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Definitions 
 
Discounting – A technique which allows the calculation of present values of 
inputs and benefits which accrue in the future. Discounting is based on a time 
preference which assumes that individuals prefer to forego a part of the 
benefits if they accrue it now, rather than fully in the uncertain future. By the 
same reasoning, individuals prefer to delay costs rather than incur them in the 
present. The strength of this preference is expressed by the discount rate 
which is inserted in economic evaluations. 
Early child development – The World Health Organization’s definition of 
early child development is the development of physical, socio-emotional and 
language-cognitive capacities in the early years. We include in our definition 
of early child development the following five domains: physical, social, 
emotional, communication, and language and cognitive skills.  
Early childhood – Usually early childhood is defined as the period from 0–8 
years old but in this report we define it as the period from birth until the age of 
formal entry into primary school. 
Intangible crime costs – This refers to pain, suffering, fear and reduced 
quality of life as experienced by victims of crime, as well as the erosion of 
human rights such as justice and freedom. 
Mixed early child development intervention – Intervention including a 
mixture of approaches which could be centre-based and home-based and/or 
directed at both children and parents. 
Model early childhood programmes – Model programmes are generally 
highly resourced and implemented on a small scale (sample sizes of 20 to 
700) at a few sites (one to three) under optimal conditions. They are similar to 
efficacy studies in that they determine whether an intervention works in ideal 
circumstances. 
Large-scale early childhood programmes – This refers to early childhood 
interventions implemented at numerous sites over a large geographic area. It 
is usually when an intervention has been shown to be efficacious at pilot or 
model sites, and thus is being ‘rolled out’. Head Start in the USA and Sure 
Start in the UK are good examples of this. 
Targeted interventions – Targeted programmes are aimed at particular 
groups. Targeting can be done by geography, immigration status, biological 
risk factors (e.g. prematurity), family social risk factors, as well as 
socioeconomic status. 
Universal interventions – Universal early childhood programmes do not 
discriminate between groups in terms of their need and are implemented for 
the benefit of all (children and/or families) in the population. 
School readiness – Traditionally school readiness was defined as 
encompassing five skills and attributes: physical wellbeing and motor 
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development; emotional health and a positive approach to new experiences; 
age-appropriate social knowledge and competence; age-appropriate 
language skills; and age-appropriate general knowledge and cognitive skills. 
More recently in the USA the School Readiness Indicators Initiative has 
developed and includes in their definition of school readiness child, family and 
community components1. 

Summary 
• Human skills are acquired in a predictable sequence of sensitive 

periods in early life during which specific neural pathways of the brain 
develop. This process is influenced by genetics and environmental 
factors and thus provides a window of opportunity for effective early 
childhood intervention. 

• The economic return from early interventions is high, whilst the return 
from intervening with remedial programmes in adolescence and young 
adult years is more costly. 

• Economic analyses of intensive, highly-resourced early childhood 
programmes in the USA have shown dramatic benefit-cost ratios 
ranging from approximately 2:1 to 17:1. 

• Very few economic analyses of early childhood interventions in Britain 
were found. One crude costing of UK Early Excellence Centres set the 
estimated costs to the NHS and social services of a hypothetical 
disadvantaged family against child attendance at a centre. This 
demonstrated a cost saving ratio of 1:10.  

• A further British study estimated that expanding and improving the 
quality of free early childhood education services for 2, 3 and 4-year-
olds in the UK would result in a 1-2% increase in GDP through higher 
rates of maternal employment and increased lifetime employment. 

• Studies from Canada and Europe emphasize the potential loss to GDP 
by not investing in early child development, and the financial benefits of 
increased maternal employment. 

• Early childhood intervention programmes can reduce lifelong 
disadvantage with significant improvements in all domains of child 
development, school achievement, delinquency and crime prevention, 
and life success with the greatest effects seen in those at highest 
social risk. Although initial investments are great, the returns over the 
long term can be much greater.

                                            
1 Called the Ready Child Equation, conditions for school readiness include: children’s 
readiness for school; school’s readiness for children; and the capacity of families/communities 
to provide developmental opportunities for children. 
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Introduction 
Neurodevelopmental research confirms the importance of exposures during 
early childhood which literally ‘sculpt’ the brain, during key windows of 
opportunity, for the acquisition of particular skills(1).  

 
Figure 1. ‘Sensitive periods’ in early brain development. Source: Graph developed by the Council for 
Early Child Development (Nash 1997; Early Years Study 1999; Shonkoff 2000) 
http://www.councilecd.ca/ 
 
Early social environments have been shown to play formative roles in 
cognitive and social-emotional development (2). Early child development 
strongly influences well-being, stunting, obesity, mental health, heart disease, 
competency in literacy and numeracy, criminality and economic productivity 
and social participation throughout life (3). The economic return from early 
interventions is high, whilst the return from intervening with remedial 
programmes in adolescence and young adult years is more costly (4) (Figure 
2). 
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Figure 2. Rates of return to investment in human capital as function of age when the investment was 
initiated. Source: Heckman JJ, et al. Skill formation and the economics of investing in disadvantaged 
children. Science. 2006 Jun 30;312(5782):1900-2. 
Paradoxically, government investment in support for young families has been 
negligible when compared with later investments in education, remedial 
services, hospitals, courts, prisons and social welfare services – all of which 
can do comparatively little to influence critical development (1). This 
‘mismatch’ between opportunity and investment is not widely appreciated, 
although there are signs that it is being recognized (5). In Britain, as in most 
high income countries, these outcomes show a strong socioeconomic status 
gradient (6). Over the last four decades numerous early childhood 
development programmes have been developed which target needy groups 
by geography, immigration status, biological risk factors (e.g. prematurity), 
family social risk factors, or socioeconomic status (7-10). Based on available 
evidence, some economists now argue that investing in the early years is the 
most lucrative investment a country can make (11).  
 
Out of 21 Organization of Economic Co-operation and Development 
countries, the UK ranks as last for child well-being (12). This takes into 
account six different dimensions, amongst others educational well-being, 
family and peer relationships, and behaviour and risk. Britain ranks in the 
bottom quarter in all dimensions except physical health and safety. The few 
available early stage infant and child outcomes, and the later stage health 
outcomes, confirm the entrenched inequalities in the British population. In 
Scotland in 2003, the prevalence of smoking during pregnancy was 38% and 
the stillbirth rate 5.9 per 1000 live births in the most deprived quintile 
compared with 13% and 3.8 per 1000 respectively in the least deprived (13). 
The odds of a 5-year old child in deprivation category 7 having dental caries 
were 4.6 that of a child in deprivation category 1 (14). Teenage pregnancy 
was 3 times more likely in the most, compared with the least, deprived quintile 
(15).  In 2006, under-75 deaths were 3.6 times more likely amongst the most 
deprived than the least deprived decile (16). Amongst 45-74 year olds, deaths 
due to coronary heart disease were 3.8 times more likely, cancer deaths were 
2.3 times more likely and alcohol deaths were 12.3 times more likely in the 
most deprived decile compared with the least deprived decile. In those aged 
15-44 years, the most deprived were almost 5 times more likely to die than 
the least deprived.  
 
Educational attainment and being in employment can attenuate the effect of 
socioeconomic status on these health outcomes (17) but recent reports show 
that Scotland is not doing well in this respect. A 2009 report commissioned by 
the Scottish Labour Party on literacy levels in Scotland shows that 18.5% of 
children (approximately 13,000 pupils) leave primary school without being 
functionally literate (18). In 2008, the Scottish Government reported that 39% 
of men and 36% of women of working age had literacy abilities likely to impact 
negatively on their employment opportunities and life chances (19). 

Potential economic benefits of early childhood interventions 
We undertook a review of the literature on the effectiveness of early childhood 
interventions, the full report which can be accessed at www.SCPHRP.ac.uk. 
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Most studies focus on outcomes for participants and their care givers, with 
some studies including cost-benefit analyses. The information presented in 
this submission draws predominantly on reviews by Karoly et al. (8), Melhuish 
(20) and Mitchell et al (21). The economic case for investing in early childhood 
is based on assumptions (depicted in Figure 3). The majority of cost-benefit 
analysis studies describe programmes implemented in the USA; however, this 
report does include economic evaluations from other countries. 

Evidence from the USA 
Carolina Abecedarian Project 
The model, targeted early childhood interventions beginning in infancy 
demonstrate that high-quality early childhood education, combined with home 
visits to improve the home learning environment, targeted at high risk groups 
from a very early age can result in positive cognitive and academic  



Figure 3. Potential economic benefits of early childhood interventions
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achievement outcomes as well as greater early adult self-sufficiency. The successful 
Carolina Abecedarian Project (22, 23) provided high-quality, intensive education from 
infancy. The intervention groups displayed statistically significant higher IQ scores up to 
age 15 years, higher academic achievement, fewer placements in special education 
and retentions in grade, and a higher percentage of college completion. Programme 
teenage mothers were more likely to: have completed high school, participated in post-
secondary training, be self-supportive, be employed and have jobs that were skilled or 
semi-skilled, and less likely to have subsequent children. There were significantly fewer 
smokers and less marijuana use in the Abecedarian intervention groups. The 
programme, implemented in a low-crime neighbourhood, showed no statistically 
significant difference in crime. 
 
A cost-benefit analysis conducted in 2002 (24), using discounting rates of 3, 5 and 7%, 
discounted benefits and costs to the year that children began participating in the 
programme (age 0). Participants were followed up to age 21 years. Children were 
projected to earn $143,000 more than non-participants over their lifetimes, mothers of 
enrolled children could expect to make $133,000 more and children of participants were 
projected to earn nearly $48,000 more throughout their lifetimes. Education services 
were estimated to save $11,000 per child, and through the impact on smoking, 
$164,000 per person could be saved on those people prevented from adopting the 
habit. The average cost of the Abecedarian Project per child was $42,871 (in 2003 US 
dollars). The total benefit to society per child was $138,635 resulting in savings of 3.23 
dollars of benefit for every dollar spent. 
 
High/Scope Perry Preschool Project 
The model early childhood programmes beginning in preschool were of higher quality 
with more qualified staff, closer supervision of staff by experts, lower child-staff ratios 
and smaller group sizes, than the large-scale public programmes (such as Head Start). 
Programmes were more effective in those at highest risk and some interventions were 
found to be ‘wasteful’ of resources in children from educated families (25). The 
High/Scope Perry Preschool Project (26) developed and implemented in the Ypsilanti 
School District, Michigan in the USA, represents the most famous and successful early 
childhood intervention project with the longest follow-up. It served 58 African-American 
children, 3–4 years of age from low socio-economic status backgrounds and those with 
low IQs. The programme ran for two years, with four year olds receiving input for one 
year and three year-olds for two years. A mixed approach was used with defined 
classroom activities, weekly home visits by the teachers and monthly group meetings 
with parents. Statistically significant improvements were seen on IQ from age four to 
eight years. Academic achievement at age 14 and 19 also significantly improved 
compared to control groups. By age 27 there was more high school completion and 
higher mean years of schooling (27). The intervention group had higher monthly 
earnings, higher percentages of home ownership, and a lower percentage receiving 
social services at some time between ages 18 and 27 years. There were fewer lifetime 
arrests and fewer adult criminal arrests including crimes of drug making or dealing. 
Women had fewer teenage pregnancies and illegitimate children. Improvements 
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continued through to age 40 years in terms of educational attainment, income, family 
environment and health insurance (28), and resultant returns on investment. 
 
Four cost-benefit studies have been conducted on this programme. The age of last 
follow-up of the Barnett (29), Schweinhart, Barnes and Weikart (27), and Karoly et al. 
(30) studies was 27 years. Barnett, Belfield and Nores (31) conducted a further study 
with follow-up till 40 years. The age to which they discounted was three years (when the 
children started the programmes), except in the Karoly study where they discounted to 
age 0. A variety of discounting rates were used from 0-8%, with 3% being the most 
common. The average cost of the programme per child was $14,830 (in 2003 US 
dollars). Based on the age 27 follow-up, the total benefits to society per child were 
estimated at $76,426 (excluding intangible crime costs) and $129,622 (including 
intangible crime costs), resulting in benefit-cost ratios of 5.15 and 8.74, respectively. 
Based on the age 40 follow-up, the total benefit to society per child goes up to 
$253,154, giving a benefit-cost ratio of 17.07. 
 
Nurse-Family Partnership 
David Olds’ Nurse-Family Partnership is a home visitation programme which begins 
during pregnancy. During the first month of enrolment nurse visits are weekly, then 
fortnightly till birth after which they are weekly again till the baby is six weeks old. From 
2 to 21 months visits are bimonthly and then monthly until 24 months. Visits provide 
teaching on care of children, family planning, positive health related behaviour and 
support for mothers’ educational achievement and workforce participation. 
 
This programme, implemented in the USA and UK, has shown success in all child 
development domains (32). It differs from other large-scale targeted programmes in that 
there were three well-conducted randomized controlled trial evaluations (33-35), follow-
up was longer, attrition was lower and interventions were well-defined with unlikely 
“contamination” of (i.e. intervention spill over into) the control groups.  
 
Best outcomes were seen in the children of mothers who had low emotional intelligence 
and/or poor mental health prior to programme participation, with significant 
improvements in cognitive and language development, behavioural adaptation which 
included attention, impulse control and sociability, fewer officially-verified incidents of 
child abuse and neglect, and fewer health care encounters and days hospitalized for 
children’s injuries or ingestions. At 15 year follow-up, the Elmira study showed 59% 
fewer self-reported arrests (33). In the higher risk subgroup (poor unmarried mothers) 
their adolescents displayed 54% fewer arrests, 69% fewer convictions, 59% fewer 
sexual partners, 28% fewer smokers and 51% fewer days drinking. The intensive 
management of this programme means that even though it has been implemented on a 
fairly large scale, trials to date were more like “efficacy” than “effectiveness studies” i.e. 
they represent programme impact under close to ideal, rather than real world, 
circumstances. 
 
Two cost-benefit analyses have been conducted on this programme, by Aos et al. (36) 
and by Karoly et al. (30). These were discounted to age 0 and the age of last follow-up 
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was 15 years. Karoly et al. presented a discounting rate of 4%, and also rates of 0-8%.  
The Aos study uses a discount rate of 3%. Aos estimates the programme costs per 
child to be $9,118 (in 2003 US dollars), and the total benefits to society at $26,298 per 
child for the entire sample in the Elmira study. This translates to a benefit-cost ratio of 
2.88. Karoly estimates the programme costs per child to be $7,271 and then stratifies 
the Elmira sample into higher-risk and lower-risk individuals. The total benefits to 
society per child is estimated at $41,419 in the higher-risk sample, and $9,151 in the 
lower-risk sample, translating to a benefit-cost ratio of 5.7 in the higher- and 1.26 in the 
lower-risk groups. 
 
Chicago Child-Parent Centers 
The Chicago Child-Parent Centers, serving over 100,000 children at 25 sites, is one of 
the few large-scale programmes beginning in preschool that provides us with good 
evidence of efficacy (37). This programme which has been operating since 1967 in 
high-poverty, high-crime neighbourhoods of Chicago provides centre-based preschool 
education through the public school system. It is offered to children 3 to 4 years of age 
and emphasises a child-centred, individualised approach to social and cognitive 
development, focused on school readiness. Parenting activities are provided in resource 
centres and parents are required to participate for half a day each week. Activities 
involve parenting classes, providing clerical assistance, developing resources for other 
parents, coordinating school projects, work training and literacy programmes. There are 
also health and nutrition services, screening and diagnostic services, meal services and 
referral by programme nurses.  
 
In the achievement domain, a higher percentage of the experimental group completed 
high school and college whilst fewer dropped out of school, were placed in special 
education or experienced grade retention. In terms of crime and life success, there were 
lower proportions of overall and violent arrests, higher rates of full-time employment, 
fewer cases of child maltreatment, higher coverage by health insurance and a lower 
percentage of depressive symptoms (38).  
 
The Reynolds et al. (39) cost-benefit study followed children to age 21 years. Benefits 
and costs were discounted to age three years and a discounting rate of three percent 
was used. The average cost of the programme per child was $6,913 (in 2003 US 
dollars), whilst the total benefit to society per child was estimated at $49,337 resulting in 
a benefit-cost ratio of 7.14.  

UK Early Excellence Centres 
We were unable to find any cost-benefit analysis of early childhood interventions 
conducted in the UK. The Early Excellence Centres(EEC) was introduced in the UK in 
1997 to promote models of high quality, integrated early years services for young 
children and families in disadvantaged communities. The planned evaluation of the UK 
EEC Pilot Programme (40) uses a case study to illustrate how cost-benefit may be 
calculated. It was estimated that if the children from a particular family attended an 
EEC, savings on that family would amount to £8,840.00 per year. The savings would be 
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in social services provision of foster care, psychiatric counselling for the parent with an 
NHS psychologist, and referral to school educational psychology for the children. Set 
against the cost of attendance at the EEC which amounted to £880.00 per year, this 
translated into a short-term benefit-cost ratio of 10.  

British Columbia’s ’15 by 15’ policy framework 
In many parts of the world, including Canada and Australia, the Early Development 
Instrument is being used to measure children’s school readiness as they enter school. 
Children scoring in the lowest 10% are regarded as developmentally vulnerable. Using 
the Canada-wide 10% cut-off, British Columbia has calculated that 29% of their children 
entering school are developmentally vulnerable. The University of British Columbia’s 
Human Early Learning Partnership, in a document (41) prepared for their province’s 
business council, estimates that this vulnerability will lead to a “…a depletion of our 
future stock of human capital.” Economic analysis reveals that it will cause British 
Columbia to forgo 20% in GDP growth over the next 60 years. They state in their report 
(‘15 by 15’ which refers to their goal of reducing the vulnerability to 15% by 2015, and to 
10% by 2020) that “the economic value of this loss is equivalent to investing $401.5 
billion today at a rate of 3.5% interest, even after paying for the social investment 
required to reduce vulnerability. Unnecessary early vulnerability in BC is thus costing 
the provincial economy a sum of money that is 10 times the total provincial debt load.” 
The authors of ’15 by 15’ emphasize that ‘patience is a requisite virtue’ in reaping the 
dramatic economic returns available from reducing early vulnerability. They estimate 
that the resultant cumulative value of increased GDP surpasses the early human capital 
investment after 37 years. 

Maternal employment 
In a literature review on outcomes of Early Childhood Education (ECE) conducted by 
Mitchell et al. from New Zealand (21), economic returns from ECE are discussed. One 
of the positive outcomes regarded is maternal employment. Two studies using national 
survey data were considered which showed increased revenue from taxation generated 
through availability of child care and maternal employment. The first study (42) in 
Quebec found that employment expanded after the introduction of almost free child care 
for four-year-olds (and then younger age groups) from 1997 onwards. The employment 
expansion, however, took place at a slower rate than the provision of ECE places partly 
because many already employed parents moved from informal to formal child care. The 
taxes generated by the new labour supply covered about 40% of the child care 
subsidies. A similar study conducted in Zurich (43) was based on individual household 
data comparing the weekly working hours and composition of households that used 
child care in 1999 with comparable households not using child care. The city of Zurich 
invested CHF 18 million annually in child care which was offset by the CHF 29 million of 
additional tax revenues and reduced public spending on social support.  
 
Similarly, PriceWaterhouseCoopers estimated in 2004 (44) that expanding free ECE 
services for 2,3 and 4-year-olds in Britain and improving the quality of ECE services by 
upgrading the skills of the workforce, would result in a 1-2% increase in GDP through 
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higher rates of maternal employment and increased lifetime employment. Mitchell et al. 
comment that this estimate may have been substantially higher had 
PriceWaterhouseCoopers also considered social benefits, such as the impact on 
income distribution, child poverty, remedial education, improved health or lower crime 
rates.  

Limitations  
Most of the interventions reviewed were implemented in the USA. There are doubts, 
however, as to whether implementation of these programmes in the UK, with its existing 
universal public health care system with health visitors and general practitioners, would 
yield similar effects. USA control groups in the Nurse-Family Partnership for example, 
did not have any routine universal free health services, whilst intervention groups were 
supplied with nurses with case loads of no more than 25. Without major expansion in 
health visitor numbers, roll-out of the programme in the UK maintaining that nurse to 
family ratio is not feasible. In addition, one needs to compare the relative benefits of 
simply strengthening and intensifying the current UK system, with importing a foreign 
programme. 
Furthermore the intensity and target population of the programmes (such as the 
Abecedarian) which have provided ‘evidence’ of effectiveness should be considered. It 
is highly unlikely that these rather expensive model programmes (or efficacy studies) 
could be duplicated on a large scale. 

Monitoring impact  
Data to monitor children’s development in the Scottish population, and the effectiveness 
of related programmes, are sparse. More early-stage measures are needed as well as 
better late-stage measures, which would require modern “anonymous” data linkage. 
These measures could span developmental milestone attainment via standardized 
assessments (collected in the primary health care system, and by nursery staff and 
teachers) with an overall school readiness assessment around school entry. If these 
data were collated and analysed centrally, patterns of “unmet need” in child 
development by geographic, ethnic and socioeconomic position could be revealed. 

Conclusions 
Early childhood intervention programmes can reduce lifelong disadvantage and thus 
health inequalities due to social and environmental factors. Significant improvements in 
all domains of child development, school achievement, delinquency and crime 
prevention, and life success have been demonstrated with the greatest effects seen in 
those at highest social risk. Mixed, two-generation approaches, that is, a combination of 
centre and home-based programmes focussing on children and parents, appear to be 
effective. Although initial investments are great, the returns over the long term can be 
much greater and pay back times can be brought forward by ancillary investments, 
particularly in maternal labour force engagement.  
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Recommendations 
In the UK, this would imply adopting early childhood development programmes which 
provide a universal seamless continuum of care and support from pregnancy through to 
school entry with the intensity of support graded according to need (Figure 4). Based on 
our full review, we recommend: 

• Strengthening of existing midwifery and health visitor services by: clearly defining 
their roles; enhancing training (to include robust methods to identify pregnant 
women and infants at high social and developmental risk, and methods of 
monitoring of social, emotional and cognitive development); and adjusting their 
case loads according to intensity of client needs. 

• The adoption of an internationally recognized monitoring tool such as the Early 
Development Instrument to assess overall child development at school entry and 
thus a means to reflect on how local authorities and communities can improve 
the support in the 0-5 year period. 

• Provision of targeted services, via a referral system, for children and families 
identified with social-emotional problems, utilising programmes such as Triple P 
or Incredible Years. 

• For high-crime neighbourhoods, a trial of an intensive ‘model’ programme (such 
as the Chicago Child-Parent Centers) could be considered. This would need 
long-term monitoring of outcomes such as educational achievements, 
employment, benefit use, and criminal activity. 
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Delivery Population CONTINUUM OF CARE 
Pregnancy 0-12 months 12-36 months 36-48+ months

Highest risk of 
developmental 
and/or 
attachment 
disorder  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Medium risk 
 
 
 
 
 
Universal 

Children  
 
 
 

 Enrichment of 
home 
environment e.g. 
Play@home# 
Nurturing of 
holistic child 
development 
Children’s centres 
with use of multi-
agency integrated 
services 

Full- or half-day 
child care at high 
quality child 
development 
centre (higher 
risk - higher 
number of hours 
up to a max. 30 
hrs/wk)        
Enrichment of 
home 
environment           

Full-day* high 
quality preschool   
Enrichment of 
home 
environment            
Child training e.g. 
Incredible Years 
Specialist input as 
required 

Parent-
Child 

Intensive midwifery 
support   
                
Nurse-Family 
Partnership 
 
Parents As 
Teachers 

Attachment-based 
interventions to 
improve parent 
sensitivity§    
Intensive 
midwifery & home 
visiting support  
Nurse-Family 
Partnership 
Parents As 
Teachers                   

Intensive home 
visiting support  
 
Nurse-Family 
Partnership 
 
Parents As 
Teachers                 

Positive Parenting 
e.g. Triple P 
 
Specialist input as 
required 

Parents Maternal education 
& literacy   
Parenting 
preparation   
Support for 
addictions 

Training to understand stages of child development & how 
to nurture  
Parenting/child management support e.g. Incredible Years   
More intensive support in accessing services, problem 
solving,                                                                        adult 
education for high school completion, job/employment 
support, accessing benefits, addiction management etc 

Children  Enrichment of home environment e.g. 
Play@home  
Nurturing of holistic child 
development 
Children’s centres 

Half-day 
preschool 

Parent-
Child 

Promotion of sensitive parenting with provision of support as needed 

Parents Support for 
behaviour change  
Antenatal care 
according to medical 
risk 

Support for 
breastfeeding 
initiation & 
maintenance  

Support in accessing services   
Problem solving techniques   
Adult education for high school 
completion, job/employment support 

Children  Children’s centres e.g. drop-in 
centres, toy & book libraries 
Resources e.g. Bookstart# 
Enrichment of home environment 

Half-day 
preschool 

Parent-
Child 

Access to information on positive, sensitive parenting

Parents Standard antenatal 
care. Promotion of 
healthy diet, physical 
activity, 
breastfeeding & 
smoking cessation. 
Ready Steady Baby# 

Information on healthy child development 
Information on available child, parent & family services 
Core child health promotion programme with routine child 
development reviews 
 

Figure 4. Suggested mixed, two-generation approach to universal early childhood social-emotional and 
cognitive development based on evidence of promising interventions (as reviewed in the full report) 
Note: At any level of risk, the child/family receives services proportionate to their risk + any services below that 
level. *There is a debate about full vs. half-day; British EPPE study says full-day as good as half-day; USA 
National Center for Educational Statistics says full-day for highest risk and half-day for medium & low risk 
children. §Interventions to prevent/treat attachment disorder fall out with the scope of this review but are 
mentioned here for completeness. #See Appendix 4 in the full report at www.SCPHRP.ac.uk for a brief 
description of these universal resources. 
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