. 

Alemi et al. 
(1996) 

Urban paediatric 
clinic; USA 

Non-RCT 
Mothers with infants 
<6mth first outpatient 
clinic visit 
(n=213) 

Intervention: mothers contacted and 
enrolled in study by medical 
assistant. Received automated 
reminder 2 days prior to 
appointment and again for no-
shows (n=124) 

Comparator: standard practice - no 
reminder (n=89) 

Child Development 
Outcome: Proportion 
of infants receiving 
immunisation at 
appropriate 
milestone 

Service Utilisation: 
clinic attendance 
rate 

82% of intervention group 
attended versus 72% of 
comparator group 

68% on-time attendance 
for intervention group 
versus 43% of comparator 
group 

Alto et al. 
(1994) 

USA Prospective cohort 
study 
Children aged 2mth-
7yrs attending 4 
outpatient clinic 
appointments with 
immunisation 1mth 

overdue 
(n=464) 

Intervention: mailed postcard of 
immunisation schedule, phoned up 
to 3 times in 8wk window (n=231) 

Comparator: standard immunisation 
schedule with no reminder (n=233) 

Child Development 
Outcome: proportion 
of children receiving 
immunisation on 
schedule 8mths after 
intervention 

Service Utilisation: 

number of clinic 
visits 

Proportion on-time 
immunisation increased 
from 11% to 19% after 
6mth 
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Author Country/Setting 
Study 

Design/Population 
Intervention and Comparator Main Outcome Result Summary 

Barnes et al. 
(1999) 

Paediatric 
clinics; USA 

RCT 
Children aged <2yrs 
enrolled at clinic with 
no-show at 
appointment or 
overdue for 
vaccination (n=163) 

Intervention: Immunisation tracking, 
and follow-up provided by 
community volunteers 

Comparator: Notification of 
immunisation status at enrolment 
with no further contact 

Child Development 
Outcome: 
Immunisation status 
at 6mths following 
clinic enrolment 

75% of intervention 
children met 
immunisation schedule for 
age compared to 54% of 
comparator group 

Banerjee et 
al. (2010) 

India Clustered RCT 
children aged 
between 1 and 3yrs 
(n=1,640) 

Intervention: 134 villages 
randomised into one of three 
groups: no immunisation 
intervention group (n=860); 
monthly immunisation group 
(n=379); monthly immunisation 
with incentives group (n=382) 

 

Child Development 
Outcome: Proportion 
of children partially 
or fully immunised 

Cost Benefit Analysis: 
Average cost per 
immunisation 

Surveys of 
immunisation status 
taken randomly at 
baseline and 18mths 
post intervention 

Monthly immunisation 
group 18% fully immunised 

Monthly immunisation with 
incentives group fully 39% 
immunised 

No immunisation 
intervention group 6% 
fully immunised 

Cost Benefit Analysis: 
Average costs per 
immunisation for Monthly 
immunisation group $56; 

Average cost per 
immunisation for Monthly 
immunisation with 
incentives group $28 

Bangure et al. 

(2015) 

Zimbabwe RCT 

women with a live 
birth 
(n=304) 

Intervention: SMS reminders sent at 

6, 10 and 14wks with routine health 
education schedule (n=152) 

Comparator: routine health 
education schedule with no SMS 
contact (n=152) 

Child Development 

Outcome: 
Immunisation rate 

Intervention group 

attained 97% 
immunisation rate at 
6wks, compared with 82% 
immunisation rate for 
comparator group. 

Birkhead 

(1995) 

6 volunteer 

Women Infants 
and Children 
sites; 
USA 

Intervention trial 

Children aged 12 to 59 
months on site 
between April and 
Sept 1991, eligible for 
measles vaccination 
(n=6,181) 

Intervention: Child escorted to clinic 

for immunisation. 
Parent receives monthly voucher 
Comparator: Standard practice 
voucher bi-monthly 

Child Development 

Outcome: Proportion 
of children receiving 
measles vaccination 

Intervention group 

attained 74% 
immunisation rate. 
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Author Country/Setting 
Study 

Design/Population 
Intervention and Comparator Main Outcome Result Summary 

Bjornson et al. 
(1999) 

Canada Prospective RCT 
Children aged under 
2yrs 
Two convenience 
cohorts due to receive 
MMR vaccine at 
12mths or booster 
vaccine at 18mths 
(n=320) 

Intervention: Reminder notice sent 
4wks prior to vaccination 

Comparator: No reminder notice. 

Child Development 
Outcome: Uptake at 
8wks post 
immunisation due 
date 

No difference reported. 

Campbell et 
al. (1994) 

Paediatric clinic 
New York; 
USA 

RCT 
Newborns enrolled at 
clinic 
(n=288) 

Intervention: Tailored reminder 
letters sent 1wk prior to due 
(n=87); 

Postcard reminders sent 1wk prior to 
due (n=96); 

Comparator: No reminders sent 
(n=105) 

Child Development 
Outcome: Proportion 
of children receiving 
3 immunisations by 
age 7mths 

Service Utilisation: 
Proportion of 
appointments kept 

Intervention group 
attained 63% (letters) and 
59% (postcards) 
immunised compared with 
57% immunised. 

Cost Benefit: Cost 
reduction of $6,806 with 
postcards. 

Daley et al. 
(2002) 

Primary Care 
Clinic, 
Colorado; 
USA 

RCT 
Children aged 6wks to 
22mths 
(n= 1,234) 

Intervention: Reminder letters with 
phone follow up (n=140) 

Comparator: Standard care (n=126) 

Child Development 
Outcome: Proportion 
immunised with one 
or more doses. 

Intervention group 
attained 23% immunised 
with at least one dose 
compared with 20% of the 
comparator group. 

Dini et al. 
(2000) 

Country Health 
Department 
1993-1996; 
USA 

RCT and Mixed 
Methods 
Children aged 60-
90days who received 
first dose DTP or polio 
vaccine 
(n= 1,227) 

Intervention: Group A phone 
messages and letters; Group B 
phone; Group C letters 

Comparator: No contact 
10% of immunised group contacted 
and surveyed 

Child Development 
Outcome: Proportion 
completed 
immunisation at 
24mths 

Cost Benefit Analysis: 
Cost per additional 
child completing 

immunisation by 
24mths 

Intervention group 21% 
more likely to complete 
series by 24mths than 
comparator. 

Drezner et al. 
(2015) 

Pennsylvania, 
2008-2012; 
USA 

Retrospective Cohort 
Study 
Children aged 10-
15mths 
(n=1,100) 

Intervention: Outreach workers 
provide education and referral 

Comparator: No outreach 

Child Development 
Outcome: Proportion 
vaccinated at 6, 15, 
and 18mths of age 

Intervention children had 
significantly higher 
vaccination rates across 
the vaccination schedule. 
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Author Country/Setting 
Study 

Design/Population 
Intervention and Comparator Main Outcome Result Summary 

Ferson et al. 
(1995) 

Sydney; 
Australia 

RT 
Children aged 5yrs 
attending primary 
school who are under-
immunised or overdue 
(n=239) 

Intervention: Random assigned 
groups; Group 1 passive contact 
letter and leaflet; Group 2 active 
contact letter, leaflet and phone 
call 

Comparator: None 

Child Development 
Outcome: Uptake of 
booster or MMR 
vaccination. 

Passive intervention group 
attained 37% vaccinated 
compared with 71% 
vaccinated in the active 
intervention group. 

Gibson et al. 
(2017) 

Villages; 
Kenya 

RCT 
Children aged under 
5wks 
(n=2,188) 

Intervention: Group 1 sms only; 
Group 2 sms and 75 shillings; Group 
3 sms and 200 shillings 

Comparator: no contact 

Child Development 
Outcome: Full 
immunisation by 12 
months 

Children in Group 3 
attained 90% fully 
vaccinated compared with 
82% fully vaccinated in 
the control group. 

Hawe et al. 
(1998) 

Public 
vaccination 
clinic; Ballarat, 
Australia 

RCT 
Children due for 
measles vaccination 
(n=259) 

Intervention: Personalised health 
belief model reminder card 

Comparator: usual reminder card 

Child Development 
Outcome: Proportion 
of children 
vaccinated for MMR 
in 5wks post 
reminder 

Children in the 
Intervention group 
attained 79% compared 
with 67% in the 
comparator group. 

Hoekstra et 
al. (1999) 

Women Infant 
and Children 
sites in Chicago; 
USA 

RCT 
Infants aged 3-15mths 
95% Hispanic ethnicity 
(n=565) 

Intervention: Group 1 food voucher 
incentive and reminder phone 
call/letter; Group 2 food voucher 

Comparator: none 

Child Development 
Outcome: Proportion 
immunised 

Intervention raised 
vaccination coverage 33% 
with no difference 
between groups 

Hutchins et al. 
(1999) 

Women Infant 
and Children 
sites; Chicago, 
USA 

RCT 
Children aged on 
average 23-27mths 
 

Intervention: Children screened for 
vaccination status at every visit and 
referred for vaccination and given 
food voucher incentive 

Child Development 
Outcome: 
Vaccination coverage 
at 1st and 2nd birthday 
post intervention 

Intervention increased 
vaccination coverage at 
1st birthday from 59% to 
69%, and increased 
coverage at 2nd birthday 
from 37% to 60%. 

Irigoyen et al. 

(2000) 

Paediatric clinic 

in low income 
community; NY, 
USA 

Non-RCT 

Children aged 4-
18mths listed in clinic 
appointment book 
(n=1,273) 

Intervention: Group 1 postcard 

(n=314); Group 2 phone call 
(n=307); Group 3 postcard and 
phone call (n=306) 

Comparator: no reminder (n=346) 

Child Development 

Outcome: 
Vaccination coverage 

Group 3 1.75 times more 

likely to keep 
appointment than no 
reminder group/ 
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Author Country/Setting 
Study 

Design/Population 
Intervention and Comparator Main Outcome Result Summary 

Irigoyen et al. 
(2006) 

Inner city 
community 
medical 
practices; NY, 
USA 

RCT 
Children aged 6wks 
to 15mths due or 
late for DTaP 
vaccination 
(n=1,662) 

Intervention: Group 1 continuing 
postcard reminders (n=549); Group 2 
limit of 3 postcard reminders (n=552) 

Comparator: No reminders (n=561) 

Child Development 
Outcome: Proportion 
receiving any 
vaccinations post 
reminder at 3mths 
and 6mths 

Univariate response 
improved vaccination 
coverage for Group 1 (45% 
vs 51%). Multivariate 
response showed no 
difference between 
groups. 

Jones et al. 
(2015) 

Urban family 
medicine 
residency clinics; 
Utah, USA 

Prospective Cohort 
Study 
Children aged 
under 3yrs behind 
on recommended 
schedule at age 
(n=457) 

Intervention: Immunisation 
explanation letter sent to parents of 
under-immunised children with 
booking how-to; follow-up phone call 
for remainder not immunised at 
6wks post letter 

Comparator: None 

Child Development 
Outcome: Proportion 
immunised 

Cost Benefit Analysis: 
Break-even point 

Immunisation rate 
increased from 75% to 92% 

 

Kempe et al. 
(2013) 

14 counties; 
Colorado, USA 

Stratified, cluster-
randomised 
pragmatic trial 
with in-county 
randomisation 
Children aged 19-
35mths at June 
2010 
(n= 31,567) 

Intervention: Group 1 population 
based recall Group 2 training of 
practice sites to conduct recalls 

Child Development 
Outcome: Scheduled 
immunisation status; 
new vaccination 
6mths past 
intervention for 
children not meeting 
scheduled 
immunisations 

Modelled population based 
strategy more effective 
than clinic recall method. 

Cost of modelled 
population based strategy 
$17 per child meeting 
schedule compared with 
$62 per child meeting 
schedule via clinic recall 
method. 

Kolasa et al. 
(2009) 

Philadelphia; USA Pre-post 
Intervention 
Children aged 
13mths 
(n=1,988) 

Intervention: Multiple agencies 
undertake 3 phone calls, 3 letters, 
and 3 visits (n=480) 

Comparator: single outreach contact 
(n=1508) 

Child Development 
Outcome: proportion 
immunised at 10 and 
13mths 

Proportion meeting 
immunisation 

schedule at 19mths 

Intervention group 
attained 31% meeting 
schedule at 19mths 
compared to 21% of 
comparator group. 
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Author Country/Setting 
Study 

Design/Population 
Intervention and Comparator Main Outcome Result Summary 

LeBaron et al. 
(2004) 

Georgia; USA RCT 
Children aged 1-
14mths receiving 
health care 
(n=3,050) 

Intervention: Group 1 automated 
phone or mail reminder recall 
(n=763); Group 2 Person to person 
phone and home visit recall 
(n=760); Group 3 combination 
automated call, person-to-person 
and home visit 

Comparator: usual care (n=763) 

Child Development 
Outcome: meet 
immunisation 
schedule for child 
aged 24mths 

Cost Benefit: Cost per 
additional child 
vaccinated 

Group 2 increased 
immunisation for DTP 
vaccine compared with 
comparator group. 

Lever and 
Moore (2005) 

Sure Start; UK Cohort 
Children aged 3yrs 
(n=243) 

Intervention: Home visit prior to 3 
year old check (n=114) 

Comparator: No visit prior to 3 year 
old check (n=129) 

Service Utilisation: 
Attendance rate at 3 
year old check 

No significant difference 
between intervention and 
comparator 

Lieu et al. 
(1997) 

Health 
Maintenance 
Organisation; 
USA 

RCT 
Parents of children 
aged 20mths not 
vaccinated and 
identifiable via 
electronic records 
(n=289) 

Intervention: Personalised letters 
with recommendation and request 
for appointment (n=153) 

Comparator: no reminder (n=136) 

Child Development 
Outcome: Children 
receive MMR 
vaccination between 
age 20mths and 
24mths 

Intervention group who 
received letters (82 of 
153) 54% were vaccinated 
compared with 25% of 
comparator group. 

Lieu et al. 
(1998) 

Health 
Maintenance 
Organisation; 
USA 

RCT 
Children under-
immunised at age 
20mths 
(n=648) 

Intervention: Group 1 automated 
phone message; Group 2 letter; 
Group 3 automated phone message 
followed by letter; Group 4 letter 
followed by automated phone 
message 

Comparator: standard practice 

Child Development 
Outcome: Proportion 
of children meeting 
immunisation 
schedule 

Cost Benefit Analysis: 
Cost per child 

Group 4 attained 54% 
immunisation compared 
with 36% immunisation. 

Cost per child immunised 
was $7 for Group 4, $9.80 
per child for Group 1, 
$10.50 per child for Group 
2. 
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Author Country/Setting 
Study 

Design/Population 
Intervention and Comparator Main Outcome Result Summary 

Linkins et al. 
(1994) 

Rural sites in 
Georgia; USA 

RCT 
Under-immunised 
children ages under 
2yrs 
(n=8,002) 

Intervention: Randomly selected 
group receiving automated phone 
reminder, recall 1 day prior to due 
date and trailing call for missed 
appointments 

Comparator: No contact 

Child Development 
Outcome: 
Immunisation rate 
during 30day follow 
up 

36% of Intervention group 
attended health 
department within 30 
days if contact compared 
with 28% of comparator 
group. 

Morgan and 
Evans (1998) 

Wales; UK Blind RCT 
Children aged 9-
21mths not 
vaccinated 
(n=451) 

Intervention: Non-directive call 
(n=153); mailed reminder (n=159) 

Comparator: standard care (n=139) 

Child Development 
Outcome: Proportion 
immunised by 12mths 
or proportion MMR 
immunised by 24mths 

No significant difference 
between groups 

Oda et al. 
(1995) 

California; USA RCT 
Children aged 0-7yrs 
(n=1,654) 

Intervention: Group 1 phone call; 
Group 2 home visit 

Comparator: no intervention 

Service Utilisation: 
Health assessment 
rates within 6 months 
of treatment 

Group 1 attained 36% 
assessment rate, Group 2 
attained 40% compared 
with 40% assessment rate 
for the comparator. 

Owais et al. 
(2011) 

Study conducted 
in 2008; 
Pakistan 

RCT 
Mother infant pairs 
aged less than 6wks 
(n=366) 

Intervention: Home visit with three 
targeted pictorial messages 
regarding vaccination (n=183) 

Comparator: Verbally delivered non-
targeted health promotion 
messages (n=183) 

Child Development 
Outcome: 
Immunisation rates 
for DPT and Hep B 

72% of intervention group 
attained immunisation 
schedule by age 4mths 
compared with 52% of 
comparator group. 

Rodewald et 
al. (1999) 

Primary care 
facilities 
Rochester, New 
York; 
USA 

Cohort 
Children aged 0-
12mths 
(n=3,015) 

Intervention: Group 1 prompting 
only; Group 2 tracking/outreach 
only; Group 3 combined prompting 
and tracking/outreach 

Comparator: standards care 

Child Development 
Outcome: 
Immunisation status 
for age; days delay in 
attaining 
immunisation 

Cost Benefit Analysis: 
cost per additional 

child immunised 

Final series complete 
immunisation rates Group 
1 attained 76%, Group 2 
attained 95%, and Group 3 
attained 95% compared 
with comparator group 
attained 74%. 
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Author Country/Setting 
Study 

Design/Population 
Intervention and Comparator Main Outcome Result Summary 

Saliterman et 
al. (1980) 

Health 
Maintenance 
Organisation, 
Minnesota; USA 

Pre/Post 
Intervention Study 
Children aged 18-
24mths 
(n=173) 

Intervention: phone call and follow-
up calls with preventative care 
message. Postcard asking for 
appointment booking 

 

Child Development 
Outcome: 
Immunisation status 

Pre-intervention baseline 
38% met schedule. 73% 
met schedule after one 
phone contact. 76% met 
schedule after two phone 
contacts. 90% met 
schedule after two phone 
calls and postcard. 

Selby-
Harrington et 
al. (1995) 

Rural North 
Carolina; USA 

RCT 
Families with child 
overdue for Well 
Child screening 
(n=2,053) 

Intervention: Group 1 standard 
pamphlet mail out (n=294); Group 2 
phone contact (n=284); Group 3 
home visit (n=307) 

Comparator: standard practices 
(n=298) 

Child Development 
Outcome: Health 
screening status 
within 4mths of 
intervention 

Cost Benefit Analysis: 
Cost effectiveness 
ratio 

Intervention group 
improved number 
screened compare with 
comparator group 

Not cost effective with 
only 16 screenings per 100 
families visited compared 
with 5 per 100 for 
comparator group. 

Shefer et al. 
(2002) 

Women Infant 
and Children 
sites, 
Milwaukee, USA 

Cohort 
Children aged 0-2yrs 
(n=596) 

Intervention: reminder phone call 
with reminder mail out to 
unreachable families 

Comparator: standard practice 
 

Child Development 
Outcome: Number of 
children meeting 
immunisation 
schedule 

Service Utilisation: 
number of Well Child 
visits, number of 
health screenings 

Intervention group 
increased visits by 1.83 
compared to comparator 
group. 

Stehr-Green et 
al. (1993) 

Health clinics, 
Atlanta; USA 

RCT 
Parents of children 
aged less than 
12mths and due for 

DTP, OPV, or MMR 
(n=222) 

Intervention: computer generated 
reminder contact 1 day before due 
continued up to nine contacts 
(n=112) 

Comparator: no contacts (n=110) 

Child Development 
Outcome: Proportion 
children meeting 
immunisation 

schedule within 4wks 
of due date 

Intervention group 
successfully contacted 
attained 53% vaccinated 
compared with 41% of 

comparator group. 

Tollerstrup 
and Hubbard 
(1991) 

Washington 
State; USA 

RCT 
Children aged under 
5yrs with no siblings  
(n=393) 

Intervention: postcard reminder at 
1mth followed by another postcard 
contact after one month (n=182) 

Comparator: no contacts (n=211) 

Child Development 
Status: proportion 
meeting 
immunisation 
schedule 

Intervention group 
attained 65% immunised 
compared with 32% 
immunised. 
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Author Country/Setting 
Study 

Design/Population 
Intervention and Comparator Main Outcome Result Summary 

Uddin et al. 
(2016) 

Bangladesh Quasi-experimental 
Pre/Post study, 
pregnant women with 
child aged 0-11mths 
(n=8,360) 

Intervention: smart phone 
registration of pregnant women, 
notification by mothers via phone 
message of birth event, automated 
phone message reminder to mother 
and health worker 

Child Development 
Outcome: Full 
immunisation 
coverage 

Full vaccination coverage 
increased in intervention 
group. 

Vivier et al. 
(2000) 

Hospital based 
Medicaid 
managed care 
practice Rhode 
Island; USA 

RCT 
Children aged under 
6yrs not meeting 
immunisation 
schedule and enrolled 
in Medicaid 
(n=264) 

Intervention: Group 1 phone 
reminder (n=60), Group 2 mail 
reminder (n=63), Group 3 mail and 
phone contact (n=70) 
Comparator: no intervention (n=71) 

Child Development 
Outcome: 
Immunisation 
received during 
follow-up and 
immunisation status 
at end of follow-up 

Group 1 attained 17% 
immunised, Group 2 
attained 19%, and Group 3 
26% immunised compared 
with comparator group 
attained 4% immunised. 

Yokley and 
Glenwick 
(1984) 

Public Health 
Clinic, 
Midwestern city; 
USA 

RCT 
Preschool children 
aged under 5yrs not 
meeting immunisation 

schedule 
(n=1,133) 

Intervention: Group 1 general 
prompt via mail (n=195); Group 2 
specific prompt via mail (n=190); 
Group 3 specific prompt via mail 

with expanded clinic hours (n=185); 
Group 4 specific prompt via mail 
and monetary incentive (n=183) 

Comparator: Group 1 phone contact 
only (n=189) Group 2 routine care 
(n=191) 

Child Development 
Outcome: Number of 
children receiving 
one or more 

immunisations; Total 
immunisations 
delivered 

Service Utilisation: 
Number of targeted 
children attending 
the clinic 

Treatment groups 
increased number 
receiving immunisations 
relative to comparator 

groups. 
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Discussion 

The scarcity of studies reporting on the effectiveness of outreach strategies as a 

means of improving outcomes for children in the education sector of early years 

services is an important finding of this review. All studies included in the review had 

outcomes related to health, primarily immunisation rates, with no studies reporting 

any education or other developmental outcomes. This may be because outreach work 

is typically targeted to those who are the most vulnerable, underserved or hard to 

reach, with the aim of overcoming structural inequalities (Harrison and Waller 2017). 

Often this is done by providing a service where people reside, for example, home 

visiting programs, or connecting them to specialised services such as alcohol and 

other drug services, HIV or mental health services. Indeed, many studies excluded 

from this review fell into this category. Consequently, the focus on the effectiveness 

of outreach as a means of improving child outcomes through engagement with 

universal services, illustrates a natural division in the focus of research studies that 

involve outreach. On reflection, this issue may follow from the definition of outreach 

chosen to inform the systematic review criteria. Universal services, especially school 

based compulsory education services, would have a need for outreach as we define 

it, only if families are exempted from a legal compulsion to attend. 

A natural reading of the definition we have used requires an actual service facility 

from which ‘outreach’ services are extend to places beyond its boundaries. 

Consequently, alternative models of service delivery, such as community co-

governance models, and virtual or online services, may undertake work readily 

recognised as engagement, but not as outreach. In such cases, systematic search for 

‘outreach’ services will be ineffective (Alameda-Lawson and Lawson 2019; Bruno et 

al. 2019; Dyer and Echessa 2018). 

The outreach activities that do occur in the education sector are focussed on re-

engaging older children who are excluded from attendance via formal school 

sanction, or who disengage following key transition points later in their compulsory 

school career. In these instances, exposure to outreach activities for children aged 

eight years or younger is likely to take place only in families with the right age 

spacing among siblings. 
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Another reason for the paucity of studies in this area is the difficulty in measuring 

the effectiveness of outreach activities in complex social settings (Pawson 2013). 

Harrison and Waller (2017) argue that confounding factors and the assumption of a 

positive and linear effect of activities on outcomes makes conclusions about 

causality and effectiveness of outreach strategies problematic. 

Many studies were excluded from this review because of the conflation of outreach 

with a range of other activities such as education, advertising, case management, 

treatment and incentives (Harrison and Waller 2017). This made it difficult to 

establish a causal link between the outreach activities per se and the service 

operation’s desired outcomes. For instance, there are a wide range of factors that 

influence a family’s decision to get their children vaccinated, and finding a direct 

causal link between the intervention and outcome is more plausible when the 

outreach activity is specific, such as is the case with letter delivery or calls reminding 

families to take their child for their immunisation, and where outcome measurement 

takes place shortly after the intervention (measured vaccination rates). This 

argument should be of concern to many approaches to performance measurement 

deployed in government services settings. 

It appears that almost any strategy used to reach out to families to create awareness 

of their child’s immunisation status and to encourage attendance at a clinic resulted 

in improvements in vaccination rates. Despite this, across all studies measuring the 

effect of interventions on immunisation rates, on average, only about two thirds of 

the target population were immunised. Immunisation coverage after the 

interventions ranged from 19% (Alto et al. 1994) to 97% (Birkhead 1995), and this 

difference is likely to be attributable to the age of the children in the studies 

(immunisation rates decrease as children get older) and the difference in baseline 

rates, with some regions starting from a very low base and others from a very high 

baseline immunisation rate. What these results do show is that although the outreach 

strategies were for the most part, successful in increasing immunisation rates, a 

large proportion of children were still being missed.  

The paper by Owais et al. (2011) supports the claim that outreach activities are 

effective when the purpose of the outreach is clear and targeted at the right level. 
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In this study the authors compared health workers going to homes and showing 

families three targeted pictorial messages about vaccines for five minutes, with 

health workers delivering general health promotion messages verbally for 15 

minutes. They found that by four months, 72% of those who had received the 

targeted pictorial messages had received all three doses of DPT/Hepatitis B 

compared to 51.7% of the other group. Perhaps for families dealing with a myriad of 

other social issues, families with low levels of literacy or those where English is their 

second language, receiving clear and specific messages are more effective than more 

general preventative health messages, which families may not view as being a high 

priority when they have more pressing needs. 

Andersson (2013) identifies three main tasks performed by people engaging in 

outreach work. These are contact making, initiating social change processes with 

the intent to improve people’s lives, and establishing and maintaining social support. 

The contact making, the reaching out to people who are not currently accessing a 

service and who may benefit from attending appears to be central to understanding 

what outreach is. In this review, this is where most of the services directed their 

energies. Outreach can lead to participation without requiring a greater level of 

commitment or engagement from families (Lhussier et al. 2016). However, for many 

families their reasons for not immunising their child may be more complex and 

harder to address through contact making activities alone. Consequently, a deeper 

level of contact and engagement from parents and service provider may be required 

(Lhussier et al. 2016).  

Andersson’s (2013) second task for outreach, ‘initiating social processes to improve 

people’s lives’, suggests we view outreach more as a series of processes that occur 

over time. This approach recognises that changing people’s knowledge, attitudes, 

and behaviours can require significant time especially when engaging with firmly 

held beliefs or external pressures (Gorard et al. 2007). It is through these ‘social 

processes’, consisting of ongoing interactions between familiar people, that 

relationships of trust are developed and the level of engagement with services 

changes. Using Fredricks’ typology of individual engagement (Fredricks et al. 2004), 

Lhussier et al. (2016) offer an exploratory framework for outreach interventions in 

‘Traveller Communities’, identifying changes in engagement at a behavioural, 
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emotional, and cognitive level to effect changes in behaviour, social capital and 

participation. In this study, the trust of workers and long established relationships 

emerged as critical to changing behaviours or building the social capital of the 

community. These ways of working, although not evident from this review, have also 

been found to be critical factors for engagement. The juxtaposition of a 

rational/technical aim, typically defined by those offering a service, with social 

practices closer to those of family and friend relationships of mutual trust and inter-

subjectivity is a defining characteristic of this approach to outreach. Similarly, 

practitioners working in ways that showed competence and valuing of the parent, 

and working in a way that engenders safety, trust and enjoyment were key factors 

that determined whether a service would be attractive to service recipients (Houle 

et al. 2018).  

Among more disadvantaged groups there is evidence of lower uptake of preventive 

services, and of higher use of accident and emergency services, emergency 

admissions and out-of-hours services (Dixon-Woods et al. 2006).  This suggests that 

amongst this group there is a tendency to seek help only when necessary. This 

practice relates to the issue of service eligibility or ‘candidacy’ for a service.  Dixon-

Woods describes candidacy as, “… the ways in which people's eligibility for medical 

attention and intervention is jointly negotiated between individuals and health 

services” (Dixon-Woods 2006: 12). What this means is that a family may have a 

different interpretation of their current needs and circumstances compared to a 

service provider, and consequently, a different perception of their eligibility for a 

particular service. This may be more pronounced in areas where poorer health or 

lower levels of education are common, but this may also be true for parents who do 

not face these challenges but have children with high needs. For example, there may 

be a universal education and care service in their area but from their perspective 

they may not see themselves as being eligible for that service due to the complex 

needs of their child. It is in these kinds of circumstances where a deeper level of 

engagement and trust may support greater understanding between service provider 

and family, or help configure activities that connect with families at the point in 

time they are most likely to be required.  
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Whilst the United States (US) does not have a universal health care system, the 

majority of American children do access health care through health insurance 

provided under Medicaid, the Children’s Health Insurance Program (CHIP), or from 

private health insurance companies (Jenkins 2018).  The overall rise in health 

insurance enrolment recorded in the US has increased the uptake of preventative 

care (Kaiser Family Foundation 2016), and this has been a driver of the strong push 

to ensure parents register their children for health insurance. A recent study 

indicated that an outreach intervention was effective at increasing both enrolment 

in CHIP and Medicaid for kindergarten-aged children, as well as increasing preventive 

care use (Jenkins 2018). This school-based intervention illustrated how different 

agencies and government departments working together can achieve improvements 

across a range of indicators. Partnering with hospitals to offer child health insurance 

outreach in an emergency department setting has also been shown to be effective 

at increasing enrolments (Gordon and Dupuie 2001).  This approach offers some 

promise for contacting families who are more likely to present to emergency 

departments than to alternative kinds of medical practice. 

Andersson (2013) proposes that the fundamental idea of outreach is “… to start a 

process of social interaction between people in need, on the one hand, and some 

kind of support-oriented organizational body on the other” (Andersson 2013: 175). 

However, this claim can be contested because the term ‘in need’ may include those 

who need to know about a service (i.e., be aware that it exists) as well as a family 

struggling to cope with a child with severe behavioural problems (i.e., a family in 

need of more intensive support). Who defines what ‘in-need’ means may also be 

contested, especially where the definition allows ad hoc application or when the 

intended service community disagrees. 

This highlights the importance of organisations being clear about the vision they have 

for their outreach activities and what is feasible. For example, the ‘Keep well’ 

program in the United Kingdom identified two purposes for their outreach activities 

(Mackenzie et al. 2011). The first was to increase the uptake of health checks by 

removing barriers to participation and making the service more accessible. The 

second aim was to achieve improvements in health by using counselling techniques 

and referring people to other services when required. An assertive outreach program 
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targeted to families with serious problems in the Netherlands also had a clear goal 

in implementing their outreach strategy (Rots‐de Vries et al. 2011). The overarching 

aim of the outreach program was to contact families in the first instance, and then 

motivate them to accept care and liaise on their behalf. Two models of outreach 

provision were then identified, one which was a kind of service broker model - linking 

people to existing services, and another which required longer term engagement 

through an extended care package. 

Despite the use of patient registries and in-house databases to monitor patient data, 

several studies reported encountering significant challenges from incorrect patient 

information, which in one study amounted to 40% of children having an incorrect 

official record (Drezner et al. 2015). What this means is that the outreach activity 

may have erroneously included individuals who were already planning to vaccinate 

their children, thus making it difficult to draw any conclusions about the 

effectiveness of the strategy in engaging with families not already engaged with 

service. In the Alto study (Commission on Population 1981), for example, there was 

a contamination effect because the siblings were not controlled for and the main 

means of outreach contact was potentially exposed to non-target family members 

and to neighbours. Therefore, before service providers can successfully make 

contact with the target group, sufficient time and resources need to be allocated to 

ensure that the target group has been identified correctly. 

Analytical methodologies also need to be correctly matched to the setting under 

evaluation, especially where it is known, for example, that contamination effects 

can occur. By sharing resources, and integrating services where feasible, 

partnerships across agencies that foster shared leadership, synergies and building 

relationships play an important role in supporting these contact-making and case 

finding activities (Kelaher et al. 2009). Across the globe the use of GIS/Geospatial 

mapping is emerging as potential means to identify gaps in service delivery (Sasaki 

et al. 2011; DeGuzman et al. 2017; Mahler et al. 2015). Partnerships are also 

highlighting the importance of sharing and linking service administrative data to 

ensure that the most appropriate measures affecting service outcomes are included 

in service evaluations and service planning. 



 

27 
 

The outreach strategies employed in the selected studies track the changes in 

technology that have taken place across communities where outreach activities have 

been studied. Perhaps the most obvious example of this shift has occurred with 

mobile communication networks, with computer generated/automated messages 

being used in the 1990s and early 2000s and short messaging services (SMS) being 

used in more recent years, giving way to application-based messaging associated 

with social media. Today, with the rise in mobile phone ownership (Fair Society 

2010), there is greater scope to use technology in creative ways to engage with 

people who have traditionally been hard to contact. For example, one of the studies 

included in this review from Bangladesh used software named “mTika” to 

electronically register each child’s birth, and remind mothers about upcoming 

vaccination dates via text messages (Uddin 2016).  The service provider then taught 

mothers who were illiterate to use symbols upon registration and these were used in 

SMS messages to contact women about appointments. Qualitative data showed the 

intervention was well-accepted, suggesting that this approach could be used to 

engage with other groups of people who have low literacy levels or for whom the 

official language spoken in their region is not their first language.  

The Tasmanian Government’s Early Years Strategy (Department of Education 

Tasmania 2017), is aimed at ensuring children in Tasmania thrive in strong, 

connected communities with three key focus areas, quality, equity and partnerships. 

The Strategy’s purpose is to strengthen the provision of programs and services for 

children and their families and to increase collaboration across a variety of key 

stakeholders. To achieve this, services need to be responsive to the needs of local 

communities and work in ways that encourage community engagement with the 

services and programs available to them. Outreach is one of a number of strategies 

to facilitate engagement. However, at present, early years practitioners in Tasmania 

do not share a common understanding of outreach, and there has been no systematic 

review of its effectiveness in improving the health and educational outcomes for 

children in Tasmania (Jose et al., manuscript under review).  

This review has provided examples of activities that focus on contact making, or 

bridging the gap between service providers and families, for the most part for the 

purpose of effective immunisation. This brings us back to the challenge of having a 
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shared understanding of what outreach is. As Mackenzie proposes, should we 

approach outreach as a mechanism to solve local problems (Mackenzie et al. 2011), 

in some cases a specific strategy for a specific target group? (Carr et al. 2017).  Or, 

do we view outreach more broadly as a general means of reducing social inequalities 

in society? (Grymonprez et al. 2017). In the absence of clear confirming examples, 

it remains an open question whether it is feasible to establish a shared understanding 

across disparate disciplines such as education and health. Andersson (2010) proposes 

the following broad, but non-specific definition of outreach, perhaps in recognition 

of that challenge: 

“Outreach work is a contact-making and resource mediating social activity 

performed in surroundings and situations that the outreach worker does not 

control or organise, and targeted at individuals and groups who otherwise are 

hard to reach and who need easy accessible linkage to support” (Andersson 

2010: 68).  

At the heart of this definition is relationship formation. If we agree to this view of 

outreach, then we have an opportunity to measure outreach activities in terms of 

their ability to establish or facilitate sustained relationships with people, whether 

or not those relationships affect changes in child health or education outcomes. This 

suggests that whatever outreach activity is proposed, it is informed by a clearly 

articulated theory of change underpinning each activity, which has as its focus the 

activities undertaken to establish and maintain relationships with clients, and their 

responses to those activities (Harrison and Waller 2017).  

Finally, to determine which outreach strategies are effective in engaging families in 

the early years sector, it may be that a different kind of review is needed. Two 

examples from articles uncovered by this review reached this conclusion. After a 

systematic search of the literature investigating the effectiveness of outreach 

programs for the health improvement of traveller communities, Lhussier et al. (2015) 

determined that as a result of the paucity and quality of material, a ‘realist review’ 

would provide more useful information to develop and provide robust explanations 

for how, why, for whom and in what circumstances an outreach intervention may be 

successful (Lhussier et al. 2016). In contrast, Dixon-Woods et al. (2006) propose that 
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for topics that are wide-ranging, complex, and often unclear or ambiguous, a 

‘critical interpretive synthesis’ may be a more useful approach (Dixon-Woods et al. 

2006). We note, given that outreach depends on a specific kind of centre-based 

service operation, the desired aim of outreach activities for those kinds of operations 

might also be achieved by adapting the model of service operation to formats that 

better engage parents with young children by design.  

Strengths and limitations 

The conclusions in this systematic review are limited by methodological choices 

made on the basis of time and on scoping decisions affecting the kind of outreach 

practice relevant to early years services in Tasmania. A thorough and systematic 

search was undertaken of the most relevant publication data stores within the 

agreed scope. To test the findings returned were exhaustive of the search within 

that scope, we expanded the search to include reference lists, citations and relevant 

systematic reviews and this strengthened our assurance that there exists only a 

narrow selection of research article publications on health or education outreach 

practices, in this case focussed on immunisation rates. 

The review was also limited to English language articles and so it remains possible 

that relevant evidence from non-English publications may have been missed. While 

the search across literature databases was methodical, the differences in labelling 

and terms used to identify some outreach activities means that some resources that 

used synonyms not conceived by our team or identified by contemporary database 

search algorithms may have been missed during this process. 

This review also did not explore the quality of the studies as many of the studies 

came from already published systematic reviews where their quality had been 

assessed as being low to moderate. Very few studies returned had been judged as 

high quality (Williams et al. 2011; Harvey et al. 2015; Bright et al. 2017). Thus, any 

findings or conclusions drawn from this review need to be interpreted with caution. 
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Conclusion 

That there are very few studies reporting on the effectiveness of outreach activities 

to improve child outcomes in the early years education sector is an important finding 

of this review and highlights the challenges in measuring the impact of outreach 

strategies to engage families in universal services beyond the health sector. Future 

research related to outreach in early years services may benefit from this finding by 

examining the extent to which the service operations under consideration exemplify 

business models and service ecosystems appropriate for outreach activities. 
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