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Executive Summary

The early child period is considered to be 
the most important developmental phase 
throughout the lifespan. Healthy early 
child development [ecd]—which includes 
the physical, social—emotional, and lan-
guage—cognitive domains of development, 
each equally important—strongly influences 
well-being, obesity/stunting, mental 
health, heart disease, competence in literacy 
and numeracy, criminality, and economic 
participation throughout life. What happens 
to the child in the early years is critical for 
the child’s developmental trajectory and 
lifecourse. 

The principal strategic insight of this 
document is that the nurturant qualities of 
the environments where children grow up, 
live, and learn matter the most for their devel-
opment, yet parents cannot provide strong 
nurturant environments without help from 
local, regional, national, and international 
agencies. Therefore, this report’s principal 
contribution is to propose ways in which gov-
ernment and civil society actors, from local 
to international, can work in concert with 
families to provide equitable access to strong 
nurturant environments for all children glob-
ally. Recognizing the strong impact of ecd on 
adult life, it is imperative that governments 
recognize that disparities in the nuturant 
environments required for healthy child 
development, will impact differentially on 
the outcome of different nations and societies. 
In some societies, inequities in ecd translate 
into vastly different life chances for children; 
in others, however, disparities in ecd reach a 
critical point, where they become a threat to 
peace and sustainable development.

The early years are marked by the 
most rapid development, especially of the 
central nervous system. The environmental 
conditions to which children are exposed, 
including the quality of relationships and 
language environment,[in the earliest years] 
literally “sculpt” the developing brain. 
The environments that are responsible for 
fostering nurturant conditions for children 
range from the intimate realm of the family 

to the broader socioeconomic context shaped 
by governments, international agencies, and 
civil society. These environments and their 
characteristics are the determinants of ecd; 
in turn, ecd is a determinant of health, well-
being, and learning skills across the balance of 
the lifecourse. 

The seeds of adult gender inequity are 
sewn in early childhood. In the early years, 
gender equity issues—in particular, gender 
socialization, feeding practices, and access to 
schooling—are determinants of ecd. Early 
gender inequity, when reinforced by power 
relations, biased norms, and day-to-day 
experiences in the family, school, com-
munity, and broader society, go on to have a 
profound impact on adult gender inequity. 
Gender equity from early childhood onwards 
influences human agency and empowerment 
in adulthood. 

Economists now assert on the basis of the 
available evidence that investment in early 
childhood is the most powerful investment 
a country can make, with returns over the 
lifecourse many times the size of the original 
investment.

The scope of the present report is fourfold:
1.	 To demonstrate which environments matter 

most for children. This includes environments 
from the most intimate (family) to the most 
remote (global).

2 .	 To review which environmental configurations 
are optimal for ecd, including aspects of 
environments that are economic, social, and 
physical in nature.

3 .	 To determine the “contingency relationships” 
that connect the broader socioeconomic 
context of society to the quality of nurturing 
in intimate environments such as families and 
communities. 

4 .	 To highlight opportunities to foster nurturant 
conditions for children at multiple levels of 
society (from family-level action to national 
and global governmental action) and by 
multiple means (i.e. through programmatic 
implementation, to “child-centered” social and 
economic policy development).

In keeping with international policy 
standards, early childhood is defined as the 
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period from prenatal development to eight 
years of age. The evidentiary base, as well 
as interpretation of the body of evidence, is 
derived from three primary sources: 1) peer-
reviewed scientific literature, 2) reports from 
governments, international agencies, and civil 
society groups, and 3) international experts in 
the field of ecd (including the Commission 
on Social Determinants of Health Knowledge 
Network for ecd) that is representative in 
both international and inter-sectoral terms. 
This evidence-based multiple-sourced 
approach ensures that the conclusions and 
recommendations of this report are borne 
out of the perspectives of a diverse array of 
stakeholders and are thus broadly applicable 
to societies throughout the world.

One guiding principle is an “equity-based 
approach” to providing nurturant environ-
ments for children everywhere. Multiple 
perspectives—from the provisions of human 
and child rights declarations to the realities 
reflected by research evidence—make clear 
the importance of equity. Programs and 
policies must create marked improvements in 
the circumstances of societies’ most disad-
vantaged children, not just in absolute terms, 
but in comparison to the most advantaged 
children as well. 

What is now known is that, in every 
society, inequities in socioeconomic 
resources result in inequities in ecd. The 
relationship is much more insidious than 
solely differentiating the rich from the 
poor; rather, any additional gain in social 
and economic resources to a given family 
results in commensurate gains in the devel-
opmental outcomes of the children in that 
family. This step-wise relationship between 
socioeconomic conditions and ecd is called a 
“gradient effect.” However, some societies are 
more successful than others at “dulling” the 
gradient effect, thus fostering greater equity. 
Societies accomplish this by providing a range 
of important resources to children as a right of 
citizenship, rather than allowing them to be 
a luxury for those families and communities 
with sufficient purchasing power. 

Importantly, an equity-based approach 
is also the successful path to creating high 
average ecd outcomes for a nation. Societies 
that demonstrate higher overall average 



Total Environment Assessment Model 
for Early Child Development

�

outcomes for children are those in which 
disadvantaged children are developmentally 
stronger than disadvantaged children in other 
nations, whereas, in all nations, children at 
the higher ends of the socioeconomic spec-
trum tend to demonstrate relatively strong 
outcomes. 

In this report we provide a framework for 
understanding the environments (and their 
characteristics) that play a significant role in 
providing nurturant conditions to all children 
in an equitable manner. The framework acts 
as a guide to understanding the relationships 
between these environments, putting the 
child at the center of her or his surroundings. 
The environments are not hierarchical, 
but rather are interconnected. At the most 
intimate level is the family environment. At 
a broader level are residential communities 
(such as neighbourhoods), relational com-
munities (such as those based on religious 
or other social bonds), and the ecd service 
environment. Each of these environments 
(where the child actually grows up, lives, and 
learns) is situated in a broad socioeconomic 
context that is shaped by factors at the 
regional, national, and global level. 

The framework affirms the importance of 
a lifecourse perspective in decision-making 
regarding ecd. Actions taken at any of these 
environmental levels will affect children 
not only in present day, but also throughout 
their lives. The framework also suggests that 
historical time is critically influential for 
children; large institutional and structural 
aspects of societies (e.g., government policy-
clusters and programs) influence ecd, and 
these are “built” or “dismantled” over long 
periods of time.

Socioeconomic inequities in developmen-
tal outcomes result from inequities in the 
degree to which the experiences and environ-
mental conditions for children are nurturant. 
Thus, all recommendations for action stem 
from one overarching goal: to improve the 
nurturant qualities of the experiences children 
have in the environments where they grow up, 
live, and learn. A broad array of experiences 
and environmental conditions matter. These 
include those that are intimately connected 
to the child, and therefore readily identifiable 
(e.g., the quality of time and care provided by 

parents, and the physical conditions of the 
child’s surroundings), but also more distal 
factors that in various ways influence the 
child’s access to nurturant conditions (e.g., 
whether government policies provide families 
and communities with sufficient income and 
employment, health care resources, early 
childhood education, safe neighborhoods, 
decent housing, etc.). 

While genetic predispositions and bio-
physical characteristics partially explain how 
environment and experience shape ecd, the 
best evidence leads us to consider the child as 
a social actor who shapes and is in turn shaped 
by his or her environment. This is known as 
the “transactional model,” which emphasizes 
that the principal driving force of child 
development is relationships. Because strong 
nurturant relationships can make for healthy 
ecd, socioeconomic circumstances, despite 
their importance, are not fate. 

The family environment is the primary 
source of experience for a child, both because 
family members (or other primary caregivers) 
provide the largest share of human contact 
with children and because families mediate a 
child’s contact with the broader environment. 
Perhaps the most salient features of the family 
environment are its social and economic 
resources. Family social resources include 
parenting skills and education, cultural prac-
tices and approaches, intra-familial relations, 
and the health status of family members. 
Economic resources include wealth, occu-
pational status and dwelling conditions. 
The gradient effect of family resources on 
ecd is the most powerful explanation for 
differences in children’s well-being across 
societies. Young children need to spend their 
time in warm responsive environments that 
protect them from inappropriate disapproval 
and punishment. They need opportunities to 
explore their world, to play, and to learn how 
to speak and listen to others. Families want to 
provide these opportunities for their children, 
but they need support from community and 
government at all levels. 

Children and their families are also shaped 
by the residential community (where the 
child and family live) and the relational 
communities (family social ties to those 
with a common identity) in which they 
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are embedded. Residential and relational 
communities offer families multiple forms 
of support, from tangible goods and services 
that assist with child rearing, to emotional 
connections with others that are instrumen-
tal in the well-being of children and their 
caregivers. At the residential/locality level, 
both governments and grass-roots organiza-
tions also play a highly influential role. Many 
resources available to children and families 
are provided on a community-level through 
local recognition of deficits in resources, 
problem-solving, and ingenuity. There are, 
however, inequities in ecd that are apparent 
between residential communities, which 
must be addressed in a systematic way. 

“Relational community” refers to the 
people, adults and children, who help form a 
child’s social identity: tribal, ethnic, religious, 
language/cultural. Often, this is not a geo-
graphically clustered community. Relational 
communities provide a source of social 
networks and collective efficacy, including 
instrumental, informational, and emotional 
forms of support. However, discrimination, 
social exclusion, and other forms of subjuga-
tion are often directed at groups defined by 
relational communities. The consequences 
of these forms of discrimination (e.g., fewer 
economic resources) can result in discernable 
inequities. Moreover, relational communities 
can be sources of gender socialization, both 
equitable and non-equitable. Relational 
communities are also embedded in the larger 
socio-political contexts of society; as such, 
reciprocal engagement with other relational 
groups, civil society organizations, and 
governmental bodies is a means of addressing 
the interests and resource needs of their 
members.

The availability of ecd programs and 
services to support children’s development 
during the early years is a crucial component 
of an overall strategy for success in child-
hood. ecd services may address one or 
more of the key developmental domains 
(i.e., language–cognitive, socio-emotional, 
and physical development). The quality and 
appropriateness of services is a central consid-
eration in determining whether existing ecd 
programs improve outcomes for children. 

There are principles of ecd programs and 
services that are readily transferable between 
places; however, many program features 
require tailoring to the social, economic, and 
cultural contexts in which they are found. 
ecd services may be targeted to specific 
characteristics of children or families (e.g., 
low birth-weight babies or low-income 
families), may occur only in some communi-
ties and locales and not others, or may be more 
comprehensively provided. Each of these is 
also accompanied by their respective benefits 
and drawbacks; however, the overarching 
goal of the global community should 
be to find means of providing universal 
access to effective ecd programs and 
services. Health care systems (hcss) are key 
to providing many important ecd services. 
The hcs is in a unique position to contribute 
to ecd, since hcss provide facilities and 
services that are more widely accessible in 
many societies than any other form of human 
service, are already concerned with the health 
of individuals and communities, employ 
trained professionals, and are a primary point 
of contact for child-bearing mothers. 

The influence of the regional and 
national environments is fundamental 
in determining the quality and accessibility 
of services and resources to families and 
communities. They are also salient for 
understanding the levels of social organiza-
tion at which inequalities in opportunity and 
outcome may be manifest, and the levels of 
organization at which action can be taken to 
ameliorate inequities. 

There are many interrelated aspects 
of regional environments that may be 
significant for ecd: physical (e.g., the degree 
of urbanization, the health status of the 
population), social, political, and economic. 
These aspects of the regional environment 
affect ecd through their influence on the 
family and neighbourhood, and on ecd 
services. In contrast to more intimate envi-
ronments, such as the family, the significance 
of large environments, such as the region, is 
that regions have an effect on large numbers 
of children. Thus, changing the environment 
at this level can influence the lives of many 
children. More research and accumulated 
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knowledge is required in order to understand 
how regional characteristics can be modified 
to positively influence ecd. 

The most salient feature of the national 
environment is its capacity to affect 
multiple determinants of ecd through 
wealth creation, public spending, child- and 
family-friendly policies, social protection 
and protection of basic rights. The chances 
that children will face extreme poverty, child 
labour, warfare, hiv/aids, being left in 
the care of a sibling, is determined, first and 
foremost, by the countries in which they are 
born. 

At the level of the national environment, 
comprehensive, inter-sectoral approaches 
to policy and decision-making work best for 
ecd. Although ecd outcomes tend to be 
more favourable in wealthy countries than 
poor ones, this is not always the case. It is 
clear that a commitment of 1.5–2.0% of gdp 
to an effective mix of policies and programs 
in the public sector can effectively support 
children’s early development. Those nations 
with less economic and political power are 
less free to determine their internal policy 
agendas, and are more influenced by the 
interests of the international community, 
including other nations and multilateral 
organizations. Notwithstanding this, most of 
the recommendations in this report are within 
the capabilities of any national government 
that meets the international criteria for a 
“competent authority.”

The global environment can influence 
ecd through its effects on the policies of 
nations as well as through the direct actions of 
a range of relevant actors, including multi-
lateral economic organizations, industry, 
multilateral development agencies, non-gov-
ernmental development agencies, and civil 
society groups. A major feature of the global 
environment in relation to children’s well-
being is the element of power in economic, 
social, and political terms. Power differentials 
between types of actors, particularly 
between nations, have many consequences, 
including the ability of some nations (mainly 
resource-rich ones) to influence the policies 
of other nations (mainly resource-poor ones) 
to suit their own interests. Although power 
differentials may have invidious effects on 

ecd, they can be exploited for the benefit of 
children, too. Requiring a minimum level of 
government spending on ecd and compliance 
with the Rights in Early Childhood provisions 
of the Convention on the Rights of the Child 
(uncrc), as pre-conditions for international 
developmental assistance, are two mechanisms 
that can be used. Analogous mechanisms 
have been used effectively in other areas of 
international development in the past. 

Civil society groups are conceptualized 
as being organized at, and acting on, all levels 
of social organization, from local residential 
through global. The ability of civil society 
to act on behalf of children is a function of 
the extent of “social capital,” or connected-
ness of citizens, and the support of political 
institutions in promoting expressions of civil 
organization. When civil society is enabled, 
there are many avenues through which they 
can engage on behalf of children. Civil society 
groups can initiate government, non-govern-
ment organization, and community action 
on social determinants of ecd. They can 
advocate on behalf of children to assure that 
governments and international agencies adopt 
policies that positively benefit children’s 
well-being. Finally, civil society groups are 
instrumental in organizing strategies at the 
local level to provide families and children 
with effective delivery of ecd services, to 
improve the safety, cohesion, and efficacy of 
residential environments, and to increase the 
capacity of local and relational communities 
to better the lives of children. Although 
research on the direct effect of civil society on 
ecd is limited, the strong statistical associa-
tion between the strength of civil society and 
human development in societies around the 
globe leaves little doubt about its importance 
to ecd.
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Introduction and Overview

What children experience during the early 
years sets a critical foundation for their entire 
life course. This is because experiences shape 
early child development—including health/
physical, social/emotional, and language/
cognitive domains—which in turn strongly 
influences basic learning, school success, 
economic participation, social citizenry, and 
health throughout life. Assuring all children 
have quality experiences in early childhood is 
overwhelmingly contingent on the actions of 
family, community, and society in providing 
them with ‘nurturant’ environments in which 
to live and to thrive.

Purpose of the Present Study

The present study is borne out of the 
imperative to find an equity-based approach 
for fostering successful early child develop-
ment in societies throughout the world. A 
tremendous body of literature suggests that 
early child development [ecd]—physical, 
social/emotional, and language/cognitive 
- is a fundamental determinant of well-being 
throughout the life course. 

The building blocks of ecd are rooted in 
the interaction between children’s biological 
factors and the environmental conditions 
which they experience during their earliest 
years; differences among children in success-
ful ecd largely arise from differences in the 
extent to which their environments display 
‘nurturant’ qualities. This study thus seeks to 
explore the most ‘nurturant’ environmental 
conditions for children, and ways in which 
nurturant conditions can be provided to all 
children in an equitable manner. 

In particular, the scope of this volume is 
fourfold: 1) to demonstrate which environ-
ments matter most for children. This includes 
environments from the most intimate 
(family) to the most remote (global), 2) to 
review which environmental configurations 
are optimal for ecd, including aspects of 
environments that are economic, social, 
and physical in nature, 3) to identify the 
‘contingency relationships’ that link broader 

socioeconomic environments of society to 
the quality of nurturing present within the 
intimate environments in which children are 
embedded, such as families and communi-
ties. 4) To highlight opportunities to foster 
nurturant conditions for children at multiple 
levels of society (from family-level action to 
national and global environmental action) and 
by multiple means (i.e. through programmatic 
implementation, to “child-centered” social 
and economic policy development).

Nurturant Conditions for ecd  and 
Child Survival in Resource-Poor 
Nations: Indivisible Phenomena, 
Indivisible Goals

Though ecd is often framed as a ‘luxury’ 
on which resource-rich nations can afford 
to focus, ecd is important in all countries, 
resource-rich and resource-poor alike. Put 
bluntly, our planet provides no examples of 
highly successful societies among those who 
have ignored development in the early years. 
Without question, infant and child mortality 
rates in resource-poor nations are alarmingly 
and unacceptably high. However, they must 
not overshadow the equal (or greater) propor-
tion of children who remain alive in these 
nations - the destitute environments in which 
children are dying are also those in which they 
are surviving. As such, the quality of environ-
mental conditions in resource-poor nations is 
an urgent matter for improving child survival, 
as well as bettering children’s life chances, and 
those of their societies. 

In these countries, children are likely to 
suffer from poor nutrition and poor health. A 
child here has a four in ten chance of living in 
extreme poverty and 10.5 million children a 
year die before age 5. [2].They are also at high 
risk of never attending school [2]. The recent 
Lancet series on ecd estimates that there are 
559 million children under 5 in developing 
countries—including 155 million who are 
stunted and 62 million who are not stunted 
but are living in poverty—for a total of over 
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we define early childhood as the period from 
prenatal development to eight years of age. 

The environments are also later termed 
‘spheres of influence.’ This is based on the 
inclusion in team-ecd of contexts that 
conform to common understandings of 
the notion of environment—those that are 
geographically bounded—but also those that 
are formed through social organization and 
social connectedness, and are not readily 
discernable through the lens of physical space. 
By identifying the ways in which geographi-
cally and socially connected environments 
overlap, team-ecd addresses the lack of 
mutual exclusivity between the two.

team-ecd  and Past Frameworks of 
Understanding 

team-ecd builds on many past theoretical 
frameworks and conceptual models that 
address ecd and social determinants of 
health more broadly speaking. These include 
Urie Bronfenbrenner’s Bioecological Model 
and developmental psychology perspectives 
on ecd, understandings of ‘biological 
embedding;’ frameworks put forth in social 
epidemiology and related disciplines which 
address social determinants of health; a long 
history of research regarding social relations 
in human society; a vast literature in the 
political economy domain; and the World 
Health Organization Framework on Social 
Determinants of Health, developed recently 
in conjunction with the csdh. Review of 
relevant literature in these areas is embedded 
throughout the text. Past frameworks which 
team-ecd draws on are briefly reviewed in 
this section.

In his seminal work, Urie Bronfenbrenner 
provides an ecological framework with which 
to think about (hierarchically arranged) 
social and spatial contexts as they relate to 
children’s development [4]. In this model, 
the microsystem refers to a spatial context 
with which children come into “immediate” 
contact, this includes families and schools. 
The mesosystem describes slightly larger 
contexts, like neighborhoods, while the 
ecosystem refers to the broader contexts in 
which microsystems and mesosystems are 

200 million children under five years of age 
who are at extreme risk of impaired cognitive 
and social–emotional development [132].

Most of these children—89 million—live 
in ten countries (India, Nigeria, China, 
Bangladesh, Ethiopia, Indonesia, Pakistan, 
Democratic Republic of Congo, Uganda, and 
Tanzania) that account for 145 million (66%) 
of the 219 million disadvantaged children in 
the developing world. Many are likely to do 
poorly in school and subsequently as adults 
will likely have low incomes, high fertility, 
and provide poor health care, nutrition, 
and stimulation to their own children, 
thus contributing to the intergenerational 
transmission of disadvantage[3] . The loss 
of human potential that the above statistics 
represent is associated with more than “a 20% 
deficit in adult income and will have implica-
tions for national development” [3].

The overarching message of this work to 
governments, international agencies, and civil 
society partners is this: the agenda to improve 
child survival and health is indivisible from 
the agenda to improve ecd. That is, taking a 
developmental perspective on the early years 
provides a framework that subsumes issues 
of basic existence and healthy development; 
it allows us to understand the conditions that 
allow children to not only survive, but indeed 
to thrive. 

team-ecd  Framework

To this end, we provide the Total Environ-
ment Assessment Model of Early Child 
Development (team-ecd). Developed by the 
World Health Organization’s Commission on 
Social Determinants of Health’s (csdh) 
Knowledge Network on Early Child 
Development, team-ecd is a means of 
framing the environments that are most 
salient for children, highlighting arrange-
ments of each environment that provide 
optimally nurturant conditions for children, 
identifying the dependent and reciprocal 
relations between environments, and linking 
these to the biological processes with which 
they interact to foster successful ecd. team-
ecd thus places the child at the center of the 
environments in which s/he is embedded. In 
keeping with international policy standards, 
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embedded. This includes (but is not limited 
to) aspects of society such as culture, values, 
and the law.

team-ecd further refines the micro, 
meso, and ecosystems into spheres of influ-
ence that fall into each of these three contexts. 
Further, while Bronfenbrenner’s model 
addressed the role of family, team-ecd 
identifies additional environments that are 
socially, rather than geographically bounded. 
In addition, team-ecd challenges the hierar-
chical perspective on environments of the 
Bronfenbrenner model, instead showing the 
interactions and interdependence between 
the various contexts that are significant for 
children.

In the field of social epidemiology and 
public health more generally, several models 
have been developed to address the role of 
social determinants of health, though not 
those concerned with ecd explicitly. The 
models offered by Diderichsen and Hallqvist2 
and by Diderichsen, Evans and Whitehead[5] 
provide some additional detail regarding the 
broad environment, namely by explicating 
the role of the policy domain as a social 
context. However, this model is still quite 
general in its effort to explain the effects of 
social stratification on health, and is geared 
to the understanding of adult health. team-
ecd further elaborates on the policy and 
social context environments, and provides a 
model that explicitly focuses on early child 
development.

Dahlgren and Whitehead[6, 7] offer a 
model which, like team-ecd provides con-
siderably more specificity of the environment, 
and one in which the interactional aspects 
of environments are captured. However, 
team-ecd further develops this previous 
work in several ways. First, Dahlgren and 
Whitehead’s model is aimed primarily 
at explaining adult health status, at least 
implicitly so. This is suggested strongly by the 
model’s incorporation of “individual lifestyle 
factors” (referring to health behavioral 
factors) as a source of influence for health.

team-ecd, by contrast, is primarily 
concerned with the three primary domains 
(physical, language/cognitive, and socio-
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emotional) of children’s development, which 
by and large don’t have the same direct 
correlation to behaviors that health status 
does to health behaviors. In the context of 
ecd, children’s behaviors are considered to 
be components of ecd (i.e. outcomes) to be 
understood and improved (or supported), 
rather than independent risk factors in and of 
themselves. 

Second, Dahlgren and Whitehead’s model 
provides a rather hierarchical notion of 
environments, while (to reiterate) environ-
ments in team-ecd model are not strictly 
hierarchically conceptualized. Finally, 
Dahlgren and Whitehead do not explicitly 
address the temporal aspect of social determi-
nants, nor of health. team-ecd incorporates 
notions of time, both in terms of changes in 
environments over historical periods, and the 
development of children over the course of 
their lives. 

Mackenbach et al.’s Model of Selection 
and Causation[8] introduces a temporal 
aspect with explicit acknowledgement of 
childhood circumstances and child health. 
However, the primary intent of this model 
is to introduce these factors as determinants 
of adult health, rather than to understand 
determinants of child well-being. Further, 
this model is less specific regarding envi-
ronments, terming these collectively as 
‘structural/environmental factors.’ Brunner, 
Marmot, and Wilkinson[9] also provide a 
model which incorporates early childhood 
only as a determinant of adult health, rather 
than guiding explanations of early childhood 
health (let alone broad notions ecd) itself. 
Like the Mackenbach model, Brunner et. al. 
use a broader and less refined classification 
of environmental factors when compared to 
team-ecd.

In conjunction with the csdh, the who 
has recently developed an elaborate frame-
work entitled the ‘who Equity Team Social 
Determinants Framework [10].’ This frame-
work provides a nuanced and differentiated 
understanding of environments that affect 
health and health equity. However, in parallel 
with models described above, the objective 
of this framework (at least implicitly so) is 
primarily to explain adult health. This model 
uses ecd as a determinant of health, but does 
not address how ecd itself is determined. 

2	 Diderichsen’s and Hallqvist’s 1998 model was adapted by 

Diderichsen, Evans and Whitehead , 2001



14

societies. In addition, team-ecd provides a 
flexible means of integrating ideas of nurtur-
ance which may only be locally-relevant with 
those which are universal - for all children in 
all places.

Universal Principles of ecd

There are several principles which are 
universally characteristics of ecd; they are 
consistently upheld irrespective of society, 
and a child and family’s place within that 
society. First, the early years of life are marked 
by the most rapid development, especially of 
the central nervous system (cns). 

Second, there are a number of sensitive or 
‘critical periods’ in the development of the 
human brain that occur almost exclusively 
during this time period. For each of these 
critical periods, specific regions (and therefore 
specific functions) of the brain undergo 
crucial growth and formation.

Third, the environmental conditions to 
which children are exposed in the earliest 
years literally “sculpt” the developing brain. 
The more ‘nurturant’ the physical, social, and 
economic environments of children during 
the early years, the greater the chances for 
successful development of the growing child. 

Fourth, the development occuring during 
this time provides the essential building 
blocks for a lifetime of success in many 
domains of life, including economic, social, 
and physical well-being. Certainly people 
continue to develop beyond the early years, 
however science has demonstrated that 
healthy early child development—which 
again (for the sake of emphasis) includes 
the physical, social/emotional, and lan-
guage/cognitive domains of development, 
each equally important - is fundamental to 
health, success, and happiness not only for the 
duration of childhood, but throughout the life 
course. As such, the environmental conditions 
to which children are exposed in the earliest 
years of development are consequential over 
the entire life course. 

Fifth, and related to the preceding point, 
the pervasive socioeconomic inequities 
in adult health outcomes (and many other 
markers of well-being) have roots in socio-
economic inequities in ecd. That is, during 

In summary, past frameworks have been 
critical in developing understandings of 
social determinants of health, and each has 
strengths and omissions. team-ecd builds 
on and improves upon previous models 
for explaining ecd and conditions that are 
nurturant for children. By expanding the 
environmental spheres that are included, 
challenging the notion of strict hierarichy 
between environments, adding temporal 
components, and holding successful ecd as 
its central goal, team-ecd offers the stron-
gest means thus far of understanding (and 
therefore acting upon) social determinants of 
early child development. 

Evidentiary Base for team-ecd

team-ecd also draws on a large body of 
literature and expertise in order to document 
the features of environments that are most 
nurturant for children (see also appendix A). 
The evidentiary base, as well as interpretation 
of the body of evidence used in this volume 
is derived from three primary sources: 
peer-reviewed scientific literature, reports 
from governments, international agencies, 
and civil society groups, and international 
experts in the field of ecd (including the 
csdh, Knowledge Network of ecd, which 
itself is representative in both international 
and inter-sectoral terms). 

One irreconcilable factor is the imbalance 
in availability of information from each of 
these three sources across resource-rich and 
resource-poor nations. The preponderance 
of scientific literature arises from studies 
conducted in resource-rich nations, while 
evidence from resource-poor nations is 
largely contained in governmental and agency 
reports. Notwithstanding this issue, the 
evidence-based multiple-sourced approach 
ensures that the conclusions and recom-
mendations of this report are borne out of the 
perspectives of a diverse array of stakeholders 
and broadly applicable to societies throughout 
the world.

Certainly, there are facets of ecd that 
are ‘context-specific’ (for example, cultural 
practices and norms), but from this body 
of evidence, one can glean key aspects of 
ecd that hold true in all cultures and in all 
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the earlierst years of life, differences in the 
extent of nurturance provided by children’s 
environmental conditions lead to differences 
in ecd outcomes; the effects of these early 
inequities last for a lifetime, and translate 
into   inequities in health in later childhood, 
adolescence, and in adulthood. In sum, the 
socioeconomic environment is a fundamental 
determinant of ecd and, in turn, ecd is a 
determinant of health and well-being across 
the balance of the life course.

Primary Principles of team-ecd

Rooted in these universalities, team-ecd is 
based on three underlying principles:
1)	 Early Child Development—physical, 

social/emotional, and language/cognitive—is 
the result of interactions between children’s 
biological factors and the environments in 
which children are embedded.

2)	 Successful ecd occurs when environmental 
conditions—physical, social, and economic 
—demonstrate characteristics that are known 
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to be ‘nurturant’ for children.

3)	 Using an equity-based approach to provide 
nurturant environments for all children will 
lead to equity of Early Child Development and 
equity in well-being throughout the life course.

team-ecd:  Organizational 
Overview

Figure 1 provides the heuristic depiction 
of team-ecd. team-ecd is organized by 
interacting and interdependent ‘spheres of 
influence.’ They include the individual sphere 
(which is the central sphere in the model and 
reflects the child itself, including her/his 
biological characteristics), the family and 
dwelling sphere, the residential community 
sphere, the relational community sphere, the 
ecd services sphere, the regional environ-
mental sphere, the national environmental 
sphere, and the global environmental sphere. 
Each chapter in this study is devoted to 
describing one of these spheres of influence 
in terms of the aspects of each—physical, 

figure 1: team-ecd 
schematic
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the value of local knowledge:  
a cautionary note on 
universalizing approaches 
to early child development 

It is essential to encourage and support services 
that invest and give “a good start in life involving 
nurturing, care and a safe environment” to children 
during their early years [184]. That is the ultimate 
goal of working globally to establish a unified 
framework of understanding and unified standard 
for ecd measurement. However, a long history of 
experiences provides evidence that, whether inten-
tionally, inadvertently, or due to systematic lack 
of inclusion, many efforts aimed at universalizing 
knowledge and practices (with respect to ecd but 
also many other aspects of life) have been based on 
dominant Anglo-American values, goals, norms, 
and ideals. When this is the case, the suggestion 
is that there is an implicit denial of global equity 
[185]. The following examples illustrate this point.

In many areas of the world, breastfeeding has 
been a timeless tradition. Yet, for many years, 
European and American organizations and corpo-
rate entities pulled mothers away from this practice 
through advocacy for formula feeding. With the 
scientifically accumulated knowledge regarding the 
merits of breastfeeding garnered today in western 
nations, Euro-Americans have now introduced a 
global call for mothers to return to breastfeeding. 
In this case, the value of breastfeeding in nations 
of Africa and Asia was already known through 
years of tradition and experience, but was initially 
subverted and trumped by ‘wisdom’ [sic] imported 
from Europe and America [186].

Even within Anglo-American nations, 
minority groups face similar issues. Indigenous 
populations are a case in point. In many Indigenous 
communities around the world, the concept of 
citizenship is premised on the notion that “…every 
entity and being is part of a whole in which they 
are interdependent…” The concept is one that 
privileges the group over the individual, fostering 
a sense of collectiveness, or social responsibility. 
By contrast, most Euro-American nations have an 
approach to citizenship that is entrenched in the 
self, private property and other liberal notions. 
Early childhood programs based on Aboriginal 
cultures therefore, might depart from those rooted 
in Anglo-Canadian traditions in the fundamental 
values which are imparted [187]. For instance, the 
value of individual self-expression (in terms of 
language/cognitive/communication skills) may 
be subordinated to group expression. Further, an 
irony similar to the aforementioned example exists, 
in that the understanding among scholars from 

European and American nations has turned to the 
importance of social capital, collective efficacy and 
similar manifestations of connectedness, for the 
establishment of healthy and successful societies 
[188]. 

Thus, in spite of acknowledging the global 
diversity of ecd services, it seems difficult, if not 
impossible, to transcend touting Western ecd as 
instinctively superior and as the gold standard by 
which to measure all other forms of ecd. team-
ecd’s explicit approach is to create an analysis 
of the individual-environment-interactional 
determinants of ecd that, from inception to final 
report, is based on information and expert opinions 
gathered from a range of nations around the globe. 
Throughout the work of the who Commission on 
Social Determinants of Health Knowledge Hub on 
Early Child Development, a process was created 
through which to achieve this crucial aspect of the 
work at hand.

Nonetheless, history compels an authoritative 
caution. There are always shortcomings and 
lacunae that arise, but the Knowledge Hub for 
ecd has done its utmost to address this on an 
ongoing basis. For instance, many of the discourses, 
conventions and documents regarding ecd are 
often exported from the Anglo-American nations 
to other parts of the world. As such, the knowledge 
that they draw upon relies heavily on scientific lit-
erature, rather than other types of knowledge, such 
as ‘gray’ literature. team-ecd, by contrast, has 
incorporated scientific knowledge, gray literature 
from around the world, and the individually held 
knowledge of ecd experts from many different 
nations of the world.

Despite the many merits of a universal approach 
to ecd, the value the duality (or plurality) of most 
ecd environments is equally as critical to bear in 
mind. In so doing, it is crucial not to compromise 
useful local precepts and practices for “received 
knowledge and techniques.” It is also critical to 
create a platform through which the experience and 
knowledge of societies in Africa, Asia, and South 
America, may be represented to the fullest extent 
in dialogues about healthy practices and shared 
knowledge with respect to ecd.
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social, cultural, and economic—that maxi-
mize nurturance, and equity of nurturant 
experiences (though physical factors are less 
emphasized).

Where relevant, chapters consider the 
role played by civil society. In this regard, the 
underlying notion of the framework is that 
civil society groups are organized and act 
upon every level of society (i.e. every sphere 
of influence). Civil society is thus depicted as 
traversing all environments. 

Temporality is also incorporated in two 
respects. Historical time, referring to the 
gradual building-up and/or tearing down of 
nurturant conditions (which is particularly 
applicable to institutions, policies, and other 
structural aspects of environments), is con-
ceptualized as connecting to all environments 
- this represents the change in structural 
features of environments and contingent 
changes in other (intersecting) environments. 
Further, changes in the child over her/his life 
course are represented by the growing person 
in the central (individual) sphere of influence.

The purpose of team-ecd is to frame 
aspects of environments that are universally 
critical to providing nurturant experiences for 
ecd. However, it is not the intent of team-
ecd to suggest singularity in what might 
characterize nurturance. Not withstanding 
deference to the Convention on the Rights 
of the Child, the framework is based on the 
notion that nurturance may be manifest in 
many different ways, in different cultures and 
different societies. 

Thus within its universal approach, 
team-ecd provides support for application 
of general principles of nurturance for ecd to 
local contexts and realities. Having made that 
commitment explicit, it is still the position of 
the authors that the value of local knowledge 
should be entrenched from the outset of this 
work.
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Chapter One: 
The Individual as a 
Sphere of Influence

Overview 

The earliest years of life are characterized by 
the most important development that occurs 
in a human lifespan. There are several bases 
for the bold and unequivocal nature of this 
statement. The early years are marked by the 
most rapid development, particularly that 
of the central nervous system (cns)[11]. The 
‘sensitive periods’ for the development of the 
brain almost exclusively occur during this 
time[11]. The human brain is, in essence, the 
“master organ” of development. As such, 
brain development that occurs in the early 
years provides the essential building blocks 
for each domain of ecd and for a lifetime of 
success in many domains of life, including 
economic, social, and physical well-being [12].  

 
A Population-Based Approach to 
Understanding ecd

Much is known about the ‘typical’ trajec-
tory of brain and consequent ‘functional 
development’ (i.e. in the physical, cognitive, 
and social domains) that occur during the 
early years; yet, more recently there has been 
an emerging literature that offers a critique 
of this conventional wisdom and provides 
alternative understandings of early childhood 
development. 

Traditional notions of child development 
trajectories consist of a set of ‘hierarchical’ 
competencies that have been deemed by 
scientists and practitioners as character-
izing ‘normal’ or ‘typical’ development. In 
general, the prevailing principal is that there 
are stages of development that are generally 
marked by age, and thus competencies accrue 
to children in a hierarchical fashion over 
time. Developmental trajectories have been 
established for language/cognitive, socio-
emotional, and physical domains. 

In the present volume, we employ an 
alternate, population-based approach to 
understanding the development of children. 
In contrast to developmental trajectories 
which compare children to pre-established 
benchmarks, a population approach suggests 
that children’s developmental competencies 
(and inequities in competencies between 
children ) are better understood in relative 
terms; in comparison with the distribution 
of developmental competencies in the 
population from which they arose. In the 
latter approach then, healthier development 
refers to the outcomes of those children at the 
‘higher’ end of the developmental spectrum 
in the population, whereas vulnerability is 
marked by the outcomes of the children at the 
‘lower’ end of the spectrum; ecd outcomes 
are characterized on a continuum, rather than 
a characterization of attainment versus failure 
to meet benchmarks. 

 Inherent to the population-based 
approach then, is the notion of differences 
between individuals and sub-groups within a 
population. Thus, unlike the developmental 
trajectories approach, issues of inequity are 
made explicit. Further a population lens 
naturally re-orients focus from the ‘abilities’ 
of an individual child to reach predetermined 
developmental standards, to the causal factors 
that underlie ecd and inequities in ecd; by 
emphasizing differences in ecd at the popu-
lation-level, environmental conditions are 
primarily implicated since variations at this 
level are much more likely to be attributable 
to experiential (environmental) differences 
between children than differences in their 
biological or genetic characteristics.

ecd and Biological Embedding

Though a population-based approach 
provides a means for understanding ‘social 
causation’ of ecd, it is, in and of itself, insuf-
ficient for understanding the mechanisms 
through which early child development 
occurs; the way in which social conditions 
‘penetrate the brain.’ 

The fundamental mechanism through 
which the human brain develops is through 
the interaction of information contained 
in an individual’s genetic code with the 

Spheres of  
Influence: 
The Individual
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environmental exposures (i.e. experiences), 
which stimulate the activation of this 
information, and affect the way in which this 
information is expressed. This interactive 
process is known as biological embedding [11], 
though there are also many other analogous 
terms used for the concept of nature-nurture 
interactions, particularly those that occur 
during the early years of life. The interest here 
is in the interplay—moment to moment, hour 
to hour, day to day—between the environ-
ments where children and their families live, 
work, and grow up, on the one hand, and 
the biological development and responses of 
these children, on the other. In this section, 
the scientific basis for the notion of biological 
embedding is explored. 

The types of studies discussed here reflect 
the current state of the available information. 
Accordingly, much of what is presented 
about this process is derived from animal 
studies (See Appendix A), and pertains to the 
earliest times of infancy, and to very proximal 
environmental influences. In later years, as 
functional developmental skills emerge, the 
environmental influences that have been 
studied broaden, however specificity regard-
ing the processes through which biological 
embedding occurs has often been sacrificed. 
For subsequent sections in which the role of 
the broader environment is discussed without 
direct reference to the biological processes 
that are concomitantly induced, the present 
section is also intended to serve as a founda-
tion for inferring how macro-environments 
might interact with biologic and genetic 
processes occurring within young children.

Basics of the Developing Brain

Environmental factors—physical, social, 
cultural, and economic—are critical to the 
healthy development of the human brain. 
So significant are experiences and exposures 
derived from the environment that science is 
unable to discern which if any genetic factors 
would be able to properly ‘guide’ even the 
most basic neurophysiological development 
without the input of the environment. 

Not even the development of the core 
components of the Central Nervous System 
is predestined by genetic constitution, and 

requires certain in-utero environmental 
characteristics to be present. However, since 
these environments are almost universally 
available, cns development occurs so uni-
formly amongst children that the influence of 
the environment in this regard is not readily 
apparent [13]. Further, some effects of biologi-
cal embedding maintain their impact over 
multiple generations, which then also renders 
the misleading appearance of a solely geneti-
cally driven phenomenon [13]. 

A telling example comes from sex-specific 
differences in development that are often 
attributed to genetic differences between 
males and females. On average, the brain and 
many brain structures are 10% larger in boys 
than in girls, though there are some structures 
for which girls exhibit larger size. This may be 
driven in part by differences in sex hormones, 
however, there is also evidence that the 
physical environment influences observed 
brain-size differentials [14]. 

Science has progressed sufficiently far 
that we now understand some of the exact 
mechanisms through which human physiol-
ogy is altered by the environment. Differences 
in biological embedding (which, to reiterate, 
are primarily driven by differences in experi-
ences and exposures rather than in genetic 
coding) result in demonstrable systematic 
differences in the function of at least three 
important physiological control systems: 
the Hypothalamic-Pituitary Adrenal (hpa) 
Axis (which controls cortisol secretion), the 
Sympathetic-Adrenal-Medullary (sam) Axis 
(which controls epinephrine and noreepi-
nephrine secretion), and the Pre-frontal cortex 
(which controls executive brain functions). 

As well, biological embedding spurs two 
simultaneously occurring processes: the pro-
duction (in fact, overproduction) of neurons, 
neural pathways, and synapses between 
neural cells, and the simultaneous elimination 
of ‘unnecessary’ cells. These phenomena are 
collectively called neural sculpting [15]. Such 
fine tuning—the extent and type of produc-
tion and elimination of neurons and neural 
connections—are also heavily dependent on 
the experiences and environmental stimuli to 
which children are exposed[13]. 

The environment, then, plays a central 
role in facilitating ‘healthy’ neural sculpting. 

Spheres of  
Influence: 
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Continuing environmental stimulation is 
also necessary to retain many of the functions 
developed during the initial phases of sculpt-
ing. In other words, there is a “use it or lose 
it” principle that drives neural and synaptic 
genesis; those synapses that are not progres-
sively encouraged will waste over time [16]. 

During the earliest years of development 
[17] there are also genetically programmed 
‘critical periods’ of the biological embedding 
and neural sculpting processes, during which 
particular parts and/or functions of the brain 
are the focus of development and undergo 
rapid growth [15]. Most of the critical periods 
that have been identified relate to aspects 
of motor and sensory function [17], though 
increasingly, scientific evidence suggests criti-
cal periods for many intellectual and affective 
processes of development as well [15]. 

During a given critical period, a specific 
area of the brain is especially sensitive to the 
environmental stimulation that the brain 
receives. The implication of this heightened 
awareness is both that cells associated with 
that region are the most ready to learn during 
this time, but they are also most vulnerable to 
cell death and degeneration [15]. The extent 
of learning versus death and degeneration 
that occurs is directly attributable to the 
environmental experiences of the child. It is 
also important to underscore that, though 
the majority of critical periods occur during 
the first three years of life, biological embed-
ding and the plasticity of brain development 
continues into later years of childhood and 
beyond [17].

Nutrition 
 

nutrition & biological embedding

The effect of nutrition on a growing child is 
a critical aspect of biological/experiential 
interaction. Children’s optimal development 
requires adequate nutrition, and receiving 
adequate nutrition is a fundamental right of 
children (see General comment #7 of the 
Convention on the Rights of the Child). The 
importance of nutrition for healthy children 
begins in utero with adequately nourished 
mothers. Malnutrition is implicated in more 
than half of all child deaths worldwide. 

Although this is a worrisome figure, it is 
also essential to recognize that nutritional 
deficiencies at all stages of growth have long-
term damaging effects on the intellectual 
and psychological development of children: 
unacceptable loss of human potential [3]. Here 
is a prime example of where child survival, 
food security, ecd, education and gender 
equity agendas converge.

effects of maternal nutrition on 
growth and development

Starting from birth, epidemiologic studies 
implicate the role of maternal nutrition. For 
example, low birth weight (a major factor in 
determining infant mortality) and subsequent 
health outcomes during childhood into 
adulthood are shaped by the nutritional status 
of mothers. 

Particularly important, is the presence of 
fatty acids in the maternal diet. Many studies 
have shown that insufficient presence of fatty 
acids in fetal retinal and neural membranes 
is associated with, among other things, 
reduced visual function and behavioural 
abnormalities in infants [189, 239]. Because 
specific fatty acids (i.e., n-6 and n-3) cannot 
be produced by the human body, these need 
to be accumulated by the fetus and accessed 
through placental transfer. A diet poor in fatty 
acids will not provide the fetus with these 
essential elements that are associated with 
healthy physical and brain development. 

During the first months of life, breastfeed-
ing plays an important role in providing 
children with these and other necessary 
nutrients. The advantages of breastfeeding 
in the first year of life are well documented 
[190]. Not only is breastfeeding associated 
with healthier physical, brain, and social 
development but in resource-poor countries 
exclusive breastfeeding can be protective of 
several types of diarrhoeal disease which is 
one of the primary causes of infant and child 
mortality [191]. 

Breastfeeding carries with it a dual role in 
healthy infant development. It also encour-
ages attachment with the mother, providing 
children with feelings of security; a key 
requisite for optimal child development is 
secure attachment to a trusted caregiver, with 
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cardiovascular disease in adulthood [192, 237, 
238]. More recent studies point to a particu-
larly high risk of cardiovascular disease in 
overweight or obese subjects with a history of 
impaired foetal growth and in subjects who 
experienced accelerated growth in childhood 
[193, 236].

It is thus likely that early nutrition 
and growth make a major contribution to 
long-term disease risk. The evidence for 
“developmental origins of health and disease” 
then has obvious and important biological, 
medical, and social implications [194, 235] 
and also illustrates the importance of life 
course and intergenerational influences of 
ecd.

an agenda for addressing  
malnutrition

We now know that malnutrition is shaped 
by a complex combination of environmental, 
social and economic factors, which begin in 
utero and affect both physical growth and 
mental development. What can be done to 
address the nutritional needs of mothers and 
young children?

In many resource-rich countries the 
most destitute mothers are able to receive 
some nutritional supplementation from 
government programs. However, even there, 
the available support is often insufficient 
resulting in poor maternal and infant/child 
nutrition [195]3 . In resource-poor countries, 
the resources and infrastructure are lacking 
for broad-based government programs. 

In the global context, reducing malnutri-
tion requires systematic action at the local 
level in the areas of maternal health (includ-
ing adequate nutrition) and health care; 
food security, with adequate micronutrient 
intake; safe water; access to education for 
all; and protection from illness such as 
provided by immunization programs. While 
attention to these factors is important, it is 
equally important to ensure the presence of a 
systematic, community-based follow-up and 
support for malnourished children and their 
families—especially the most vulnerable 
children.

Spheres of  
Influence: 

The Individual

consistent caring, support and affection early 
in life. Infants and toddlers with a secure 
attachment use the emotional and physical 
security that it provides as a base from which 
to explore things and people in the environ-
ment. Successful attempts at exploration 
increase the child’s self-confidence and 
encourage more exploration. Thus the child 
begins to learn about and master his or her 
environment and to gain in both competence 
and self-confidence [18]. 

effects of early nutrition 
throughout the life course

From childhood through adulthood, one’s 
emotional health and habitual way of reacting 
to new situations have their basis in the 
secure attachments formed initially through 
processes such as breast feeding. Beyond 
breastfeeding, however, nutrition will 
continue to play a critical role in children’s 
ability to learn. 

Children who are malnourished (and there 
are approximately 150 million children under 
the age of five years in the developing world) 
are more susceptible to the effects of infection; 
have more severe diarrhoeal episodes; have a 
higher risk of pneumonia; have lower func-
tioning immune systems; and often have low 
levels of iodine, iron, protein and thus energy, 
which can contribute to chronic illness [19]. 

They also are more likely to suffer the 
consequences of poor physical and mental 
development; and have poorer school perfor-
mance [192]. Children who are hungry during 
school are prevented from benefiting from 
education both in developed and developing 
countries [192] while younger children may be 
impaired in their ability to interact effectively 
with their physical and social environments.

Epidemiological studies on the importance 
of nutrition and growth during the early years 
has led to a hypothesis that the risk of devel-
oping chronic non-communicable diseases 
in adulthood such as hypertension, coronary 
heart disease or diabetes is influenced not only 
by genetic and adult life-style factors but also 
by nutritional (and other) factors acting in 
early life. 

A substantial number of published studies 
suggest that impaired foetal growth is related 
to higher risk of hypertension, diabetes and 

3	 Interestingly, both malnutrition and obesity are present in 

richer countries, and both of these (seemingly opposite condi-

tions) are far more prevalent in lower socioeconomic groups 

(Drewnowski & Specter, 2004 and reference for malnutrition in 

rich countries)
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The Roles of Relationships and 
Play in Providing Experiences 
for Young Children

Although adequate nutrition is essential for 
development, the quality of relationships is 
equally important for children’s development. 
Existing literature leads us to consider children 
as social actors [196, 203,23 4], who are not 
only shaped by their environment but, in 
turn, shape it as well. A child’s individual 
development is transactional, reciprocal and 
mutually constituted. Young children develop 
best in warm, responsive environments that 
protect them from inappropriate disapproval 
and punishment, environments in which there 
are opportunities to explore their world, to 
play, and to learn how to speak and listen to 
others [197]. Notwithstanding the complexity 
of ecd, the many factors that influence ecd 
come down to these simple attributes of the 
child’s day-to-day experience. Improving the 
quality of children’s day-to-day experience 
through relationships needs to be a primary goal 
of all initiatives regarding parenting, childcare 
and monitoring rights in early childhood under 
the crc .

The science of play: The central role of play 
in children’s development is not always 
appreciated. Play processes influence synaptic 
formation and are linked to secure attachment 
with caregivers and relationships with other 
children. Play provides an important social-
izing function, beyond the merits of being 
physically active, in which children learn about 
and negotiate identity and the social subtleties 
of relationships [198]. Play may vary according 
to individual children’s temperaments, gender, 
culture or their families’ parenting practices, 
but the impact of play on developmental proc-
esses is universal across cultures [199]. Play can 
be structured or unstructured; it can be done 
alone, with a caregiver or in a group; it evolves 
over time; it requires, at a minimum, a safe 
environment and developmentally appropriate 
resources. Stimulation (e.g., mothers and 
children playing with homemade toys) has an 
independent effect on perceptual motor devel-
opment outcomes among stunted children, 
over and above nutritional supplementation 

Spheres of  
Influence: 
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[3]. McArdle, however, suggests that “play 
is marginal to the plans of governments and 
local authorities” [200] and not viewed as a 
“serious” activity. Potentially, one of the most 
efficient strategies for improving ecd is simply 
to find ways to convince parents and caregivers 
of the importance of play and the ways they 
can promote it.

gaps in knowledge regarding  
biological embedding and 
future directions

Basic research on the fundamental biological 
processes involved in early child development 
continues at a remarkable pace, both in terms 
of animal studies and increasingly, neuro-
imaging studies in babies. There are three 
main challenges, however, that remain. The 
first, that unlike animal studies, it is difficult 
(both practically and ethically) to manipulate 
the environments of young children in order 
to produce scientifically robust indications 
of the roles that physical, social, and other 
contexts play during the early years of life. 

Second, that current attempts to study 
the ‘community’ (for example, the neigh-
bourhood) as an environment in relation to 
children have focused on functional outcomes 
of development (namely the three main 
identified domains of ecd), while sacrific-
ing information on the specific processes 
involved with biological embedding of expe-
riences from these more macro environments. 
For example, there has been a proliferation of 
studies on the neighbourhood context, which 
have contributed tremendously to our knowl-
edge of how physical, social, and economic 
conditions of neighborhoods affect children’s 
developmental outcomes [20]. However, 
we are left to infer from these studies what 
potential underlying mechanisms of biologi-
cal embedding may be occurring. 

In general, social epidemiological studies 
had until recently been unsuccessful in 
combining understandings of the social 
environment with its effects on human 
biology, relying mostly on measures of health 
outcomes. Increasingly however, scientists 
are using bio-physiological measures (most 
commonly, cortisol levels, and increasingly 
analysis of DNA) to understand the impact 
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of the environment on micro-physiological 
processes. (Many avenues of research have 
been pursued in this regard. In particular, 
many investigations have focused on mea-
surement of blood pressure and cortisol levels 
in response to socioeconomic conditions) [21].

Finally, the common understanding of the 
environments that are thought to be pertinent 
to children’s well-being still remains quite 
narrow. Future research must attend to the 
roles of environments (and their features) 
more broadly defined. There is a particular 
dearth of information regarding regional, 
national, and global environments. The 
critical roles of factors operating at these larger 
geo-political levels is well illustrated by the 
analysis of the Convention of the Rights of the 
Child presented below.

Two key integrated solutions are proposed 
here to resolve these issues. First, that explicit 
measures of biological embedding (rather than 
solely functional outcomes) become of equal 
priority in future research endeavors regard-
ing child development. Second, that research 
attend to the broader environment as a context 
that influences early child development. The 
collective body of knowledge would benefit 
from comprehensive studies that incorporate 
both multiple geo-political contexts and 
collect information on neurophysiological 
development (as well as functional outcomes 
of development) for children across these 
contexts. 

Though ideal, this of course would be a 
costly and logistically burdensome undertak-
ing. A more intermediate approach might be to 
encourage smaller studies in different locales 
(e.g. different regions and nations) to attempt 
such ventures, so that a basis for comparison is 
established for outcomes related to biological 
embedding and functional aspects of develop-
ment across various societies.

crc & gc7 Challenges Remain

There remain multiple challenges to the 
Convention and its General Comment. Most 
notably the question remains, to what extent 
do the Convention on the Rights of the Child 
and the General Comment mirror the huge 
variety of “childhoods in a multicultural 
universe in need of exploration?” [202]. 

In addition, the relationship between 
enforcement of the crc, possible resultant 
sanctions on countries in violation of the con-
vention, and the possible ill-effects of these 
sanctions on ecd is perplexing. How to hold 
countries responsible for upholding children’s 
rights without in turn negatively affecting 
children’s development, remains an important 
question.

Summary/Framing the 
Remainder of the Volume

In keeping with the central importance of 
biological embedding and the influence of 
many and varied environmental factors 
for this process and for ecd more broadly, 
team-ecd provides a framework that uses 
a ‘cell-to-society’ approach to early child 
development. The basic premise is that the 
process of biological embedding and of early 
child development in the physical, language/
cognitive, and socio-emotional domains 
is affected by variations in many aspects of 
environmental conditions and defined at 
many levels of societal aggregation. 

The child as an agent with a voice to 
contribute is an integral part of this approach. 
team-ecd draws on theoretical and empirical 
understandings in a broad array of disciplines 
to conceptualize the environments that are 
significant for children, the ways in which 
these interact with one another, and in turn 
how they influence early child development.		

Spheres of  
Influence: 
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key messages: the individual child

1.	 Health, nutrition, and well-being of the 
mother are significant for the child’s 
development.

2 .	 Three broad domains of develop-
ment—physical, social–emotional and 
language–cognitive—are interconnected 
and equally important.

3.	 Children shape their environments as well 
as being shaped by them.

4 .	 Social determinants shape brain and 
biological development through their 
influence on the qualities of stimulation, 
support, and nurturance available to 
the child.

5 .	 Play is critical for a child’s overall 
development.
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general comment no. 7: implementing 
child rights in early childhood4 

Introduction
From an environmental influence that is ‘directly’ 
experienced by the child, we draw attention to 
the influence of a global environmental factor that 
is also critical to ecd. Specifically, we highlight 
an aspect of the policy environment at the global 
level through discussion of the Convention on the 
Rights of the Child (crc). The crc reminds us that 
children, whilst retaining their entitlement to the 
full range of human rights, are often marginalised 
or excluded, and represent a special case requiring 
additional safeguards. However, within the 
constituency of children, particular groups remain 
vulnerable to further risk factors requiring addi-
tional measures for State ratification. For example, 
the two Optional Protocols to the crc on “children 
in armed conflict” and “the sale of children, child 
prostitution and child pornography”. Additionally, 
the Committee on the Rights of the Child have also 
adopted eight General Comments guiding States 
on specific issues such as, hiv/aids, the aims of 
education, on violence against children, and last 
year, “General Comment 7 (gc7) on Implementing 
Child Rights in Early Childhood ”.

gc7 recognises that in implementing the 
crc States parties have often overlooked young 
children as rights holders [201] (gc7 para.3). The 
Comment seeks to redress this by clarifying State 
obligations for crc implementation with respect to 
all children “below the age of 8” (gc7 para.4). In the 
introduction the Committee declares; “This general 
comment arises out of the Committee’s experiences 
of reviewing States parties’ reports. In many cases, 
very little information has been offered about early 
childhood, with comments limited mainly to child 
mortality, birth registration and health care.” (gc7 
para.1) 

In contrast to the emphasis on this limited set 
of usual suspects in State reports gc7 presents an 
ecological and holistic view of young children as 
competent social actors actively participating in 
families, peer groups, communities and society 
(gc7 para.5). Young children regarded as active 
meaning makers with “evolving capacities” (crc 
Art.5) [22] requiring age-appropriate guidance 
and support whom, both as individuals and as a 
constituency, have a voice which must be given 
due consideration. Parents/Caregivers and States 
are reminded to balance control and guidance with 
respect to the evolving capacities of the young 
child, and of the obligation to facilitate genuine 
participation of young children in the processes 
affecting their development.

To consider gc7 further we make reference to 
the crc’s four fundamental principles; non-dis-
crimination (Art.2); life, survival & development 
(Art.6); the “best interests of the child ” (Art.3); 
and, the right to express an opinion and have those 
opinions considered (Art.12). 

Fundamental Principles
The four fundamental principles, as with all 
the crc articles, are to be regarded as universal, 
interdependent, and indivisible. For example, we 
cannot consider genuine participation in isolation 
when: to ignore views and voice is discriminatory; 
to deny agency inhibits full personal development; 
and when adults decide without appropriate, or 
even any, consultation what is best for the child.

gc7 recognises that young children are, 
by virtue of their age, discriminated against, 
marginalised and excluded. gc7 reinforces the 
non-discriminatory language of the crc (Art.2) 
identifying young girls as particularly vulnerable 
but referring also to discrimination in relation 
to disability, hiv/aids, ethnic and social caste, 
refugee & asylum status, those born out of 
wedlock, and those affected by multiple dimen-
sions of discrimination (gc7 para.11). 

Secondly, with respect to the best interests 
of the child, gc7 emphasises the crc (Art.3) 
obligation to consider those best interests in 
relation to all decisions and actions which affect 
child development. At an individual level gc7 
reinforces the issue of participation in decisions 
relating to the care, education and health of the 
young child. However, gc7 also reminds States that 
young children, as a specific constituency, must 
be considered more widely in policy making with 
respect to the indirect impacts of environmental, 
transport, and housing policy (gc7 para.13).

Thirdly, with respect to crc (Art.6) and 
life and development gc7 acknowledges early 
childhood as a time of particular vulnerabilities. 
The Comment identifies specific threats to 
positive development from the physical effects 
of preventable malnutrition and disease to the 
detrimental psychosocial impacts of neglect and 
abuse. Measures to address these vulnerabilities, 
for example, in relation to improving peri-natal 
care, reducing infant mortality, and general steps 
to improve child well-being are called for. The 
question of well-being is considered holistically 
encompassing both the physical and psychosocial 
development of the child. gc7 again emphasises the 
interdependence of rights in relation to well-being 
and development through the implementation of 

4	 Here we include a summary of the GC7 by Alan Kikuchi-White, 

External Relations Officer, BvLF, Den Haag September 2006.
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the rights: to health; to education & play; and to 
social security (gc7 para.10).

Lastly, we consider specifically the right to 
express a view and to have those views given 
serious consideration. gc7 reinforces this principle 
and identifies the young child as “an active partici-
pant in the promotion, protection, and monitoring 
of their rights”(gc7 para.14). Discriminatory views 
of young children denied voice and agency on the 
basis of age and immaturity, as incompetent and 
empty vessels passively subject to socialisation 
processes, and as undeveloped and in need of 
training, are rejected. gc7 also points to the 
multiple languages or paths of communication 
that are available to children and to adults either 
willing or able to listen. It is argued therefore, that 
young children are able to communicate many 
thoughts, feelings and wishes long before verbal 
or written forms of language are available to them. 
In facilitating that communication gc7 calls on 
States to develop policy that allows for appropriate 
consultation with young children; that encourage 
families and caregivers to anchor the child’s view 
in their activities; and that trains parents, profes-
sionals and other authorities in facilitating that 
participation.

The conflict between adult attitudes and 
childhood capabilities is addressed in gc7 with 
respect to the notion of the “evolving capacities” 
of the child as identified in the crc (Art.5). 
Evolving Capacities are referred to as “the process 
of maturation and learning whereby children 
progressively acquire knowledge, competencies and 
understanding”. gc7 is very clear on the interpreta-
tion of this article in relation to young children. 
Evolving Capacities is an “enabling principle” 
requiring parents, caregivers and professionals, 
with appropriate State support, to adjust levels of 
direction, guidance and control, with respect to the 
child’s emerging interests, wishes, and capacity for 
autonomous decision making. Evolving Capacities 
are not an endorsement of authoritarian practices 
which restrict autonomy and self-expression 
justified by appeals to the incompetence and 
immaturity of children or the need for socialisation 
(gc7 para.17).

In essence gc7 embraces the notion of the 
young child no longer powerless, voiceless or 
invisible, but as a positive participating social actor, 
actively “being” in the here and now rather than 
solely as a “becoming” for the future (gc7 para.14). 

 
Implementation 
With regards to the care and protection of young 
children gc7 focuses on parental/caregiver respon-
sibilities and the States’ obligation to support 
those caring environments. In this regard the 
Comment restates the crc definition of family as 

the “ fundamental group” and the “natural environ-
ment” for growth and well-being but recognises 
that the concept of family extends well beyond 
the “nuclear” model. Parents and caregivers are 
identified as principal actors in the construction of 
identity and the development of skills, knowledge 
and behaviours, and as duty-bearers in the realisa-
tion of the young child’s rights (gc7 para.15). 
States are therefore reminded of their obligation to 
support these caregiving environments and their 
facilitation of child participation.

On health, in addition to provisions such as 
sanitation, immunisation, and clean drinking 
water, gc7 calls for age-appropriate health 
education for young children allowing them 
to participate actively in healthy lifestyles and 
ultimately in the realisation of their own right 
to health (gc7 para.27). With respect to social 
security gc7 (para.26) refers to crc (Art.27) and 
the entitlement to a standard of living adequate to 
the “physical, mental, spiritual, moral and social 
development”.

On education gc7 reiterates the aims of 
education expressed in General Comment 1 (GC1), 
to “empower the child by developing his or her skills, 
learning and other capacities, human dignity, self-
esteem and self-confidence” (GC1 para.2). Human 
rights education which facilitates the young child’s 
practice of rights and responsibilities making them 
active participants in the realisation of their rights 
is called for (gc7 para.28).

In meeting these obligations gc7 calls on States 
to implement properly resourced, human rights 
based, coordinated strategies and training, which 
set professional standards for age-appropriate 
practice.

 
Summary 
gc7 has been drafted to reflect the concept of child 
participation as a cross-cutting issue. As such, the 
emerging vision, which runs like a golden thread 
through the whole document, is one of an actively 
participating and socially competent young child. 
This young child is ecologically situated: within 
family and caregiving environments; in relation-
ships with peers; as part of a community; and as a 
member of society. This young child is to be consid-
ered holistically: as a being whose emotional, social 
physical and cognitive capacities are evolving in 
various social & cultural settings. gc7 presents a 
vision of the young child, which embraces holistic 
and ecological considerations and requires us to 
reconsider young, active, participant children in 
the broadest possible sense, both as individuals 
and as a constituency.

Kikuchi-White, A. (2006) Implementing child rights in early 

childhood: young children as active social participants. 

General Comment 7. Bernard Van Leer Foundation, September.
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domestication of the convention on 
the rights of the child in kenya 
 

Introduction
The following narrative provides a country-level 
account of the implementation of the crc . The narra-
tive was provided by two people intimately involved 
in the process, Dr. Annah Wamae—Head Division 
of Child Health, Ministry of Health and Mr. Ahmed 
Hussein—Director of Children Services, Ministry of 
Home Affairs.

In July, 1990, Kenya ratified the United Nations 
Convention on the Rights of the Child (crc). In order 
to facilitate implementation of the convention, it was 
found necessary to ‘domesticate’ it; the provisions of 
the crc needed to be concretized in relation to the 
existing institutional capacities of Kenya. The process 
of domestication was quite involved and lengthy. 

Process of domestication
The process was initiated by the Kenya Law Reform 
Commission, but was found to be taking too long. The 
delay necessitated the formation of another task force 
which included a prominent federal judge, (who is 
now a member of the United Nations Committee on 
the Rights of the Child). The role of the task force was 
to spearhead and hasten the process.

The process involved various stakeholders 
including line Government Ministries, Non- 
Governmental Organisations, parliamentarians and 
UN Agencies, who participated in several meetings 
for consensus building.

The first years were used to prepare the overall 
report to the crc on Kenya’s status regarding the 
articles of the crc . Debate on the report in parliament 
took seven more years; from 1994 to 2001. There was 
a lot of advocacy and lobbying during this period 
which eventually led to the enactment of the 
Children‘s Bill into the Children’s Act in 20015 . In 
order to pave way for the enactment of the Children’s 
Act and harmonise it with existing laws, many pre-
existing laws had to be repealed.6

Implementation
A National Council for Children’s Services (NCCS) 
was established in accordance with the Children Act. 
The NCCS consists of a Chairman and members 
drawn from line Government Ministries, ngos, 
Faith-Based Organisations and Private Sector. The 
Council falls under the Office of the Vice President 
and Ministry of Home Affairs but runs independently.

This Council oversees the implementation of the 
Act by all the players and works through Area 
Advisory Councils (AACs) at the lower levels. The 
latter are located at all levels of administrative 
structure (District, Division, location). Children 
Officers exist at Regional and District levels. A health 
officer is also a member of the Council at all levels.

Advocacy/sensitisation of the key actors 
(Children Officers, Chiefs, Police Officers) has been 
completed. For the police department, there is already 
a curriculum which is being used at Police Training 
College. Magistrates have also been sensitized on the 
Children’s Act while Children’s Courts have been 
established to deal with children’s issues. 

Several guidelines have been developed including 
those on Adoption, Establishement of Children’s 
Homes, and a policy on Orphans and Vulnerable 
Children is in place. Several gaps have been identified 
since 2001; The country is now in the process of 
reviewing the act and filling-in identified gaps.

Obligations
One of the requirements is that the state parties 
provide regular reports to the Committee on the 
Rights of the Child, detailing the status of implemen-
tation of the Convention. The first such report was 
presented in January 2000 and discussed with the 
Committee in September 2001. The Committee on 
the Rights of the Child sent concluding observations 
in November 2001 detailing suggested measures to 
further fulfill the implementation of the crc .

The second report on the status of the imple-
mentation of the crc in Kenya was submitted to 
the Committee in September 2005. Discussion of 
the report occurred between the Committee and a 
delegation from Kenya, led by the Vice President and 
comprised of senior technical officers from the line 
Government Ministries involved in providing ser-
vices to children. The country awaits the Concluding 

Remarks for this second report.

Lessons Learnt

Domestication of the crc provides a stable 

foundation for its implementation.

The process of domestication can be tedious 
and involving

Advocacy and lobbying are essential for 
stakeholders to buy-in and own the process

A multisectoral approach is needed in the 
process of domestication

It is important to harmonise the laws touching 
on children’s issues with the domestication 
document

•

•

•

•

•

5	 The Children’s Act was based on the Convention on the Rights 

of the Child and the African Charter on the Rights and Welfare 

of the Child. The latter is the African Region’s adaptation of the 

crc which takes into consideration issues specific to Africa. It 

also includes the responsibility of the child

6	 Laws that were repealed included the Children’s and Young 

Persons’ Act Cap 141 of the Laws of Kenya, the Adoption Act 

Cap 143, and the Guardianship of infants Act.
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children as active participants in 
shaping their environments

For the preponderance of this volume, the focus 
is on the influence of environments on children. 
However, it is worth noting that there is also 
a burgeoning body of work on the reciprocal 
relationship; the influence that children impart on 
their environments. Recent studies demonstrate 
that children can provide information about their 
wider social worlds and contribute to knowledge 
for understanding children’s development [23, 
203] .

There are many reasons that this latter 
perspective does not routinely receive prominence. 
Perhaps the most critical is that children have 
remained marginalized as sources of knowledge 
in the research process. Recently, researchers have 
begun questioning why children have remained 
the objects of study in research and have called 
for children to occupy the position of subject in 
knowledge development [24-27].

In ecd research, the emerging recognition of 
the need for insights into the mechanisms that 
might be health promoting for children, and a 
richer understanding of the depth and quality 
of social relationships of children [28] would be 
greatly enhanced by including the perspectives of 
children. In particular the current body of research 
would benefit from the addition of more in-depth 
qualitative studies that explore what matters in the

daily lives of children. It is unrealistic to think that 
large-scale qualitative studies can be performed 
across contexts yet it is not impossible.

Children can provide a unique contribution 
to our knowledge-base [29] about the effects of 
experiences on ecd. To be a child is to be a think-
ing, acting, individual who shapes and is in turn 
shaped by social experiences. If young children 
were granted greater access to a public voice, they 
might be able to contribute to the social structures 
that concern them—yet this remains a challenge.

 Notwithstanding this, we promote the notion 
that children’s voices CAN and SHOULD contrib-
ute to our knowledge generation about children 
where possible. Further, we promote the notion 
that ALL children’s voices should be represented. 
For example, undoubtedly, there are far more 
languages (often stigmatized as dialects) than 
the few that have been studied to map language 
acquisition to cognitive development.
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Chapter 2: 
The Family as a 
Sphere of Influence

Overview

Families serve as the most influential 
environment for young children. Our notion 
of the family is consistent with that of the 
new crc General Comment #7 on Early 
Childhood, which states that the family is

the “fundamental group” and the “natural 
environment” for growth and well-being but 
recognises that the concept of family extends 
well beyond the “nuclear” model. Parents and 
caregivers are identified as principal actors in 
the construction of identity and the develop-
ment of skills, knowledge and behaviours, 
and as duty-bearers in the realisation of the 

young child’s rights. (gc7 para.15) [204].

 As such, we define ‘family’ in broad terms, 
referring to any group of people who dwell 
together, eat together, and participate in 
other daily home-based activities together. 
The family therefore includes the nuclear 
type (composed of a mother and/or father, 
and their children) but also extended sets of 
relations, groups of orphans residing together, 
and the like. 

Families are the primary source of experi-
ence for a child; family members (or primary 
caregivers) provide the largest share of human 
contact and experiences with children. 
Whether a child is provided with adequate 
nutrition, care, attention, and other nurturant 
conditions that s/he requires for well-being is 
related to the extent to which her/his family 
has access to the resources (e.g. financial, 
social networks) to do so. Families are also 
significant because they mediate a child’s 
contact with the larger environment. For a 
child to be exposed to their community, a 
family-member generally must take the child 
into the community7. 

Families Provide the Primary Source 
for Relationships: the Fundamental 
Role of Caregiver Attachment 

A strong body of animal research demonstrates 
that the bond between mother and child is 
fundamental for early childhood. Compelling 
studies of Rhesus monkeys have shown that 
babies develop early bonds to their biological 
mothers [30]. This is critical for several 
reasons. Most obviously, mothers provide 
babies with nutrition, shelter, and safety; in 
the animal world, infant mortality rates are 
expectedly much higher among those whom 
have been abandoned by their troops [31]. 

However, studies have also shown that the 
social bond between baby and mother provides 
many more functions other than guarding 
against extreme forms of deprivation. Baby 
monkeys use their mothers as a secure base 
from which to explore their physical and 
social environments [32]. The better the early 
attachment, the more explorative behavior 
is demonstrated by the baby [32]. As well, 
studies of rats have demonstrated that more 
‘nurture’ provided by the mother (as exhibited 
by handling, licking and suckling) results in 
better physiological regulation of the baby, in 
particular with respect to functioning of the 
adrenocortical axis, resulting in diminished 
glucocorticoid secretion in response to stress, 
and less neuronal loss in the hippocampus as 
they age [33].

There are also analogous and related 
findings in humans (See also Chapter 1). The 
attachment theory of John Bowlby (1969) 
shows that secure attachment to a trusted care-
giver who provides consistent caring, support, 
and affection in early life is a key requisite for 
healthy ecd [205]. Securely attached infants 
and toddlers use their emotional and physi-
cal security as a base from which to explore 
their environment. Successful attempts at 
exploration increase the child’s confidence 
and encourage further exploration. Thus, the 
child begins to learn about and master her/his 
environment and to gain in both competence 
and self-confidence. 

By and large, supportive evidence for 
Bowlby’s theory comes from observational 
studies. Representing an extreme case of lack 
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of attachment to a primary caregiver, prior 
research has shown that there are differences 
in the physiological and functional develop-
mental outcomes of children reared longer 
in orphanages, versus those who are adopted 
early. These studies suggest that children who 
are adopted early show much lower cortisol 
levels and much fewer behavioral difficulties 
than those children who remain in orphan-
ages for longer [3 4]. 

Beyond observational data, there has been 
a randomized control trial study that demon-
strated an independent effect (over and above 
nutritional supplementation) of stimulation 
(as operationalized by mothers and children 
playing with homemade toys) on perceptual 
motor development outcomes among stunted 
children [3]. Attachment is associated with 
quality internal fantasy lives, flexibility and 
complexity of play, and greater emotional 
range [35] 

Findings regarding the importance 
of primary caregivers (and by extension, 
families) for children, has led to the explora-
tion of the factors that facilitate healthy social 
bonds and caregiving practices. All families 
need some support to learn how to develop 
and apply sensitivity and responsiveness in 
their childcare practices. There are, however, 
both biological and environmental factors 
that can negatively impact on attachment. 
These include low birth weight, malnutrition 
and infections, poverty and its associations, 
conflict and domestic violence, and mental 
health problems such as maternal depression. 
In these instances, external support for 
families is particularly important.

family socioeconomic status 

Family socioeconomic circumstances have 
been a major area of study in this regard. What 
is noteworthy here is that, though ‘poverty’ 
(as generally measured by some monetary 
threshold) poses a significant barrier, healthy 
bonding, caregiving, and ultimately ecd 
outcomes, are not solely limited to those 
falling below the threshold. Rather, degrees 
of change in resources throughout the 
socioeconomic spectrum results in degrees of 
change in ecd. 

This pattern of an incremental, linear 
relationship between socioeconomic status 
and human development in a population 
is referred to as a socioeconomic gradient 
(further explanation of socioeconomic status 
(ses) gradients is provided later in this 
chapter). Socioeconomic gradients suggest 
strongly that, in contrast to strategies which 
attend only to those below the poverty 
threshold, a society-wide approach much be 
applied in order to truly address the associa-
tion between socioeconomic conditions and 
ecd, a point to which we return later. 

Ample evidence suggests that family (ses) 
is associated with a myriad of development 
outcomes for children all across the world 
[36-38]. In particular, there is a rich literature 
on the tremendous influence of maternal 
education on providing children with 
stimulating and supportive, and nurturant 
environments for children [39-42]. Further, 
the literature suggests strongly that socioeco-
nomic gradients in early childhood replicate 
themselves as socioeconomic gradients 
throughout the human lifecourse [11]. 

A review of the outcomes associated with 
family ses are extremely diverse, ranging 
from increased probability of having low 
birth-weight (itself associated with a host 
of developmental difficulties later in life), 
to risk of dental carries, to poorer cognitive 
test scores, to difficulties with behavior 
and socialization, and to increased odds of 
disengagement from school [36, 43].

Social and economic resources are 
significant for ecd and related outcomes for 
several reasons. For instance, low levels of 
education and literacy affect the knowledge 
and skill-base of children’s caregivers; feeding 
and breastfeeding practices (which in turn 
affect childhood stunting and wasting or 
obesity) vary by ses. From an environmental 
perspective, there are two major reasons 
that socioeconomic conditions matter. First, 
children born poorer are more likely to be 
exposed to conditions that are adverse for 
development (e.g. crowded or slum living 
conditions, unsafe neighborhoods, etc). 
Second, studies have shown that poorer 
children are also more likely to be affected 
by adverse conditions, resulting in a ‘double 
jeopardy’ of sorts [17]. 
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Research on the mechanisms that 
explain these phenomena have focused on 
two pathways in particular: First, that ses 
influences children through its effects on 
parental stress. Lower-income parents have 
been found to be at increased risk for a variety 
of forms of psychological distress, including 
negative feelings about self-worth, and 
depressive symptomatology. It is thought that 
this arises through a combination of greater 
exposure to “negative life events and…fewer 
resources with which to cope with adverse life 
experiences.” [4 4]. 

Second, that ses influences children 
through its effects on the nurturance of the 
home environment [45]. Using a standard-
ized scale of parent-child interaction and 
facilitation of learning experiences, it has 
been found that high-income families tend to 
provide more optimal learning environments, 
including having better access to books, than 
their low-income counterparts. In their early 
years, such measures as “frequency of shared 
reading” and “frequency of library visits” 
have been associated with children’s oral 
language abilities [46]. 

As well, based on the correlation between 
low income and jobs that have little autonomy 
and opportunity for skill development, 
there is some suggestion that unchallenging 
workplace environments affect parents’ 
ability to provide cognitive stimulation in the 
home [45]. Finally, family ses is also associ-
ated with ability to provide other critical 
resources, such as health care and high quality 
day care which exert a profound influence on 
developmental health [47]. 

family characteristics

Family structure has also been hypoth-
esized to affect child well-being. Research 
from resource-rich nations has shown that, 
on average, children from single-parent 
headed households (of which most are 
single mothers) tend to demonstrate poorer 
academic and socialization outcomes than 
their counterparts in two-parent households 
[45]. However, the literature in this field also 
suggests that presenting the relationship in 
this distilled manner may be overly simplistic 
[48]. For instance, it is still unclear whether 

the ill-effects of single-parent households 
is related primarily to the strong correlation 
between single-motherhood and poverty, or 
if there are other pathways (such as exposure 
to unresolved conflict as a result of divorce, 
increased stress and work life-home life 
conflicts that can lead to less time spent with 
children) through which single-parenthood 
negatively affects children’s social and cogni-
tive development [45, 49]. 

There are also a host of other family 
characteristics that have been studied with 
respect to ecd and child well-being in 
general. Family health conditions have a 
particularly strong impact. A major issue in 
many nations is the prevalence of Human 
Immunodeficiency Virus (HIV) among the 
adult population. The effect on children 
has been widespread, from contracting 
the infection themselves (through vertical 
transmission from mother to child), to the 
phenomenon of children taking up adult roles 
within the family such as caring for their 
parents and siblings. Many children have 
experienced orphanhood or become the heads 
of their households due to the death of their 
parents. In particular, this may influence girls’ 
development to a greater extent, since they 
are more likely to bear the responsibility of 
household matters, and may therefore forgo 
schooling [50]. 

Other aspects of parental health also 
seem to be significant for children. Maternal 
physical and mental health has been associ-
ated with compromised child development 
outcomes including malnourishment [51, 
52], psychosocial functioning [52-5 4] and 
cognitive development [52, 55]. A review 
of children’s physical outcomes associated 
with parental depression includes aller-
gies, asthma, frequent colds and coughs, 
headaches, and indigestion [52, 56]. The 
mechanisms linking parental well-being to 
children’s well-being are many and varied. 
They include the ill consequences of social 
withdrawal [51, 52], unhealthy behaviors 
such as smoking and overeating or lack of 
quality nutrition [52, 5 7], less nurturing 
parenting behaviors [52, 58- 60], and less 
sense of efficacy regarding their children’s 
development .

Spheres of 
Influence: 
The Family



32

Other studies have focused on relational 
qualities within families as measures of risk 
for adverse children’s outcomes. A recent 
review of research demonstrates an asso-
ciation between families which experience 
heightened levels of conflict and aggression 
and those that are characterized by cold, 
unsupportive, and neglectful relationships 
with a variety of outcomes in children, 
ranging from physical health outcomes and 
risky health behaviors, to emotional and 
social well-being [52, 61]. 

the role of fathers

The role of fathers as part of the family-level 
sphere should not be underestimated, and is 
often regrettably marginalized. The United 
Nations Commission on the Status of Women 
“…[encourages] men to participate fully in all 
actions towards gender equality and [urges] 
the establishment of the principle of shared 
power and responsibility between women 
and men at home, in the community, in the 
workplace, and in the wider national and 
international communities…” [62] Certainly, 
this includes the role of fathers in nurturing 
ecd of their children and those in their 
communities. 

There is also a substantial evidence base 
establishing the significant impact men 
have on children’s lives and well being, and 
a growing body of practice showing how 
working with men can be an important part 
of effective engagement with families. In fact, 
engaging with fathers and other men who 
affect the well being of children and families 
is now firmly emphasized in many policy 
frameworks as a strategic requirement for all 
children’s services [206]. 

gender inequities within families

Inequities within families may be significant 
from the standpoint of the social determi-
nants of health, especially with respect to 
gender: “Women’s access to power at the 
household level has the most direct impact 
on families and children … [through lack 
of control over] allocation of resources for 
food, health care, schooling and other family 
necessities” [19]. As a result, female children 

are more likely to receive less food, and to be 
denied essential health services and educa-
tion. Household chores and caregiving keep 
adult women out of the paid labour force and 
girls out of school. Moreover, when mothers 
do work, female children are more likely to 
be kept home from school to care for other 
siblings, especially when there is no option 
for substitute caregivers such as childcare. 
Also according to the recent unicef report,

Nearly 1 of every 5 girls who enrols in 
primary school in developing countries does 
not complete a primary education. Missing 
out on a primary education deprives a girl 
of the opportunity to develop to her full 
potential. Research has shown that educated 
women are less likely to die in childbirth; 
… are more likely to send their children to 
school; … [and] that the under five mortality 
rate falls by about half for mothers with 
primary school education. [19]

It is clear that women’s roles (decision-
making power) within the family, as well as 
their educational levels, play an important 
part in promoting ecd. Women’s education 
not only contributes to lower mortality rates, 
but also long-term education, for girls. Gender 
equity at the family level contributes to 
reducing the intergenerational transmission 
of poverty through improved development, 
access to education, and proper feeding [19]. 

family dwelling

The family dwelling also contributes to (or 
detracts from) nurture for children. The stark-
est representation of this comes from studies 
of homeless families and children which find 
much higher rates of physical and mental 
illness and worse developmental outcomes 
among this population [63]. This may be due 
to many factors, including the economic, 
social, and service resources that are directly 
or indirectly related to having a home. 

Of course, not all homes are equally as nur-
turing. Countless studies from resource-rich 
nations have demonstrated that high levels 
of lead (which are overwhelmingly clustered 
in low-income housing) are associated with 
multiple adverse developmental outcomes in 
children, most notably asthma [64]. 
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In addition, physical and mental health 
are linked to housing conditions such as 
overcrowding, indoor air pollution, as well 
as dampness and cold [63, 65- 67]. Slum 
conditions may be even more detrimental for 
a variety of outcomes in children. In many 
respects however, slums are more conceptu-
ally akin to ‘neighborhoods’ or ‘localities’ and 
so will be discussed Chapter 3.

family support

Families need to be able to access the 
resources that enable them to make choices 
and decisions in the best interests of their 
children, including services such as parenting 
and caregiver support [207], quality childcare 

[208, 230-233], and primary health care 
and education. Globally, one particular area 
where families require social protection is 
in resolving the demands of work and home 
life. Heymann’s [209] research on children 
and families in resource-poor countries 
demonstrates the importance of access to 
quality childcare for families the world over 
Her research demonstrates that millions of 
children worldwide are being left home alone, 
left in informal childcare (often in the care of 
other children), or being brought to work and 
exposed to unsafe working conditions. Public 
provision of quality, affordable childcare is 
part of the solution to this problem.

summary

This review highlights the significance of the 
family environment for early child develop-
ment. There are numerous aspects of families 
that are tightly associated with children’s 
well-being and with each other. An overall 
examination of the findings in the field 
suggests that social and economic resources 
are directly or indirectly implicated in almost 
every aspect of a family’s ability to provide 
nurturing environments for their children 
[68]. 

Putting Family Socioeconomic 
Resources in a Population Context: 
The Phenomenon of Socioeconomic 
Gradients in Health and 
Human Development

the evidence base for 
socioeconomic gradients

In this section, we further discuss the effects 
of socioeconomic resources from a population 
perspective, highlighting the phenomenon 
known as a ‘gradient effect’ of socioeconomic 
resources on health (and briefly mentioned 
above). 

The “gradient effect” refers to the standard-
form relationship that characterizes health 
and developmental outcomes (of children and 
adults) as one ascends from the lowest levels 
of family socioeconomic resources (measured 
mostly, in various studies, by income, 
education, or occupation) to the highest8 . It is 
standard form because it applies to a remark-
ably broad range of outcomes, and has been 
replicated in many wealthy and non-wealthy 
societies where this relationship has been mea-
sured [69-85]. Figure 2 provides an example of 
socioeconomic gradients in child stunting for 
three countries in the Andean region of South 
America [86].

ses gradients are apparent for a variety 
of outcomes throughout the human life 
course, from infancy through adulthood. The 
outcomes that have been measured rest largely 
in the domain of physical health and cogni-
tive development. In the health domain, ses 
gradients have been demonstrated for infant 
mortality, low birthweight, childhood injuries, 
child mortality, dental caries in children, 
malnutrition in children, infectious disease in 
children and adults, health care services use, 
and chronic diseases in adulthood. 

ses is so powerfully related to health that as 
the major diseases have changed over time, the 
gradient effect has replicated itself on new  
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 diseases as they have emerged. Data from 
the turn of the century for countries such as 
England and Wales show the gradient effect 
for the major causes of disease and death of 
the time (infectious diseases) among adults. 
Over the next 3-5 decades those diseases 
declined and were replaced by chronic 
diseases such as heart disease. At first, heart 
disease displayed a different epidemiological 
pattern, disproportionately affecting those 
who were privileged enough to live long 
enough to get it. But over time the socioeco-
nomic gradient re-asserted itself. In the case 
of heart disease this occurred by the 1950s. 

For children’s health, the association 
with ses is rather weak in the resource-rich 
nations, in large part due to the lack of 
chronic physical illness or death in children 
in these countries. However, there is strong 
indication that ses is association with lead 
exposure and incidence of asthma there 
[64, 87-89]. However, the evidence in 

Spheres of  
Influence: 

The Family

figure 2: socioeconomic gradients 
in stunting among three 
andean countries



Total Environment Assessment Model 
for Early Child Development

35

other parts of the world is starting to show 
an ses-health relationship. A recent study 
found a striking association between ses and 
under-5 mortality in a population of children 
from 43 resource-poor countries. The same 
study suggested that, among these nations, 
socioeconomic inequality in child mortality 
was increasing (the gap was widening) as the 
overall economies were growing [90].

In the cognitive domain, ses has been 
linked to school enrollment, mathematics and 
language achievement and literacy, and school 
attainment. Most of these studies involve 
older children and adults, however there is 
data to demonstrate the effects of ses on 
children’s cognitive development outcomes. 
Much of this data is derived from research 
conducted in the United States and other 
resource-rich nations [91]. However, there is 
also evidence that arises from investigations 
involving resource-poor nations. In particu-
lar, the effect of ses on reading literacy among 
fourth-graders was clearly demonstrated in 
the Progress in International Literacy Study 
(pirls), which involved a sample of 43 
nations, many of which could be character-
ized at the lower end of the world economic 
spectrum [92]. In Zimbabwe, cognitive 
performance as measured by children using 
taxonomic versus functional classification 
strategies was associated with social class. A 
host of studies have also found that language 
proficiency is associated with ses in young 
children [43]. 

Compared with cognitive development, 
socio-emotional development shows a less 
consistent association with ses. In part this is 
due to the fact that psychological conditions 
are difficult to assess and diagnose in children. 
In very young children, there seems to be an 
absence of an ses gradient in socio-emotional 
development. However, in middle child-
hood, there is relatively strong evidence of 
ses gradients, particularly in externalizing 
behaviors [43]. 

There are also some exceptions to the 
general pattern of ses gradients, in which 
health and development outcomes improve 
with improved ses. For example, gradients in 
obesity for some nations suggest that richer 
individuals are more likely to be obese [93]. As 
well, a recent study suggested that childhood 

insulin resistance was more prevalent among 
those with wealthier and more educated 
parents in Estonia and Portugal [93].

five characteristics of ses gradients

Across this incredible body of evidence, there 
are five main generalizable characteristics of 
ses gradients. First, that within a population, 
the effect of ses is generally continuous, or 
stepwise, such that each additional incre-
ment of ses results in additional gains to 
one’s health and development (NB: there 
are contexts in which this is not strictly the 
case). In other words, there are successive 
increases in these outcomes from lower to 
higher socioeconomic levels in society. The 
gradient effect, then, can be conceptualized as 
a roughly linear relationship for the purposes 
of this discussion (see Figure 2). The primary 
implication of the continuous nature of the 
relationship is best understood by contrasting 
it to a threshold effect. A threshold effect 
would imply a dichotomous relationship 
within a society; wherein the assumption 
would be that one level of health/develop-
ment is associated with being ‘rich’ and 
another with being ‘poor.’ The gradient effect 
instead suggests that there are degrees of 
change in health and development associated 
with degrees of change in ses [7 7]. 

Second, as aforementioned, ses gradients 
in health and development are evident in 
every country in which they have been 
measured, be they wealthy countries or poor, 
minority or majority, so-called ‘developed’ 
or ‘developing’. In other words, irrespective 
of the space occupied by any nation on the 
‘world’s socioeconomic spectrum,’ poverty 
thresholds (though important in their own 
right) are not in and of themselves a suf-
ficient way of characterizing the relationship 
between individual/family socioeconomic 
conditions and health. Even in countries 
with widespread abject deprivation, degrees 
of improvement in socioeconomic circum-
stances are association with degrees of 
improvement in health and development. 

This is well illustrated by socioeconomic 
gradients in resource-poor nations that 
extend even to ‘slum’ living conditions. Data 
from Kenya demonstrates that, indeed, neo-
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figure 3: socioeconomic gradients in 
infant and child mortality in kenya

figure 4: socioeconomic gradients in 
childhood diarrhea within slums in  
nairobi and within rural areas of kenya

Adapted from: APHRC (2002)
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the universal qualities of gradients in every 
society. The next points attend to the pat-
terns that emerge when we simultaneously 
examine socioeconomic gradients in different 
societies, as in Figure 2. These properties 
suggest the role played in early child develop-
ment by society and its various institutions 
and aggregations. That is, the following 
points put into broad societal context the 
role of family socioeconomic conditions as a 
determinant of early child development. The 
remaining chapters in this volume further 
detail the possible aspects of the broader 
societal context that are highly influential for 
families’ (and thus children’s) resources.

 One discernable property is that across 
populations or societies, the ‘steepness’ of the 
gradient (i.e. the strength of the linear asso-
ciation) is not uniform. That is, if one plots on 
a graph the ses gradients in health in different 
societies (as depicted in Figure 2), the lines do 
not fall on top of one another, suggesting that 
the additional gains to health from increased 
ses are larger in some societies than in others. 
In fact, the pattern that emerges suggests that, 
across nations, differences in health outcome 
at high levels of ses are far smaller than at 
lower levels. 

In other words, those societies with 
a ‘shallow’ ses gradient (indicating less 
socioeconomic inequality in developmental 
health) do not get that way by ‘pulling down’ 
the health of the high ses groups, but rather 
by ‘pulling up’ the health of the lower groups. 
It then also follows that the average health of 
‘shallow gradient’ societies tends to be better 
than ‘steep gradient’ societies. International 
comparisons have shown this for the develop-
ment of literacy and numeracy skills across 
oecd countries [1] and for health status 
across the European community [82]. The 
fourth characteristic of ses gradients then, is 
that those societies which produce the least 
inequality in health and human development 
across the socioeconomic spectrum also 
have the highest average levels of health and 
development. This pattern is sometimes 
referred to as the “flattening up” of the ses 
gradient [99]. 

The fifth characteristic of socioeconomic 
gradients is that the arrangement or ordering 
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natal, infant, child, and under-five mortality 
rates are highest among those who reside in 
Nairobi’s urban slums. However, rather than 
a clear threshold, Figure 3 [94] shows that 
there appears to be a clear gradient effect by 
residential location (urban versus rural versus 
slum), albeit minimally, for neonatal mortal-
ity. A similar pattern emerges for diarrhea 
rates among children 0-35 months, with 
rates of 32% for slum children, 17 for rural 
children, and 13 for children in Nairobi [95]. 
Remarkably in fact, even within slum areas in 
Nairobi and rural areas of Kenya, there exist 
socioeconomic gradients in diarrhea (see 
Figure 4). 

This is not to minimize the profound ill 
effects of common notions of poverty. Rather, 
it illustrates that there is no definitive divide 
in well-being between the ‘haves’ and the 
‘have nots,’ even in nations where those exist-
ing in extreme poverty and those in extreme 
wealth seem world’s apart. People’s resources 
and welfare are separated by incremental 
differences. We are far more connected to one 
another than a solely poverty-based approach 
might have us believe.

Third, the gradient cannot be explained 
away by reverse causation or differential 
mobility [96, 97]. Early on, the evidence base 
for socioeconomic gradients in health largely 
came from studies that were cross-sectional 
in nature. This resulted in considerable 
ambiguity regarding the ‘direction’ of the 
association between ses and health; did 
declining health status result in downward 
social drift (due to loss of employment and 
income), or was low ses responsible for ill 
health? Subsequent studies have demon-
strated that the overwhelming portion of the 
relationship represents a “causal” link from 
ses to health rather than the reverse. This was 
demonstrated through a variety of means, 
including longitudinal studies [97] as well as 
a consistent association between educational 
attainment (a measure of ses, and one that is 
most often obtained temporally prior to mea-
surement of health) and health outcomes [98]. 
Further, for children’s outcomes, it is far less 
likely or plausible that poorer developmental 
health is the cause of declines in family ses.

The preceding points characterize ses 
gradients in their general form, providing 
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of nations in terms of the steepness of their 
gradients appears not to be random. That is, 
although they have been poorly studied to 
date, there seem to be systematic differences 
in institutional arrangements between those 
societies in which the ses gradients in health 
and development are steep, versus those in 
which they are shallow. 

Another way to state this is that since 
there is no necessary, or predictable, level of 
health or development associated with any 
given position on the socioeconomic spec-
trum (as described in the fourth point, above); 
as such, health and development at any given 
socioeconomic position is highly dependent 
on the extent to which different societies tie 
ses to one’s ability to procure health-promot-
ing resources and, conversely, the extent to 
which ses serves as a sorting mechanism for 
‘exposures’ that are harmful to health. It can 
be argued that societies which are nurturant 
for children (and adults) are those whose 
institutions work to break these ties. In other 
words, in some societies, factors fundamental 
to health and development are provided as 
rights of citizenship, rather than according to 
socioeconomic privilege.

ses gradients suggest the  
fundamental influence of societal 
determinants of health

There is also another line of reasoning that 
supports the thesis that societal factors are 
fundamental to the expression of socioeco-
nomic inequalities (gradients) in health and 
development. That is, that if socioeconomic 
inequalities are critical for health, then so 
too are the societal conditions that create 
the inequalities themselves. The extent of 
socioeconomic stratification that exists in 
society is not innate. Rather, it is strongly 
influenced by actions and inactions taken 
by societies that, cumulated over time, 
become embedded in institutions. Most of the 
evidence in this regard arises from research 
on resource-rich nations. The notion is 
powerfully illustrated by contrasting poverty 
rates in these nations before and after taxes 
and transfers are accounted for. Data from 
the Luxembourg Income Study demonstrates 
that, based on market income (i.e. prior to 
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taxes and transfers), at 31%, poverty rates9 in 
the United States were up to 5-6% lower than 
in several oecd nations, including France 
and Sweden, and on par with others such 
as Australia, Canada, Spain, and Germany. 
However, after taxes and transfers, the United 
States had the highest poverty rate among the 
oecd nations at 18%, between 6% and11% 
higher than all other oecd nations with the 
exception of Australia which has a post tax 
and transfer poverty rate of 16% [100]. 

The difference in poverty rates is even 
more marked with respect to children. Prior to 
transfers, poverty rates across oecd nations 
for lone parents are consistently high, with a 
range of 32% in Italy, to a whopping 80% in 
the Netherlands. However, after redistribu-
tive measures were applied by governments, 
the rate for lone mothers was reduced to 
approximately 10% in many oecd nations, 
with a low of 4% in Germany. By contrast, the 
poverty rate for lone mothers in the United 
States remains at 60% [101]. In epidemiologi-
cal speak, the function of societal policies can 
be thought of as necessarily causally prior to 
the effects of ses on health outcomes. 

The roles of institutional arrangements 
in reducing socioeconomic inequality, and 
undoing the link between socioeconomic 
conditions and health status are difficult 
to separate, since they may function in a 
reciprocal manner. That is, reductions in 
income inequality provide public support for 
increases in systems that distribute resources 
in an egalitarian manner, and the egalitarian 
distribution of resources in turn may reduce 
levels of socioeconomic inequality [102]. 
From the perspective of creating societies that 
support ecd, an imperative of future research 
is to understand which institutional features 
promote socioeconomic equalities in ecd and 
which detract from it. The following chapters 
discuss the main societal institutions that to 
play a major role in this process, and highlight 
the available evidence to date.

9	 Poverty was measured using a relative standard of 40% of 

median income, and 50% of median income (Smeeding and 

Ross, 1999).
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Childhood Resilience a Matter of 
Family, Community, and Societal 
Support: Promoting Patterns of 
Resilience in Children through 
Nurturant Environments

Many families that face daily challenges 
because of their socioeconomic disadvantages 
are nevertheless able to create the essential 
nurturant environments for their children. 
Resilience refers to the capacity of a child to 
thrive, despite growing up facing adversity. 
Bartley’s review of research on this issue 
points to “the importance of social relation-
ships, of ties to the community, and social 
interactive ‘relationship’ skills as key sources 
of protection” [210]. The family provides 
the most important social relationships for 
enhancing children’s resilience [211]. Children 
all over the world face situations such as 
witnessing and experiencing violence in 
their families and the broader community, 
bullying, disability, divorce, and witnessing 
or experiencing the effects of alcohol and 
substance abuse in their families, while others 
confront catastrophic events or day-to-day 
atrocities such as war, poverty, disease, 
famine, floods, hiv/aids, and forced labour. 
How a child emerges from these situations 
depends upon multiple factors at the 
individual, family, community, and broader 
societal levels [210, 211]. 

Studies of the experiences of children 
exposed to war and children of battered 
women demonstrate that the family 
can provide a buffer against extreme 
circumstances [212]. Berman’s and other 
studies point to the importance of enhancing 
the family’s capacity to support young 
children in times of stress and atrocity 
[213]. Families require proper safety nets, 
such as social protection policies, access to 
appropriate services, and sufficient income, 
to enhance their ability to bolster children’s 
resilience regardless of the daily challenges 
the family faces. 

Resilience can be enhanced through the 
relationships that families, caregivers, and 
children establish with others in their locality 
or relational communities (e.g., religion-
based communities), as well as through ecd, 

health, nutrition, and other services that are 
provided by governmental and non-govern-
mental organizations (ngos), and through 
larger policies that facilitate educational 
attainment, income transfers, health care, and 
access to safe housing. Institutional features of 
society that strengthen the “connectedness” of 
citizens in positive ways will enhance resil-
ience in children and families (e.g., Positive 
Deviance [19]). Accordingly, governments, 
international agencies, and civil society groups 
should use the criterion of connecting children 
with adult mentors to judge program and 
policy proposals.

 

Spheres of  
Influence: 
The Family

key messages: the family

1. 	 The family is a fundamental source of 
nurturing for a child.

2 .	 Socioeconomic gradients in developmental 
outcomes reflect difficulties families with 
few resources face in providing nurturant 
environments for their children.

3.	 The ‘gradient effect’ occurs for almost all 
outcomes in almost all places illustrates the 
critical nature of socioeconomic resources.

4 .	 Families require access to a range of supports 
and programs for their children, but also 
for themselves. 

5 .	 Within families, gender-based bias may 
create inequities in the nurturant conditions 
afforded to girls compared with boys. Giving 
greater power in decision-making to mothers 
can alleviate some of this inequity.



40



Total Environment Assessment Model 
for Early Child Development

41

Spheres of  
Influence: 
Residential 
Community

Chapter 3: 
The Residential Community  
as a Sphere of Influence

Overview

Children and their families live in locali-
ties or residential communities, though the 
type of locality/community varies tremen-
dously. In rural settings, people generally 
reside in village-based communities, while 
in urban settings, the forms of clustering may 
be more diverse, and includes neighbourhood 
or slum communities. Nonetheless, however, 
there are core features of all localities that 
have been identified as being extremely 
important for ecd. 

The focus of this section is to identify 
and discuss the key aspects of the residential 
community, and where available, highlight 
the associated evidence. Unfortunately, 
most of the evidence in this regard has been 
conducted in urban neighborhood contexts 
in the resource-rich nations, particularly the 
United States and the United Kingdom. The 
research conducted in these nations does, 
however, provide insights for resource-poor 
nations, and suggests avenues for further 
research in other contexts.

The pertinent features of a residential 
community for children include the economic 
environment, the physical environment, the 
service environment, and the social environ-
ment [103]. Inequalities in these residential 
characteristics result in inequalities in health. 

The economic environment of a locality 
is critical for the well-being of children, 
and is heavily linked with the other types 
of environments. Economic well-being of a 
locality can be characterized in several ways, 
including the aggregate financial stability of 
the families which reside in the locality (i.e. 
the neighbours), and the financial resources of 
the community in total (i.e. through govern-
ment sources such as property taxes), though 
the most studied aspect is the former. 

The socioeconomic well-being of a 
residential community is most often defined 
as the average or median family income level, 

the percentage of residents with a high school 
diploma, or the percentage of employed or 
unemployed individuals in the community 
[20]. Studies have found that high levels 
of ses in a neighbourhood are associated 
with better school readiness and school 
achievement in younger children (including 
intelligence quotients, verbal ability, and 
reading recognition). In older children and 
adolescents, higher levels of ses are associ-
ated with fewer externalizing behaviors, less 
peer reported aggression, less delinquent and 
criminal behavior, and less peer rejection [20].

Socioeconomic aspects of neighborhoods 
are thought to affect well-being through their 
influence on the physical, service, and social 
environments. There is a clear inverse associa-
tion between the ses of a community and the 
extent to which its residents will be exposed 
to toxic or otherwise hazardous exposures 
such as wastes, air pollutants, poor water 
quality, excessive noise, residential crowding, 
poor housing quality, and the like [104]. 

The financial resources of neighbours also 
bear directly on the extent of services that are 
available in a residential community. These 
include institutions and facilities for learning 
and recreation, child care, medical facilities, 
access to transportation, food markets, and 
opportunities for employment [20]. 

Finally, the social environment of a 
neighbourhood is also associated with its 
degree of socioeconomic stability. The under-
pinning for exploring the social environment 
of neighborhoods comes largely from the 
concept of ‘social capital’, which has been 
explicated extensively by a host of sociologists 
[105 , 106, 107]. The essential premise of this 
concept is that there are social properties of 
entire communities or societies that deserve 
distinct characterization, over and above the 
phenomenon of describing an individual’s (or 
family’s) social relationships [105]. 

This includes the extent to which adults 
and children in communities are linked to 
one another, whether there is reciprocated 
exchange (of information, in-kind services, 
and other forms of support), and whether 
there is informal social control and mutual 
support. This latter social feature of com-
munities is tied to the notion of ‘collective 
efficacy’, which refers to a “shared belief of a 
collectivity [108].” Collective efficacy empha-
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sizes the active engagement of members of 
a community [108]. Stocks of social capital 
and collective efficacy have been shown to 
be nurturant for children and their families, 
both in the context of urban neighbourhoods 
in resource-rich nations [108] as well as in 
the village context in resource-poor nations 
[109].

However neighbourhoods are not the 
only urban context in which children live. In 
the resource-poor nations, many children in 
cities live in slums. Though the scale of the 
problems encountered by slum dwellers is 
markedly more distinct than those of children 
in relatively poor neighbourhoods, the same 
sets of factors are applicable; the economic, 
physical, service, and social environments are 
all critical in this context as well. 

There are many places in which slums 
are established, mostly on undesirable land 
or abandoned properties. Slum homes are 
usually built from materials that are old 
and lack durability. The literature on slums 
suggests that lack of clean water, and adequate 
sanitation, and the use of cooking fuels in 
such severely crowded and unventilated 
abodes result in high levels of acute ailments 
for young children such as tuberculosis, 
diarrheal disease, parasitic infections, dengue 
fever, and acute respiratory infections [110, 
111]. 

Compared to the physical environment, 
the social and service environments of slums 
have been far less examined. In part, this may 
be due to the sheer overwhelming nature of 
the physical environment. However, there is 
evidence that social features of slum commu-
nities are also critical. In Ahmedabad, India, 
several slum areas have received a host of 
social infrastructure from the Self Employed 
Women’s Association (sewa). sewa is a non-
profit ngo built on an ‘integrated services 
model’.

In addition to micro-loans, sewa provides 
training, child care, medical, and other social 
services to its members and their families. 
Out of this arrangement, slum dwellers have 
not only received these services, but as well, 
the grass-roots, member-driven orientation 
of sewa has also facilitated dramatic develop-
ment of social capital and collective efficacy in 
these communities. 

Children’s cognitive and socio-behavioral 
outcomes in the context of slums have not 
been explored in any notable way. Further 
research should attend to the long term 
developmental outcomes of children who 
reside in slums. In addition, ecd outcomes of 
children living in slums may be influenced by 
the broader context, and this is also worthy of 
further investigation. For example, the role of 
organizations such as sewa in mitigating the 
adverse effects of slum conditions should be 
explored systematically. As well, the influ-
ence of national governments that provide 
greater universal access to basic nutrition, 
schooling, and health services is also an 
important avenue for future research. 

Though strategies for improving the 
prospects of children may vary by the type of 
the locality, much can be learned and trans-
lated from past efforts in different contexts. 
The example of sewa provides evidence that 
a multi-sectoral, community-based approach 
provides great benefits to children and their 
families. An approach known as Asset Based 
Community Development (abcd) has also 
been shown to increase the social capital/col-
lective efficacy of communities in the United 
States. The principle of abcd is to move from 
assessing the needs and deficits of com-
munities to identifying and mobilizing their 
strengths and assets [112]. 

Five key factors have been identified 
including 1) the skills and capacities of the 
individuals who reside in the community, 2) 
the associations found within the community 
(i.e. groups of residents from the locality 
who come together for a common purpose), 
3) institutions such as government agencies, 
businesses, and non-profit organizations, 4) 
economic development potential and 5) land 
and other physical assets [112, 113]. 

In the Seattle, Washington area, a 
broad-based approach was used to make 
local neighborhoods more nurturant for 
children. The public health authority there 
used a multi-pronged approach, including 1) 
developing partnerships with ecd stakehold-
ers, 2) building a common knowledge base, 3) 
developing a local policy agenda, 4) organiz-
ing support at the community level, and 5) 
monitoring the policy environment.
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The policy changes developed and 
implemented included those that addressed 
improvements in basic services in early 
childhood, as well as improvements in more 
structural factors, such as improving low-
income housing conditions, and fostering the 
development of civil society groups in local 
areas [11 4]. 

Finally, it is critical that grass-roots efforts 
(and citizens in general) also engage the larger 
policy-making levels that have strong influ-
ence on the conditions of localities. Though 
much can be done at a local level, residential 
communities are embedded within a larger 
societal context that affect their environ-
ments and resources, and that influence 
inequalities between residential communi-
ties. Regions and nations hold considerable 
accountability for inequities in the extent to 
which residential communities of children are 
nurturant. 

Spheres of  
Influence: 
Residential 
Community

key messages: 
residential community

1.	 The integrity and accessibility of physical 
space in which children can explore and 
play is critical for all three domains of ecd. 

2 . 	 The physical, socioeconomic, and service 
aspects of residential communities all 
strongly influence ecd.
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Child Friendly Cities

With rapid urbanization taking place across 
the globe, cities are becoming home to an 
increasing proportion of the world’s children. 
Despite this reality, most cities fail to meet 
the needs and fulfill the rights of their young 
citizens (Riggio, 2002). In both the devel-
oped and developing world, urban children 
face conditions that breach their basic rights 
and hinder their chance for optimal develop-
ment (Riggio, 2002). 

In light of this reality, the Child Friendly 
Cities Initiative (cfci) was established in 
1996 based on the resolution passed during 
the second un conference on Human 
Settlement (Habitat ii) to make cities 
livable places for all (Child Friendly Cities, 
unicef). The initiative challenges cities to 
uphold the rights of the child as stated in the 
un Convention on the Rights of the Child 
(uncrc). In accordance with the uncrc, the 
cfci acknowledges that all children in cities 
have the right to access services that meet 
their basic needs and to experience opportu-
nities that promote their development (Child 
Friendly Cities, unicef). As advocated 
by the cfci, the rights of children can be 
realized in cities through the adoption and 
implementation of governance approaches 
and participatory urban management that 
include children directly in the process (Child 
Friendly Cities, unicef). 

Since 1996, 708 cities10 worldwide have 
taken part in the cfci (Child Friendly Cities, 
unicef). The largest concentrations of these 
cities are found in Brazil, France and Italy. As 
well, important cfcis exist in many other 
African, South American, European and 
South Asian Cities (Figure 5). In each partici-
pating city unique and important initiatives 
are taking place. To reflect the diversity of 
innovation taking place in participating 
cities, three case studies will be profiled: 
the cfci taking place in the Philippines; 
children’s participation in the governance 
and municipal budget of Barra Mansa (Brazil); 
and the cfci taking place in the Occupied 
Palestinian Territory.

child friendly cities initiative, 
philippines

In 1999, in cooperation with unicef, the 
Philippine National government launched 
their cfci. The main goal of the initiative 
is to achieve the Philippine National 
Development Plan for Children, also known 
as Child 2111 (unicef irc, 2004). The cfci 
is implemented through local governments 
and communities making it part of existing 
institutional frameworks and mechanisms. 
Furthermore, the cfci attempts to address a 
broad range of interventions within a limited 
number of cities in order to offer maximum 
support. The five participating cities—Pasay 
City, Manila, Quezon City, Cebu city and 
Davao City—are striving to fulfill seven 
key objectives and follow nine key strategic 
actions seen as crucial to making these cities 
“child friendly” (unicef irc, 2004).

Since the inception of the cfci in the 
Philippines, significant research has taken 
place to assess the successes of the initiative 
and give voice to people living in the partici-
pating cities. A report published in 2006, 
titled Making Philippine Cities Child Friendly: 
Voices of Children in Poor Communities, 
highlights the positive impacts of the initia-
tive while also recognizing that significant 
work remains before realizing the rights of all 
Pilipino children (Racelis & Aguirre, 2006) 
are realized.

barra mansa, brazil

Barra Mansa is an industrial city located in 
the state of Rio de Janeiro. Barra Mansa is 
recognized by the cfci for its creation of 
a Children’s Participatory Budget Council 
(cpbc). This unique project, which began 
in 1998, involves the election of 18 girls and 
18 boys (aged 9-15) each year to ensure that 
the municipal council addresses their needs 

10	 Please note the number of cities belonging to the cfci as 

stated on the cfci website (http://www.childfriendlycities.

org/networking/index.html) is 859, however our in-house 

calculation of the cities listed resulted in 708 cities.

11	 Child 21 is a strategic framework that aims to guide stakeholders 

involved in planning programs and interventions that uphold 

and protect the rights of Philippine children in the 21st century 

(Project Review: cfci, Philippines, pg.3).

*

 
 
 
* Written by E. Larcombe, BA, HELP Mapping Unit
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and priorities (Guerra, 2002). This initiative 
was part of a broad vision developed by 
council to: promote and institutionalize the 
participation of children and youth in the 
management of their city; to encourage their 
civic engagement; and to help them recognize 
the importance of their role as citizens 
(Guerra, 2002).

Each year since its commencement, more 
than 6,000 children have taken part in 
discussions and assemblies to elect their child 
councilors and share their opinions regarding 
civic priorities. In addition to participating 
in the planning and developments that take 
place in Barra Mansa, the children’s council 
has us $125 ,000 for use on priorities and 
initiatives decided by the council. Examples 
of some projects funded from this budget 
are: repairs to schools and school equipment, 
improvements to play-grounds in low income 
areas, repairs to sewers and drains and tree 
planting within the city (Guerra, 2002).

occupied palestinian territory

cfcis are taking place in four locations 
within the Occupied Palestinian Territory—
two in the Gaza Strip (Rafah and Gaza City) 
and two in the West Bank (Jenin and Jericho). 

This initiative started as a pilot project 
in 1996 to help communities living in 
densely populated areas under incredibly 
challenging conditions (Riggio, 2002). Its 
objective, as stated in a cfc report, was: “to 
support decentralization processes, promote 
community participation and translate the 
principles of the Convention on the Rights 
of the Child into the daily lives of children, 
families and communities (Riggio, 2002).” 
Out of this pilot project fifteen ‘Children 
Activity Centres’ were created for children 
to participate in educational and recreational 
activities that were lead by youth leaders 
(Riggio, 2002). 

Currently the focus of the cfci in the 
Occupied Palestinian Territories is to protect 
the rights of children more directly exposed 
to the armed conflict. In each of the four 
locations mentioned above a ‘dual-approach’ 
to planning has been implemented—first to 
identify and respond to present emergency 
needs and second to encourage more com-
prehensive protection strategies for children 
(unicef Occupied Palestinian Territory, 
2003). As a result of this cfci, ‘Safe Play 
Areas’ have been developed to limit children’s 
exposure to violence and increase children’s 
participation in positive and health-promot-

Map Created by Eric Hertzman
using spatial data from ESRI, and CFC
data from the Child Friendly Cities Initiative
Innocenti Web Site. 2006-12-20

figure 5: child friendly cities
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ing activities (unicef Occupied Palestinian 
Territory, 2003). Furthermore, Children’s 
Municipal Councils have been formed in each 
of the participating cities where children 
are trained as leaders in their communities, 
where they plan and conduct small projects 
to engage new children and where they 
can observe the important role they play in 
influencing change in their communities. 
In addition to this, large-scale activities are 
being implemented in each city including 
fun days, sports competitions, and com-
munity campaigns on key issues of concern 
for children (unicef Occupied Palestinian 
Territory, 2003).

challenges and opportunities

Since the implementation of the cfci a large 
number of cities have taken great strides to 
improve the quality of life of young people. 
That said, in each case a number of limitations 
and constraints exist. While some cities 
maintain a larger share of these challenges to 
this day, no city can claim to be completely 
child friendly. The nature of these challenges 
are as diverse as the children they affect. 
While some cities struggle with the pollution 
and hazards relating to automobile traffic, 
other cities are facing civil war or endemic 
poverty. Challenges to fulfilling the rights 
of all children are particularly difficult to 
overcome if they are related to the long-
standing cultural and social traditions of a 
particular geography. For instance, in some 
parts of the world gender inequality prevents 
females from attaining even a basic level of 
education.12 In addition to the socio-cultural 
challenges tied to a particular geography, the 
conditions affecting children’s welfare in 
cities are exacerbated by the socio-economic 
hierarchies that exist at the local level 
(between localities) as well as at the national 
and global level. 

Despite the challenges faced by the cfci, 
it is important to recognize that along with 
these challenges come great opportunities 
for growth and improvement in the lives of 

children living in urban areas. The cfci and 
the resulting work taking place in cities across 
the globe have embraced this opportunity.
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Chapter 4: 
The Relational Community 
as a Sphere of Influence

Overview

Relational communities are central to the 
lives of most people in the world. These 
communities are socially bonded based on 
commonalities in religion, race or ethnic-
ity, tribe, or other similar characteristics. 
Relational communities may or may not 
overlap with one’s residential community. 
There are several functions that are served by 
relational communities, and solid evidence 
supports the association between member-
ship in relational communities and children’s 
well-being. 

Conversely social exclusion of some (less 
powerful) relational communities from 
aspects of broader society results in depriva-
tion for their members in terms of resources 
and health. In turn, this can result in inequi-
ties between relational groups. For children, 
development in early childhood may be 
directly supported by relational communities 
(especially for older children), but is bolstered 
mostly indirectly, through the effects of 
communities on parents and caregivers.

Humans are inherently social beings, and 
as such they seek to relate to other people. In a 
society, there are several sources of obtaining 
bonds with others, of which one major way 
is connectedness based on socially defined 
groups. Thus, family members can develop 
relationships with other individuals or fami-
lies and add to their social network on this 
basis. Prior evidence suggests, for example, 
that religious participation provides greater 
social ties and social support [115]. Further, as 
school-aged children’s interaction with their 
environments increases (e.g. school teachers, 
community program staff, other adults, peers 
and so on) social ties and social support for 
families is likely to be augmented.

Relational Communities 
and Social Support

Such relationships offer many forms of social 
support with respect to children and their 
caregivers. The main aspects of support are: 
informational support, emotional support, 
and instrumental support [116]. 

Informational Support

Informational support refers to the advice 
and knowledge that people garner from one 
another. Relational communities are often a 
main mechanism through which information 
regarding child rearing practices, child health 
and development is transmitted. 

Traditions regarding child rearing are 
passed down through generations, not only 
within families but also throughout broader 
socially bonded groups. To the extent that they 
are integrated into the community, children 
themselves receive information about the 
world through community members, as well. 
While this is intuitively true for older children 
it is also true for younger children, though 
usually facilitated by a parent or caregiver. 
In this way, relational communities can be 
instrumental in shaping a child’s perspective, 
which in turn can affect their cognitive, socio-
behavioral, and even physical development.

It should be noted that, occasionally, child 
rearing practices that are commonly held 
within a relational community may be in 
conflict with the prevailing norms of the larger 
society in which the community’s exist, with 
the laws of the state, with scientific evidence, 
or with universally recognized human or child 
rights. 

For example, female circumcision is 
practiced in many African nations, pre-
dominantly in the northern region of the 
continent. The percentage of circumcised 
girls there ranges from 5% to 99% [117]. This 
practice is attributed to the cultural practices 
of some relational communities, which in 
certain countries exercise great influence over 
government policies and social norms, in turn 
resulting in the extremely high percentage of 
female circumcision in these nations.

Spheres of  
Influence: 
Relational 
Community
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There is also evidence of cultural beliefs 
resulting in child abuse. For example, in 
some relational communities, a child with 
a disability or some other health condition 
may be viewed as a bad omen. Children with 
seizures or convulsions may be perceived 
to be bewitched, and hence are taken to a 
traditional healer instead of a conventional 
health worker. Children with disabilities may 
be hidden to avoid family shame, and thus 
hidden away and denied health and develop-
ment services [21 4]. 

There has been considerable outcry against 
these practices, rooted in the physical and 
psychological sequaelae of the process [118] 
and perhaps even more significantly, the 
potential violation of the rights of the child 
[119]. These issues are not easy to resolve, 
particularly when they are considered in 
the larger context in which they occur. 
For instance, the ability of parents to find 
husbands for their daughters is said to be 
compromised if they have not been circum-
cised [215]. By no means is this a justification 
of the practice. Rather, it calls attention to 
the fact that resolving an issue such as female 
circumcision requires understanding and 
attending to cultural practices and contexts in 
their entirety. 

Emotional Support

Emotional support refers to the comfort, 
caring, and psychological reinforcement that 
individuals receive from members of their 
social network. Emotional support can be 
critical for the well-being of caregivers, which 
in turn facilitates their ability to provide 
nurturing parenting to their children. 

In a prospective study, the survival 
rates for people who had been hospitalized 
for myocardial infarction were positively 
associated with extent of emotional support 
they received [120]. In addition, the role of 
emotional support in mitigating depression 
and the other effects of depression have been 
well established by a host of studies [216].

Instrumental Support

Instrumental support refers to the tangible 
goods and services that people receive from 

their social networks. This may take the form 
of money or other goods (for example ‘hand 
me down’ clothes, toys, and other products 
for babies), child care, and the like. In most 
theoretical approaches to understanding how 
resources are procured, the main sources are 
considered to be the family, the state/govern-
ment, and the market [121]. One’s social 
networks (and thus their relational communi-
ties) are arguably a fourth major source. 

During the post-communist era, the 
Eastern European region experienced a 
marked disruption, indeed in many countries 
a virtual collapse, of government institu-
tions. The intended development of market 
institutions to replace many of the activities 
previously performed by the government was 
much too rapid and insufficiently imple-
mented. This period has thus been marked by 
a rise in the use of social networks to obtain 
goods and services that were previously 
distributed through institutional means [12 2, 
123]. 

Collective Support in Relational 
Communities: Social Capital

Thus far, the discussion has centered on 
the use of relational communities as sources 
of developing ‘individual’ or ‘family based’ 
relationships. However, in aggregate, the 
interconnectedness of individuals within a 
community creates a supra-individual, supra-
familial, collective, social resource known 
as social capital (note: this concept was also 
introduced in Chapter 3). Social capital, to 
reiterate, is the extent to which individuals 
are linked to one another, whether there 
is reciprocated exchange (of information, 
in-kind services, and other forms of support), 
and whether there is informal social control 
and mutual support [12 4]13 . 

Research confirms the anecdotal evidence 
of the varying degrees of social capital that are 
present in different relational communities. 
Social capital between immigrants and people 
in their ancestral lands provides a compelling 
example of the ability of this resource to 
keep in tact relational communities despite 
geographical divides.
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13	 As is apparent, there is marked overlap and ambiguity in the 

distinction between social networks and support on the one 

hand, and social capital on the other.
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A study of United States immigrants and 
their native communities in the Dominican 
Republic demonstrates that many ideas, 
notions of identity, and other customs and 
traditions are transmitted from the country of 
origin to the adopted country, and that this is 
facilitated through the accumulation of social 
capital within the Dominican community 
[125]. 

In New York, there is evidence that Tango 
dancers within the Argentine immigrant 
community use a collective sense of reciproc-
ity to circulate information about jobs, health 
resources, and the like [126]. Countless other 
studies site similar improvements in eco-
nomic, health, and other outcomes related to 
well-being in part owing to the social capital 
available through relational communities 
[217].

The connectedness of such communities 
often serves as an entry-point to reach a large 
population of children for the purposes of 
improving their developmental well-being. 
For example, in the Muslim community, 
children often attend Madrassa’s1 4 . These 
have been used as entry points for early 
childhood education by such ngos as the Aga 
Khan Foundation in Kenya. This also allows 
other aspects of ecd to be coupled with 
schooling [218]. 

Social capital also facilitates the use of 
respected community members or leaders as 
‘gate-keepers’ to access the larger relational 
group. In communities that are particularly 
cohesive, gate-keepers are more likely to 
be able to communicate with many other 
members of their group through occasions at 
which the group congregates, and through 
the free-flow of information that occurs from 
the tight interconnectedness of community 
members.

Adverse Effects Of Strong Bonds 
Within Relational Communities

It is also important to acknowledge the 
potential adverse effects of social bonds 
within relational communities. In many 
circumstances, the interconnections between 

members of a community (known as bonding 
social capital) are not replicated in connec-
tions between communities (known as 
bridging social capital). 

This can result in inequities between 
communities, especially where power differ-
entials exist between relational groups, which 
tend to be the case. Though the causality is 
unclear, (i.e. do social bonds within relational 
communities increase due to social exclusion 
from broader society, or are these unrelated 
phenomena?) it is often the case that less 
powerful relational communities do not have 
full access to the social capital of the larger 
society in which they are embedded. 

Research from Sweden demonstrates that 
recently arrived immigrants are far less likely 
to participate in civic activities than their 
Swedish-born counterparts. This includes 
gatherings such as union meetings, meetings 
of other organizations, and large get-togeth-
ers with extended kin [127]. Lack of social 
participation may have several consequences, 
including feelings of disempowerment, com-
promised access to information and services 
of many kinds, lowered generalized trust in 
society at large, and ill effects on health [127].

There are also other ways in which the 
lack of bridging social capital can adversely 
affect families, and therefore children. In 
an investigation based in the United States, 
researchers found that there were marked 
differences in the quantity and quality of 
summer-time activities in which children 
of different ethnicities were engaged, with 
ethnic minorities attending fewer programs 
of lower quality than their white counterparts 
[128]. Authors concluded that a major 
component in explaining these differences 
was the knowledge of, and access to, high 
quality programs, which were more prevalent 
among white Americans. 

When relational communities are able 
to create bridging forms of social capital 
with other communities, there is evidence 
of the success that this creates. A study of 
Taiwanese companies in Silicon Valley, 
United States, demonstrates that these firms 
hold bonding forms of capital within the 
Taiwanese members of their organizations 
in order to conduct daily operations, and 
generate bridging forms of capital with other 
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American employees and companies in order 
to compete in the marketplace. Without the 
bridging capital, Taiwanese companies would 
face much greater difficulty in integrating into 
the American economy [129]. Interestingly, 
another study based in Silicon Valley showed 
a positive correlation between bonding (intra-
group) and bridging (inter-group) forms 
of social capital among white and African 
Americans [130]. 

In a rural context, empirical results from 
Sri Lanka suggest that inter-ethnic coopera-
tion between farming organizations (another 
type of relational community—based on 
common occupation) resulted in improved 
crop performance. Further, this occurred 
during a time of water shortage, during which 
Sinhalese farmers (who were located further 
upstream) shared water resources with their 
Tamil counterparts further downstream [131]. 

Peer culture can also be characterized as 
a relational community, and a significant 
one at that. Children spend influential time 
with their peers, and away from adults. 
ecd outcomes may be influenced by shared 
knowledge and practices within peer groups. 
In a basic sense, cognitive development may 
be affected by the stimulation received by a 
child’s peers; emotional development may 
be shaped by a child’s place within their peer 
group, and by the feedback they receive from 
their peers; physical development may be 
affected by the extent to which different peer 
groups have the access and inclination to 
healthy eating and physical activity. 

Relational Communities in the 
Context of Broader Society

It is important to reflect on the embeddedness 
of relational communities in the greater 
sociopolitical context. Earlier, the influence 
of relational communities in influencing 
governmental responses (or lack thereof ) was 
discussed in the context of female circumci-
sion. However, there are a variety of ways in 
which relational communities organize and 
lobby for the interests of their members. 

In the case of unions (if one conceptualizes 
these as a relational community) this is rather 
straightforward. The function of unions is to 

negotiate for better wages and other working 
conditions of their constituents. However, 
more socially-based relational communities 
also interact with government bodies. For 
example, ethnic and religious-based com-
munities facing inequities may lobby for 
betterment of the socioeconomic conditions 
and improvement in all forms of service 
delivery for their members15 . In subsequent 
sections, the influence of government bodies 
will be discussed in terms of the influence of 
these larger contexts in providing nurturance 
to children through relational communi-
ties, residential communities, and through 
families
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key messages: 
relational community

1. 	 Relational communities are a primary 
source through which families derive 
values, norms, and social support. 

2 . 	 Bonding within relational communities 
may result in social exclusion (even conflict 
and discrimination) between them. 

3. 	 Gender norms and roles are often rooted in 
the social beliefs of relational communities, 
thus addressing gender equity at this level 
is essential.

15	 For example, faith based organizations in the United States.
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Chapter 5: 
The ecd Services 
Sphere of Influence 

Overview

This chapter focuses on ecd services as a 
critical component of the broad environment. 
Similar to relational communities, the ecd 
services environment may or may not overlap 
with one’s residential community, and 
transcends the regional, national and global 
environments. 

The term ‘Early Child Development 
Services’ is purposely inclusive. The kinds of 
programs and services that are beneficial for 
young children, the manner in which they 
are administered, and the outcomes they aim 
to improve are many and varied. Though it 
is an area of continued debate and discourse, 
the global community has arrived at key 
principles and characteristics of effective ecd 
interventions. 

This chapter will offer discussion about 
some of the principles, characteristics and 
types of ecd programs that lend themselves 
to transferability (e.g., programs, services, 
contexts and community) and we will discuss 
the opportunities and barriers for scaling up. 
A major theme throughout this chapter is the 
integral role of health care systems (hcss) in 
providing ecd services. This stems from the 
fact that hcss are a common point of contact 
for families and young children throughout 
the world. Building on the established 
infrastructure (varying degrees in different 
country contexts) that health care systems 
provide, we further investigate how to build 
ecd capacity through these points of contact.

Section 1: ecd Programs and Services

We ground the work of this chapter on the 
notion that access to ‘quality’ programs 
matter for early childhood development16. 
When we think of quality we think of 
those kinds of services that bring children 

in contact with nurturant environments. 
Quality ecd programmes and services are 
those that nurture all aspects of children’s 
development—physical, social–emotional, 
and language–cognitive. Governments need 
to integrate quality ecd programmes and 
services into social protection policies1 7 
to ameliorate the effects of growing up in 
poverty for millions of children worldwide 
and to meet the Millennium Development 
Goals. The evidence is disturbing: 40% of 
children in resource-poor nations live in 
extreme poverty; 10.5 million children 
die from before they are 5 years old; many 
children never attend school; 28% of children 
in resource-poor countries are stunted [132]. 
Evidence shows that conditions in resource-
poor countries that foster poverty, illness, 
lack of access to schooling, and malnutrition 
lead to an intergenerational transmission of 
poverty affecting the productivity of future 
adults and putting an increased burden of 
cost on the economic resources of a country. 
In resource-rich countries, the conditions 
are not as dramatic and the implications for 
human development are not as dire, but the 
differences are really just a matter of degree. 
Across the resource-rich world, developmen-
tal vulnerability rises as one goes down the 
socioeconomic spectrum, such that, in most 
Organisation for Economic Co-operation 
and Development (oecd) countries, 25% or 
more of children reach adulthood without the 
basic literacy and numeracy skills required 
to cope in the modern world [219]. Thus, 
ecd is an issue for all societies, not just the 
resource-poor.

Kamerman and Gabel’s global overview 
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16	 Later in this chapter we will discuss the challenges of assess-

ing/evaluating quality in ecd programs. Depending on your 

lens, quality is measured in various ways or combination of 

ways—child outcomes, parental outcomes, social networking 

and so on. For simplicity sake throughout this section we 

consider ‘quality’ in the sense that the environment created 

provides nurturance for the early childhood development

1 7	 Governments have an obligation to provide social protection 

affecting children which includes: 1) social assistance/economic 

support: conditional/unconditional cash transfers, child care 

grants, social pensions, tax benefits, subsidized food, and fee 

waivers; and 2) social services for children and their families 

including protective (and preventive) services such as foster 

care, adoption, residential treatment, family and community 

support services for children with special needs, as well as early 

childhood care (Kamerman & Gabel, 2006).
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of social protection policies found that in 
oecd countries, policies that had a positive 
influence on outcomes for children included 
“increasing children’s access to reasonable 
quality early childhood care and education” 

[2 20]. They also found that in countries 
where resources were limited (and policy 
data is also sparse), priorities must be set such 
that the most vulnerable are targeted, while 
universal coverage should remain the longer 
term goal.
 

Economic arguments: Economists now argue 
on the basis of the available evidence that 
investment in early childhood is the most 
powerful investment a country can make, 
with returns over the lifecourse many times 
the size of the original investment. ecd 
programmes foster and promote the quality of 
human capital: that is, individuals’ competen-
cies and skills for participating in society and 
the work force [2 21]. The competencies and 
skills fostered through ecd programmes 
are not limited to cognitive gains, but also 
include physical, social, and emotional gains, 
all of which are determinants of health over 
the lifecourse [2 2 2]. Much of the burden 
of disease worldwide (e.g., cardiovascular 
disease, obesity, hiv/aids, depression) 
begins in early childhood [2 23]. Accordingly, 
ecd programmes—which incorporate and 
link health-promoting measures (e.g., good 
nutrition, immunization) with nurtur-
ance, participation, care, stimulation, and 
protection—offer the prospect of sustained 
improvements in physical, social–emotional, 
and language–cognitive development, while 
simultaneously reducing the immediate and 
future burden of disease, especially for those 
who are most vulnerable and disadvantaged. 
According to the recent unesco Global 
Monitoring Report, in every country, it is 
children from the poorest communities 
who are least likely to have access to ecd 
programmes—“those most exposed to 
malnutrition and preventable diseases”—yet 
who would also benefit the most.[2]

Engle et al. remind us “to achieve the 
Millennium Development Goals of reducing 
poverty and ensuring primary school comple-
tion for girls and boys, governments and 
civil society should consider expanding high 

quality, cost-effective ecd programmes” 
[219]. Early interventions can alter the 
lifetime trajectories of children who are born 
poor or are deprived of the opportunities 
for growth and development available to 
those more fortunate. ecd programmes and 
services (e.g., childcare for working parents, 
preschool, access to primary school) have 
high rates of return, and are an effective route 
to reduce poverty, to foster health, productiv-
ity, and well-being. 

If governments in both resource-rich and 
-poor societies were to act while children 
were young, by implementing quality ecd 
programmes and services as part of their 
broader social protection policies, they would 
each have a reasonable expectation that these 
investments would pay for themselves many 
times over [2 2 4, 2 29] . In resource-rich 
countries where the issue has been studied 
directly, savings come from reduced remedial 
education and criminal justice costs [2 2 4, 
2 29]. Economic gains come from improved 
access of mothers to the labour force [2 25] 
and increased economic activity in adulthood 
among those whose developmental trajec-
tories were improved through intervention 
[2 26]. The economic benefits of ecd interven-
tion over the long term have not been directly 
studied in resource-poor countries; however, 
a rather robust literature suggests economic 
growth in resource-poor nations accrues 
to a variety of outcomes that stem from 
investments in human capital [281-284]18 
more generally, such as increased school 
enrollment and improved literacy rates. It is 
widely understood that the transformation 
of the “Tiger Economies” of Southeast Asia 
from resource-poor, low life expectancy to 
resource-rich, high life expectancy societ-
ies was accomplished primarily through 
investment in children, from conception 
to school leaving. During this period, 
conditions for young children markedly 
improved, with infant mortality dropping 
from approximately 140/1000 in 1946 to less 
than 5/1000 in 2000 [133, 13 4]. From 1975 to 
2002, the average gdp per capita in the Tiger 
Economies increased from approximately 
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18	 Human capital refers to the accumulated pool of human 

resources that are translatable into economic productivity 

for a society. 
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$4000 to $23,000. [133, 13 4] Thus, the scale 
of potential economic gain for resource-poor 
societies in adopting child development as a 
cornerstone to their development strategies 
can be measured not just in cost-benefit terms 
at the micro level, but in multiples of eco-
nomic scale [2 27, 2 28]. Rather than provide a 
“laundry list” of specific ecd programs that 
have evidence of effectiveness, the following 
paragraphs present generic characteristics as 
well as strategic and organizational principles 
of quality, sustainable programs that are 
transferable around the globe.

ecd programmes and services address one 
or more of the following key issues: breast-
feeding, childcare, early childhood education, 
nutrition, and other forms of family support. 
These include services directed to children, 
such as day cares, preschools, home and com-
munity-based child development centres, and 
other such programmes and services. There 
are also programmes and services that focus 
on children indirectly, through their support 
for parents and caregivers; these include 
parenting programs, home support or home 
visiting, and other family support programs. 

In addition, health care services are a very 
important point of contact for young children 
and their families. When ecd programmes 
and services are added to the delivery of 
established health care services, they become 
a highly effective way of promoting ecd.

The quality and appropriateness of 
programmes and services is a central 
consideration in determining whether 
such programmes lead to good outcomes 
for children [47, 192, 231, 232, 2 40, 2 42]. 
There are three aspects of quality in ecd 
programmes and services: structure, process, 
and nurturance. Structure includes such 
things as appropriate staff training and 
expertise, staff to child ratios, group size, and 
physical characteristics of the service that 
ensure safety. Process aspects include staff 
stability and continuity, and relationships 
between services providers, caregivers, and 
children [208, 231, 232]. Nurturant environ-
ments include those where exploration is 
encouraged; mentoring in basic skills is 
provided; the child’s developmental advances 
are celebrated; development of new skills is 
guided and extended; there is protection from 
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the early childhood development 
virtual university 
 

The Early Childhood Development Virtual Univer-
sity (ecdvu) represents an innovative approach to 
the leadership and capacity building requirements 
of countries seeking to enhance their social and 
economic development through addressing the hu-
man development needs of their youngest citizens, 
and the families and communities which nurture 
them. The ecdvu is a key North-South institution 
currently working closely with academic institu-
tions in Ghana, Malawi and Tanzania, and with 
academic, governmental and non-governmental 
groups in other parts of Sub-Saharan Africa (ssa) 
and the Middle East and North Africa (mena). 
The ecdvu was made possible through support 
received from The World Bank, unicef, unesco, 
the Bernard van Leer Foundation (bvlf), cida, 
a host of local organizations in a dozen ecdvu-
participating countries in ssa, and four countries 
in mena . International and local partner funds 
have allowed the delivery of combination web- and 
face-to-face leadership courses designed to advance 
country-identified, inter-sectoral early childhood 
initiatives. These have included, for example: 

country level policy development (see Chalaman-
da); hiv/aids and single mothers’ programme 
development (see Nyesigomwe and Matola); and 
innovative parent-support training (see Habtom). 
These and other activity descriptions can be found 
at www.ecdvu.org (ecdvu, 2005), and in Pence 
& Marfo (2004). The ecdvu is one facet of a 
three-pronged capacity building effort—the other 
two being two-week ecd seminars and a major, 
Africa-wide conference series (Pence, Habtom & 
Chalamanda, in press). The ecdvu program was 
developed to work with communities, cultural 
groups, and countries in ways that respect local 
knowledge but also provide interaction with other 
sources of knowledge. The work of the ecdvu 
helps to advance major international development 
objectives, including the mdgs, Education for All, 
and the crc, as well as regional and local objectives 
(e.g., prsps, swaps, national mdgobjectives). 
An external Impact Evaluation (see the World 
Bank Evaluation [ecdvu, 2005]) conducted at the 
conclusion of the 2001-2004 pilot delivery noted 
that, “By any measure ecdvu has been singularly 
successful in meeting and exceeding all of its objec-
tives…, there is every reason to believe that future 
activities will achieve even greater results for 
expanding and improving ecd” (ecdvu, 2005).



inappropriate discipline; and the language 
environment is rich and responsive [197]. 
Nurturant environments should also include 
equity in treatment of boys and girls: in 
opportunity, expectations, and aspirations 
[135] . In addition to these fundamental 
aspects of quality, ecd programmes and 
services should be based on consensus as to 
the nature of successful child development 
and a set of valid, reliable indicators of ecd 
[135, 243, 244] (see also Appendix C).

Beyond the aspects of quality programs, 
a set of principles has been demonstrated 
to sustain ecd programs worldwide. This 
includes cultural sensitivity and awareness; 
community ownership; a common purpose 
and consensus about outcomes related to 
the needs of the community; partnerships 
among community, providers, and parents; 
enhancing community capacity through 
active involvement of families and other 
stakeholders; and an appropriate management 
plan (which includes users) that facilitates 
the monitoring of quality and the assess-
ment of program effectiveness [2 43]. With 
respect to ecd programmes and services, a 
number of studies have shown these quality 
principles to enhance outcomes for young 
children [2, 219, 2 40, 2 45]. Furthermore, 
the ecd programmes most associated with 
positive outcomes for children are those that 
build on existing resources and networks and 
revolve around the creation and maintenance 
of collaborative relationships between 
multiple interest groups, such as families, 
communities, and services providers [2 46]. 
Programmes that build on existing resources 
and networks often do so by encouraging 
the participation of parents, traditional 
caregivers, and older siblings. These types of 
programmes often include parent education, 
parent support groups, home visiting, and 
community-based and community-run 
childcare, and are strengthened by the 
co-ordinating support of several spheres of 
influence [2, 2 47]. 

ecd services may be targeted to specific 
characteristics of children or families (e.g., 
low birth-weight babies or low-income 
families), may occur only in some com-
munities and locales and not others, or may 
be more or less comprehensively provided. 

Each of these is also accompanied by their 
respective benefits and drawbacks; however, 
the overarching goal of the governments should 
be to find means of providing all children with 
effective ecd programmes and services [2 48].

Health care systems: Health care systems 
(hcss) are in a unique position to contribute 
to ecd at a population level, given that hcss 
are already concerned with the health of 
individuals and communities, employ trained 
professionals, provide facilities and services, 
and are a primary contact for child-bearing 
mothers. In many instances, health care pro-
viders are the only health professionals whom 
families come into contact with in the early 
years of the child’s life; they thus reach the 
majority of children in a community. When 
the hcs is used as a linkage point, health 
care professionals can be highly effective in 
promoting ecd.
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kangaroo care: beginnings in  
bogota, columbia

Each year about 20 million infants of low birth 
weight are born worldwide, which imposes a 
heavy burden on healthcare and social systems 
in developing countries (Ruiz-Pelaez, Charpak 
& Cuervo, 2004).

Premature babies (under 2000 grams) 
born in poorly resourced settings may not 
have access to incubators and those that do 
are separated from their mothers. Kangaroo 
Care was first developed in 1978 to help 
premature babies with temperature regulation 
and bonding in Bogota. Mothers, fathers or 
caregivers carry/sleep with newborn babies 
skin to skin in upright positions 2 4 hours a day. 
Kangaroo Care has been shown to be at least as 
effective as traditional care in incubatorsa at a 
fraction of the costs. It is a practice with roots 
in local traditional child rearing that has been 
taken up in many industrialized nations (e.g., 
France, Sweden, usa, Canada and more).
Kangaroo Care has been shown to:

•	 deliver ideal conditions for 
premature infants

•	 reduce costs of caring for premature infants

•	 improve breastfeeding rates

•	 improves bonding

•	 in some settings reduce morbidity and 
hospital stay

54
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The critical intersection of the ecd and 
child survival agendas happens in hcss. 
While this report has included devastating 
statistics about millions of children dying 
throughout the world—many from prevent-
able causes—here we suggest that linking 
ecd programmes and services with hcss will 
improve child survival rates. The example 
of Kangaroo Care from Bogota, Columbia, is 
instructive here. Kangaroo Care is based on 
mothers, fathers, and caregivers providing 
skin-to-skin contact for low birth-weight 
infants as part of early stimulation, which 
has been shown to improve survival rates 
of the most vulnerable infants. Through 
skin-to-skin contact, infants gain the early 
stimulation and warmth that matters for 
their survival; costs of this intervention are 
minimal, but benefits are immeasurable. 

While the case of Kangaroo Care is a 
unique, hands-on intervention, developed in 
hospitals and carried out within and beyond 
the walls of institutions, health care providers 
can facilitate ecd in various other ways as 
well. hcss can serve as a platform for infor-
mation and support to parents around ecd; 
they can integrate ecd into existing programs 
such as Integrated Management of Childhood 
Illness (imci)/Care for Development, 
Accelerated Child Survival and Development 
(acsd), Baby Friendly Hospital Initiative 
(bfhi)[135] and nutrition/growth monitoring 
and promotion that exist in most countries; 
they can then link children and families to 
existing community-based ecd services. 
Examples of this process include health or 
community development programmes that 
have added an early stimulation and care 
component, and ecd programmes that have 
been coupled with other health services 
such as a women’s health programme or a 
reproductive health programme. They are an 
important point of contact that can extend 
ecd programming to children and families 
who would otherwise have no access, and can 
often do so for relatively small marginal costs. 
Because of the opportunity that hcss provide 
simple interventions can have a far reach. For 
example, if culturally and developmentally 
suitable lowcost books for early child develop-
ment were available, health care professionals 

could provide families with books and 
encourage reading and stimulation.

A notable exception to using the hcs as 
a point of contact is in the case of remote 
rural areas or urban slums of resource-poor 
countries, where hcss cater to populations 
who are either too poor to access health 
services, or the services are inaccessible or too 
weak. In these situations, most community-
based interventions for women, children, and 
families are delivered by ngos and voluntary 
organizations (e.g., sewa, programmes 
delivered by Save, and the bvlf, Aga Khan, 
and Soros Foundations’ community develop-
ment projects). Further details can be found 
in Appendix C, which presents two examples 
of community development: Equal Access: 
Using Communications to Reach Parents and 
Communities on Early Child Development 
in Nepal and Village-Based ecd Curriculum 
Development in Lao pdr.

Local, regional, and national governments, 
with the support of international agencies and 
civil society partners, must be the key players 
in developing, promoting, and funding a 
basket of ecd programs and services that 
conform to the principles articulated here.

Implementation Strategies 

ecd programmes and services are delivered 
to children and families in several ways. 
They can both target specific populations, or 
seek more universal coverage. Furthermore, 
services may deal with one or more aspect 
of early child development and or may be 
coupled with other types of services.

ecd services may be administered and 
delivered at nearly all levels of governments 
and via Civil Society Organizations (this 
term encompasses Non-Governmental 
Organizations, Community-Based 
Organizations, as well as Faith-Based 
Organizations) as well as large international 
organizations and foundations. Integrated 
approaches adopt a holistic view of ecd and 
are based on the recognition that ecd does 
not belong uniquely in the domains of the 
health care or education system. Integrated 
approaches to ecd services rely on multiple 
government ministries and departments, 
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the eritrean model: an integrated  
approach to ecd programs19

The Eritrean coordinated and integrated approach 
to ecd can be viewed as one possible model of 
comprehensive ecd service delivery. The approach 
is based on a holistic understanding of children’s 
early developmental needs not only from the 
child’s perspective but from a systems perspective. 
The Eritrean model has taken many of the above 
characteristics, principles and types of programs 
into consideration; and also involves all levels of 
social aggregation in ecd service delivery. 
The Eritrean Integrated Approach to ecd was 
initiated in 2000 and was made possible by 
funding from the World Bank. The broad mandate 
of Eritrea’s new integrated approach to ecd is to 
reach the Millennium Development Goals and 
the goals of the Education for All movement. 
This broad mandate, as well as specific program 
goals are clearly laid out in a policy document 
which acts as an administrative guide for the 
multiple government ministries and sectors of 
society that are participating in this co-ordinated 
effort. By combining the following five major 
components—Early Childhood Education and 
Care, Child Health, Child and Maternal Nutrition, 
Socioeconomic support for children in need of 
special protection, and strengthening of the 
Eecd Program Management, Supervision, and 
Strategic Communication—Eritrea has managed 
to create a comprehensive and integrated national 
ecd program [2 49]. The Eritrean approach is an 
exemplary model of how societies can strengthen 
and promote the healthy development of children 
and families. 

Designing and implementing this new 
integrated approach involved several steps. First, 
the target groups were identified—children, 
families, caregivers, community institutions 
e.g. health centres, community centres, schools, 
policy makers, donors etc. Second, the nature of 
the integrated package of service delivery was 
defined—e.g. a focus on all domains of child 
development as well as a focus on socio-economic 
development. Third, the type of institutional 
arrangements necessary for service delivery were 
identified e.g. sectors were given equal status, 
encouraged to work towards common goals, and 
an ecd Management Team and an ecd Policy 
Technical Support Committee were created in 
order to coordinate the activities of these multiple 
sectors. These three primary steps resulted in the 
creation of an integrated multi-sectoral program 
which operates on many levels including policy, 
strategy & planning, implementation in provi-
sion of services, and activities such as training, 

development of guidelines and manuals, messages 
for sensitization, monitoring and evaluation [249]. 

At the level of policy and implementation there 
is a mandate to raise awareness, provide standards 
for provision of services, develop capacity, 
implement an inclusive approach, contribute to the 
development and implementation of an integrated 
parenting enrichment and resource centre, and 
generally promote environmental health and 
hygiene. At the level of service provision village 
level control and co-ordinate of programs is 
encouraged by national support for permanent 
local staff people. These village level staff com-
municate with Village Working Groups and 
Zonal Working Groups (each administrative zone 
consists of several village in a geographic area) and 
function as an important channel through which 
training, program monitoring and evaluation take 
place on a quarterly basis. 

Eritrea’s Integrated Approach to ecd, while 
still in the early stages of implementation, has 
nonetheless generated several success stories. 
In the area of Early Child Education and Care 
105 kindergartens were established, 6 Resource 
Centers were built and 291 Community Care 
Giving Centers were opened. A School Health and 
Nutrition Program was implemented nation-wide 
resulting in increased preschool and primary 
school enrolment. In the area of social protection, 
31,895 orphans were successfully reintegrated 
in 11,668 host families, 10 group homes were 
constructed accommodating 96 orphans and 56 
Group Home Mothers and social workers were 
trained. 366 street children received vocational 
training and 262 families with street children 
were given economic support. In the area of Child 
Health, US $7.4 million of medicine, equipment 
and vitamins were procured and distributed. 123 
latrines and 112 water and sanitation interventions 
were constructed. 602 health workers were trained 
and 2,239 Growth Monitoring Promotion workers 
were trained. 3000 mothers were trained in food 
security. 10,000 smokeless stoves and 130 water 
pumps were distributed to needy mothers.

19	 The Sure Start programme in England is another example of how 

multiple government ministries integrate their ecd services. 

See http://www.surestart.gov.uk/
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including, but not limited to departments of 
health, education, social welfare, and children 
and families, for example. 

Eritrea has a newly developed integrated 
approach to ecd. It was development 
in 2000 and is now in its early stages of 
implementation. 

Scaling-up ecd Programs

Scaling up is a process whereby as societies 
we go from pockets of children having access 
to nurturant conditions to universal access 
to nurturant conditions and environments. 
As evidence accumulates on the costs and 
benefits of model exemplary programs that 
have only limited implementation, more 
research on the process of bringing ecd 
programs to scale will be necessary. What 
is clear, however, is that the involvement of 
multiple layers of society is instrumental 
for the success of programs. The capacity of 
local knowledge and expertise are enhanced 
through the organizational infrastructure and 
financial resources of governments and other 
larger entities. As well, these linkages provide 
a means for scaling up the ecd services that 
are available in different localities, to move 
toward universal availability of these services 
for all young children. According to Barnett 
[250]: 

A small-scale program, however, can lose 
many of its benefits when expanded into a 
large-scale government program. At this 
time, research is unclear about why this 
frequently occurs. One reason may be that 
governments underestimate the costs and 
expand programs with much less funding 
for each child served than the model used. It 
is now being observed through pilot studies 
that some types of programs may expand 
easily into national programs, whereas other 
programs may encounter barriers, which 
greatly reduce the success of the expansion. 
Strategies for building infrastructure, 
including administration and training, may 
facilitate successful program expansion. 
Limiting program expansion to a manageable 
annual rate of growth may also be advanta-
geous. A study of the issues involved in 
scaling up ecd programs could be instructive 
for the task of creating a global environment 
that is supportive of children’s health and 

development. 

Despite the gaps in knowledge, the results 
of several pilot studies have identified some 
of the conditions or requirements that are 
essential for successfully bringing programs 
to scale. The following list of the condi-
tions/requirements needed for successfully 
bringing programs to scale is general and 
preliminary because the process of scaling-up 
ecd programs has yet to become a subject of 
systematic study. 
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requirements for bringing  
programs to scale

•	 political commitment of the important 
and involved parties

•	 local level ownership of and commitment 
to the scaling-up process

•	 creation of scaled-up program sustainability 
through policy and leadership changes

•	 creating sustainability through training 
programs that train and empower trainers 
to be agents in change

•	 development of the capacity for training 
at the local level

•	 municipal level control and commitment 
to local programs

•	 attention, appreciation, and inclusion of 
local/municipal concerns, issues, 
attitudes, etc. 

•	 creation of an enabling environment for 
social and professional change

•	 presence of or creation of a large scale and 
effective communication/information 
distribution system 

•	 reliance on public and private sector funding, 
i.e. combining funding from private founda-
tions, and international development funds 
with governmental funding 

•	 political and financial support from 
Ministries of Health, Education, etc. and 
State Governments

•	 working with a social, educational or 
 health philosophy, such as health equity or 
personal empowerment through education 
and engagement

•	 working with community-based and 
community-engaged programs 

•	 having pilot studies, and evidence-based 
research to validate and support scaling-up
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In addition to the conditions that 
support the scaling-up process, pilot studies 
have identified a series of barriers, which 
undermine the success of the scaling-up 

process. The types of problems associated 
with bringing a small locally-conducted 
program to a larger, national scale include, 
problems in co-ordination, management 
and decision making, problems in ensuring 
quality-control, problems with resources, 
problems with sustainability, and problems 
with commitment to and relevance of the 
program at all levels. Above is a summary of 
some of the potential barriers that make the 
scaling-up process difficult. 

Evaluation and Assessment of ecd 
Programs 

Assessing the quality of these ecd programs 
is an extremely challenging and complex 
issue. There are differing views regarding 
the metric(s) by which to assess quality, and 
often, programs are not assessed at all due to 
budgetary and time constraints. As well, it is 
often difficult to judge those key attributes 
of ecd programs that can be used in other 
settings, versus those whose value is idiosyn-
cratic, and specific to the context in which 

they occur. Program assessment, however, is 
now globally recognized as an important and 
essential part of making ecd both a national 
and a global development priority.

Program evaluation and assessment 
can identify the efficacy of ecd programs 
to achieve program goals. Evaluation can 
monitor program outcomes in order to chart 
the changes and progress being made. This 
evaluation data can then be used in several 
important ways. It can be used to reflect on 
program design and make changes that will 
increase the efficacy of the program. It can 
be used to advocate the expansion of a given 
program. It can be used to obtain funding and 
gain political support for a program; and it can 
be used generally to advocate for the estab-
lishment of comprehensive and permanent 
national ecd programs.

While we are promoting the notion of 
ecd program types and principles as well 
as the qualities of nurturant environments 
that matter for successful ecd programs, 
the Knowledge Hub also acknowledges an 
important body of research involving success-
ful ecd interventions and programs.

Cost-Benefit Perspective

a cost-benefit perspective on policies 
that foster early child development

The team-ecd framework recognizes 
that policies have a major influence on early 
child development. Policies may be enacted 
at multiple levels of government, including 
localities (such as cities or towns), provinces, 
states, and other regional entities, at the 
national level, and even at the international 
level. Policies relevant to ecd focus directly 
on ecd programs and services (most com-
monly early childhood education programs), 
but broader social and economic policies also 
have a strong influence on ecd. In fact, it has 
been suggested that in order to foster success-
ful societies, it is imperative to utilize a “child 
centered social investment strategy [136].” 

However, as with all policies, there is a 
need for evaluating those that provide strong 
returns (in this case to ecd), and especially 
that do so at as low a cost as possible. 
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barriers to successfully bringing 
programs to scale

•	 pace of expansion, especially in terms of 
time need to create policy, resources, and 
structures for scaling up

•	 lack of resources

•	 degree of change required by the service 
delivery system to accommodate the 
new program

•	 lack of political commitment at all levels

•	 policy/leadership changes

•	 time and resource investment

•	 long-term failure of training programs

•	 lack of formalized agreements between 
sectors of government 

•	 lack of capacity to organize and manage 
a scaled-up program
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This section reviews some of the seminal 
studies regarding the costs and benefits 
of ecd-related policies. Overall, findings 
suggest that, even when using conservative 
assumptions, the benefits of providing 
publicly funded child care outweigh the 
costs, and in fact “…represent a prudent and 
productive use of scarce public funds…[137]” 
Unfortunately, there is insufficient evidence 
to judge the costs and benefits of social and 
economic policies with respect to their 
influence on ecd.

evaluations of major early childhood 
programs in the united states

The United States has created several major 
programs directed at young children. 
Most of these have been targeted, with the 
objective of providing services for the most 
disadvantaged members of society. One such 
endeavor is the program for Women, Infants, 
and Children (wic). wic intends to improve 
the nutritional status of young children by 
providing food, breastfeeding counseling, 
and other nutritional resources to ‘at-risk’ 
low-income women and their children up to 
five years of age. 

wic has been evaluated in terms of its 
cost-effectiveness primarily in contrast to 
the amount saved by Medicaid (the health 
insurance program in the United States for 
the most disadvantaged of their citizens). 
Analyses have demonstrated that there has 
been a significant cost savings in the Medicaid 
program due to the implementation of the 
wic program (in the order of $1.77 to $3.13 
in savings on Medicaid for every dollar spent 
on wic) [138].

In another project, the Perry Pre-school 
program, a randomized control trial was used 
to assess the influence of this early childhood 
education program on future outcomes 
of children. Using a total sample of 123 
children, results demonstrated that the group 
participating in the Perry Pre-school program 
had higher school completion rates, higher 
literacy scores, higher earnings, greater home 
ownership, and fewer occurrences of socially 
deviant behavior, out-of-wedlock births, 
and receipt of social services. The monetary 
equivalent was estimated to be $7.16 in 

benefits to the general public for every dollar 
invested initially in the program [251].

The Head Start Program, larger in scale 
than the Perry pre-school program, has 
also been evaluated extensively. Short-term 
results suggest gains in cognitive test scores, 
however, these recede considerably over time 
for African-American children [252, 253]. The 
Head Start Program differs from the Perry 
Pre-school program in that it is much more 
universal, heterogeneous in the population it 
serves, and much less well funded. Additional 
studies have attributed much of the difference 
between Perry pre-school and Head Start to 
differences in the quality of the two programs 

[253, 25 4]. 
Overall, one major conclusion that can 

be drawn from the American intervention 
programs is that  social development and 
skills that are fostered early are much more 
likely to result in sustained improvements 
in social outcomes over time. By contrast, 
interventions aimed at improving cognitive 
skills and intelligence quotients have been 
much less successful to date [139].

case study of bolivia 

There are few examples of evaluations from 
ecd programs in resource-poor nations. 
In this section, we discuss evidence from a 
Bolivian ecd program, known as the pidi 
program. The pidi program “…consists of 
non-formal, home-based day-care centers 
where children receive nutrition, health, 
and cognitive development services...” The 
pidi uses a model in which there are 15 
children per center, with one main caretaker 
and two assistants. Children receive meals, 
immunization and other basic health care, and 
a curriculum of games and exercises aimed 
at promoting their cognitive development. 
Like the example of the American programs, 
pidi is targeted, and intended for very poor 
families living in near-urban areas. The cost of 
pidi is considered to be high, and is estimated 
at approximately $50 million to $100 million 
annually, for the 150,000 to 300,000 eligible 
Bolivian children. 

The benefits of pidi are tremendous. A 
study conducted on this program suggests 
that the first place to begin in calculating 

Spheres of  
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the benefits of this program is to estimate 
its influence on child survival. Results show 
that the mortality of children enrolled in pidi 
is less than 1%, compared to approximately 
20% among the same population not enrolled 
in pidi. This is largely attributed to the 
safe, hygienic environment of the child care 
centers, and to the nutritional benefits that 
the program entails. 

There are also benefits in terms of 
psychosocial development. Prior research 
demonstrates that 40% of children show 
signs of stunted psychosocial development 
at the point of initial enrollment into pidi. 
After one year of participation, this rate is 
reduced to 20%, and after two years to 5%. In 
terms of school enrollment, data suggest that 
almost all children who leave pidi enroll in 
primary school, an improvement of 20% in 
this population prior to the existence of the 
program. 

All of these factors are thought to increase 
the productivity of the program’s partici-
pants. In monetary terms, using several sets of 
assumptions, the future productivity-related 
benefits of pidi amount to $1,935,652 or 
126% in excess of the initial investment. 

However, there are also other benefits 
other than those that can be expressed in 
productivity terms, also known as indirect 
program benefits. In particular, there are also 
gains to be made for society at large, such as 
those that accrue from potential reductions 
in future fertility. Study authors estimate 
possible reductions in fertility of 30% to 60% 
(the program is too young to have empirical 
data on this topic). Further, there are also 
hypothesized improvements in social citizen-
ship accruing to initial investments in an ecd 
program such as pidi.

case study of canada

There are also insights to be gained from 
Canada. A Canadian based study suggests that 
for every dollar spent on publicly funded high 
quality child care for all children aged two 
to five years with working parents, as well 
as enriched nursery school for children who 
receive primary care from a parent at home, 
there are two dollars worth of benefits that 
accrue to children and their parents [137]. 

Based on the case study of Canada, the 
basics costs of early child care are as follows. 
One of the main costs of providing high 
quality child care is the wage and benefit 
levels required to hire well-educated, 
well-trained, and dedicated staff. Other 
factors for determining the cost of child care 
include the ratio of children to staff utilized, 
and the number of children who would utilize 
full-time versus part-time care. In Canada, 
the estimated cost in 1998 was $8500 for 
full-day care in a good quality early childhood 
education program, which results in a gross 
expenditure of $7.9 billion, or $5.3 billion 
after accounting for current government 
expenditure—the equivalent of less than 1% 
of Canada’s gross domestic product (gdp). By 
contrast, France spends approximately the 
same amount as a percentage of its gdp, while 
Denmark spends 1.2% of its gdp on programs 
for children under six years of age, and 
Sweden spends 2% of gdp for all preschool 
and school-aged children. 

It is difficult to assess in monetary terms 
the benefits of early childhood programs 
to child development. It is also difficult 
(although perhaps less so) to understand the 
value of these programs to parents in terms 
of employment benefits. Using different sets 
of assumptions, the Canadian case study 
projected the net benefit of a publicly funded 
child care program to be $4,308 per child in 
child development benefits and $6,240 in 
labor force benefits to parents, per child. 

However, aside from a cost-benefit 
assessment, public funding also requires 
another means of justification: that a 
significant proportion of the benefits must 
accumulate in the public domain, rather than 
being purely private (i.e. benefiting solely the 
parents themselves). Though this is again, 
difficult to quantify, the Canadian case study 
suggested that, in fact, there is considerable 
public interest in high quality child care. High 
quality child care, they argue, enables parents 
to seek stable and continuous employment, 
and has marked positive effects on child 
development. Further, in later life, children 
whose development is nurtured in early life 
“…as adults, they are more productive, their 
health is likely to be better, they pay more 
taxes and are less likely to require welfare and 
other social transfers…” 

Spheres of  
Influence: 

ecd Services 



Total Environment Assessment Model 
for Early Child Development

61

evaluating the implications of  
broader social policy effects

As has been highlighted by both the case 
study of Bolivia and of Canada, there are wide 
implications of providing nurturant ecd 
programs, beyond those of the immediate 
gains in child development. There are 
economic, social, and well-being related 
benefits that accrue to both individuals and 
to society at large. It also follows then, that 
aspects of society other than the design 
and implementation of ecd programs also 
developmental status of children, and the 
outcomes that flow therein. 

The work of James Heckman is central to 
the knowledge to date regarding investments 
in early childhood. His research suggests that 
human capital formation requires emphasis 
on families, which he states “…are just as 
important, if not more important, than 
schools in promoting human capital…” [139] 
Changing quality of schools (e.g. class sizes 
or teacher salaries) will only create marginal 
benefits. Heckman’s research suggests that 
tax policy does not yield strong effects on 
human capital formation per se, but may have 
indirect effects through its influence on wage 
inequality, a strong consideration in terms of 
nurturant environments [139, 1 40].

There has also been additional speculation 
regarding the influence of various social poli-
cies on early child development, though little 
data regarding these associations (let alone 
their costs and benefits) has been garnered to 
date. Empirical evidence using data collected 
by the oecd has started to demonstrate 
that, across nations, those that have the most 
‘generous’ welfare provisions tend to be those 
which support the highest average levels and 
lowest socioeconomic inequalities in cogni-
tive outcomes [13 4]. Multilevel analyses of 
these nations demonstrate that levels of social 
spending and reductions in income inequal-
ity also foster literacy outcomes among 
adolescents [1 41]. Less is known about social 
outcomes. Future research must continue 
examining these issues, with emphasis on the 
cost-benefit analyses of wider social policies 
and returns to ecd, difficult as these calcula-
tions may be.
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key messages:  
ecd programmes and services

1. 	 Public investment in early childhood pro-
grams and services is extremely powerful, 
with far greater returns to society occurring 
in many areas (education and beyond) and 
throughout the life course.

2 . 	 The ultimate goal of every society should 
be universal access to quality services and 
programmes that are built on existing 
service infrastructure (e.g. health care 
system).

3 . 	 There are multiple entry points for ecd 
services and programmes, including health 
care systems, community-based childcare, 
and preschool education.

4 . 	 Health care systems (hcs) are in a uniquely 
powerful position to contribute to ecd, 
since they are often the first system-of-
contact for children and mothers.

5 . 	 hcss can ensure that development pro-
grammes address ecd in a comprehensive 
manner, combining health and nutrition 
with early learning; addressing the needs 
of children and of families.

6. 	 Current effective strategies through hcss 
should be widely implemented in resource-
poor countries. 

7. 	 Those responsible for ecd programmes and 
services must develop partnerships with 
families and tailor services to the needs of 
those they serve.

8 .	 Programmes and services should be built 
upon understandings of quality and equity, 
and should be monitored in these regards. 

9 .	 Governments have a central role to play to 
ensure that ecd programmes and services 
are fully integrated into social protection 
policies.
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Chapter 6: 
The Region as a 
Sphere of Influence

Overview

As the scientific and first-hand knowledge of 
early child development grows, it becomes 
apparent that the broader environments 
in which children are embedded are also 
pertinent, indeed critical, for their welfare. 
One such environment is the regional 
environment. ‘Region’ is a loosely defined 
term that refers to various sub-national 
geopolitical entities such as urban versus rural 
areas, states, provinces, and the like. 

Regions may be very significant for child 
development, particularly their social, 
economic, political, ecological, and popula-
tion health characteristics. In some instances, 
the sheer ‘balance of power’ or perceptions 
of regional versus national influence over 
citizens’ affairs is in and of itself a factor that 
is influential for well-being of children as well 
as adults. The main purpose of explicating the 
regional environment is to demonstrate that, 
within nations, socio-political conditions 
(and associated factors) may not be homoge-
neous, and that their variation likely occurs 
along geopolitical boundary lines, leading to 
potential inequities between regions.

Economic and Ecological 
Characteristics of Regions

Admittedly, most of the importance 
attributed to the regional environment is due 
its compelling nature at a conceptual level, 
rather than direct supportive evidence. For 
instance, it is known that economic circum-
stances of areas (from smaller environment 
such as neighborhoods, to larger ones such as 
nations) are significant for child health and 
population health in general [255]. It follows 
then that regional economic well-being might 
also be significant for children. Further, 
in many nations, there tends to be marked 

differences in income and wealth of regions 
within any given nation [256]. 

We know that in low- and middle-income 
countries, inequalities in child health 
outcomes—for example under-five mortality 
rates—vary according to geography, such as 
between rural and urban areas and between 
provinces. In regions where this is the case, 
the inequalities are often due to unequal allo-
cation of resources [90]. Regional inequalities 
in ecd can also be seen in resource-rich 
countries, as is the case for the province of 
British Columbia, Canada [25 7].

The map in Figure 6 demonstrates a 
three-fold difference in rates of vulnerability 
(14.0-45.9%) for children reaching school age 
(5 years) according to the Early Development 
Instrument (see Appendix D). The pie charts 
layered on top of the regional areas describe 
the social and economic characteristics of 
the given region. Figure 6 shows the scale 
of social and economic inequality across 
regions and the associated inequalities in 
child outcomes. In many regions, however, 
ses does not seem to predict vulnerabilities 
in ecd. The research to understand how 
some low ses communities “buck the trend” 
and produce good ecd outcomes is, itself, in 
its infancy. We are confident that when the 
characteristics of these “resilient communi-
ties” are better understood, they will provide 
useful lessons for communities around the 
globe. Figure 6 also demonstrates what a 
powerful tool the mapping of ecd by locality 
and geographic region can be for the purposes 
of public discussion and policy-making. In 
regions with high levels of inequality it has 
been shown that poverty impacts perfor-
mance in the early school years. 

In geographically larger nations weather 
conditions also may vary, which, in addition 
to affecting economic circumstances may also 
result in differences in ecology and thus types 
of disease exposures, especially infectious 
diseases [258]. In Nigeria, a study found that 
the nutritional status of nursery children 
differed significantly between the southern 
region (Lagos State) and the northern region 
(Jos Plateau State) [1 42]. This study cited dif-
ferences in the rate of parasitosis as a possible 
primarily explanatory factor. 
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The presence of parasites in turn varies by 
regional climatic and ecological conditions. 
Infectious disease may affect many aspects of 
the health of adult caregivers or of children 
themselves. When the health of adult 
caregivers is affected, so too is their ability to 
provide nurturant environments for children. 

Sickness compromises one’s ability to be 
gainfully employed in a consistent manner 
(which in addition to affecting family income 
can, in aggregate, affect regional economies 
[1 43]), and also diminishes the capacity to 
provide other important aspects of adequate 
care giving, such as nurturing, warmth, and 
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and participation in civic associations. Using 
such measures, previous studies have shown 
that at the state-level in the United States, 
social capital is associated with the extent of 
income inequality [1 48] and with measures of 
health itself for both children and adults [148, 
149]. 

In one of the best-known works on social 
capital, the 20 regions of Italy were examined, 
in order to understand factors that accounted 
for differences in the functioning of each of 
their local governments [102, 150]. Results 
suggested that indicators of social capital 
primarily account for the wide variation 
observed in government performance there. 
Governments which performed the best 
(as measured by responsiveness to citizens) 
were located in the northern region where 
civic participation was far greater compared 
to southern Italy, where governments were 
characterized by high levels of corruption and 
inefficiency. 

Though there is insufficient evidence 
to understand whether (or how) income 
inequality influences health in resource-poor 
nations, there is evidence of the influence of 
social capital. A study conducted on differ-
ent areas in India concluded that reduced 
inter-ethnic conflict was associated with the 
presence of common (rather than ethnically 
segregated) social institutions (e.g. business 
development councils). The hypothesized 
mechanism was the increase in bridging 
social capital attributed to increased inter-
ethnic interaction [259].

women’s status

Other types of socio-political factors in 
regions are also significant. One characteristic 
that figures prominently for human welfare 
is the extent of women’s economic, social, 
and political welfare. In the United States, 
women’s status, as measured by political 
participation and economic autonomy was 
predictive of the health of women and of men 
[151]. 

In southern India, a large body of research 
has found that the norms of this region, in 
contrast to the norms of northern India, 
“…provide women more exposure to the 
outside world, more voice in family life, and 
more freedom of movement than do the social 
systems of the north…[152]” In fact, recent 
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attention. When children themselves are 
exposed to diseases, there are obvious detri-
mental effects on their physical development. 
However, less is known about the influence 
of infectious disease on children’s socio-
emotional and language/cognitive forms of 
development. 

Sociopolitical Aspects of Regions 
 

income inequality

In contrast to most area-level analyses, which 
tend to focus on pure economic factors, most 
of the research thus far on regional character-
istics in relation to human welfare (if not child 
development itself ) concerns the impact of 
the socio-political environment. For instance, 
there is a rich literature (primarily derived 
from the United States) that demonstrates 
an association between state-level income 
inequality (i.e. distribution of income) and 
a variety of health outcomes. This research 
suggests that, above and beyond the wealth 
of a region (in this case, the state), the greater 
the inequality in the distribution of income 
between households, the worse the health and 
related outcomes of the population, including 
adult mortality, infant mortality, low birth-
weight, malignant neoplasms, coronary heart 
disease, expenditure on medical care, homi-
cide, and violent crime [1 4 4-1 46]. The extent 
of income inequality, in turn, is determined by 
decisions made partially at the regional level 
(but also at higher levels, such as the nation) 
regarding wage rates, income tax, transfers, 
social expenditures, and other mechanisms of 
distribution and redistribution [1 47]. 

social capital

The presence of more egalitarian distribution 
of income and associated policies are them-
selves linked with social climates in which 
there is a sense of collectivity and cohesion, or 
social capital [102]. At the regional level, social 
capital has been operationalized in many 
different ways. The most common approach 
is to aggregate the responses of individuals 
within a region to social-capital-related survey 
questions, thereby arriving at a regional ‘level’ 
of cohesion. Questions that are thought to 
reflect social capital include those that concern 
the extent of social trust, norms of reciprocity, 
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research findings rebuke the notion that 
differences in women’s autonomy in South 
Asia can be ascribed to religious differences 
(with the main suggestion that Hindu women 
are more autonomous than Muslim women). 
These findings show that the north-south 
regional differences are much more salient 
[152]. Women’s autonomy itself is determined 
largely by women’s education, which is much 
more accessible in southern regions of India, 
such as the state of Tamil Nadu [152]. 

There are also commensurate differences 
in the health status of women and children 
between northern and southern India. 
Fertility rates and lower and contraceptive 
rates higher in the north compared to the 
south [153-155]. By the end of the 20th 
century, infant mortality rates in Kerala, India 
had fallen to approximately 17 deaths per 
1,000 live births, compared with an Indian 
average of 90 deaths per 1,000 live births 
[260]. The differences in the sociopolitical 
climate between northern and southern India 
have also been found to influence rates of 
abortion. Abortions in rural areas of India tend 
to be performed by under-qualified practitio-
ners in unhygienic conditions, and account for 
a major cause of maternal mortality there and 
in other resource-poor nations [153]. 

complexity of regional factors

In other regions of the world, regional factors 
also seem to be significant for population 
health and well-being. The factors involved 
are equally complex, and often difficult 
to ascertain. In Brazil, for example, there 
seems to be clear regional differences in the 
prevalence of Acquired Immuno-Defficiency 
Syndrome (aids). Rates in expanding urban 
areas seem to be particularly high, with the 
triangle region joining the major metropolitan 
areas of southeastern Brazil, Sao Paulo, Rio 
de Janeiro and Belo Horizonte [156]. This has 
been attributed to many factors that distin-
guish this region from others, such as the 
density of population, prevalence of poverty, 
and migration patterns. 

The influence of the regional environment 
is certainly significant for many aspects of 
human welfare in general, for the physical 
health and development of children, and 

likely for their language/cognitive and 
socio-emotional development as well, 
though these propositions require further 
investigation. Various interrelated aspects of 
the regional environment are important in 
aiding or detracting from well-being. They 
are also integral for exacerbating or mitigating 
inequities in resources and in outcomes across 
regions.

In addition, many interrelated factors 
determine the regional environment itself, 
and its relative ‘potency’ compared to more 
micro or more macro environments. In 
nations where regions exert fair independence 
and autonomy, these geo-political units 
become even more salient for population 
health and development. In nations that are 
smaller, and exhibit greater centralization, 
regional factors may not be as considerable. 
There are also circumstances in which regional 
environments may interact directly with 
supra-national/global factors. In other words, 
the global environment may differentially 
influence some regions within nations 
compared to others. A classic example of this 
is the effects of global industrial relationships 
and practices on the environment of the 
Brazilian Amazonian region, and the effects 
on the populations there that follow [15 7]. 

All of this suggests that it is necessary to be 
mindful of regional variability within nations, 
and the regional environment as a source of 
nurturance for ecd. In future sections, the 
larger environments in which the region is 
embedded, namely the national and global 
environments, will be further explicated.

key messages: regional

1.	 Monitoring variation in children’s devel-
opmental outcomes at the regional level 
provides insights regarding ‘nurturant’ 
macro-environmental conditions.

2 .	 Effective governance for ecd programs 
and services generally takes place at the 
regional level. 

3 .	 ‘Indirect’ (social/economic) policies that 
affect ecd are also often enacted at the 
regional and national levels.
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Chapter 7: 
The Nation as a 
Sphere of Influence

Overview

The national environment serves as a power-
ful influence on early child development. The 
basis for this statement comes in part from 
direct evidence on national-level factors and 
in part from an inescapable logical extension 
of the profound impact of socioeconomic 
factors at the family and neighborhood levels 
on children’s well-being. In other words, if 
socioeconomic conditions matter, then so 
too do the societal conditions that create the 
conditions themselves [7 7]. These conditions 
are largely a function of the institutional and 
structural aspects of the nation.

Economic Well-Being and 
Distribution of Income 

The economic status of nations is well 
known to influence well-being. For most of 
the world, increases in national income are 
associated with increases in life expectancy 

[261] and a host of other health outcomes 
for adults and children [262]. Less formal 
evidence exists for other types of child 
development outcomes, however in studies of 
adolescent and adult literacy, there is also an 
apparent association between per capita gross 
domestic product and levels of reading, math, 
and science literacy [263]. Policies that foster 
economic growth, therefore, are very relevant 
to early child development. 

However, past research also demonstrates 
that economic prosperity is not, in and 
of itself, sufficient for well-being. In fact, 
among the wealthiest countries of the world, 
additional gains to national income confer 
no effects on various measures of well-being. 
Among these nations, (and even among some 
of the middle- and low- income nations), the 
degree of income inequality seems to be an 
independent contributor to health status. 

Cross-national studies have found an associa-
tion between the dispersion of income at the 
national-level and a variety of population 
health indicators, including life expectancy 
and infant mortality [158, 159]. In fact, the 
effect of income inequality on infant mortal-
ity withstands the effects of other powerful 
predictors of mortality during the first year 
of life including doctors per capita, nurses 
per capita, indicators of urbanization, female 
literacy, and reproductive rates [160].

It should be acknowledged that, across 
nations, there are mixed results regarding the 
income inequality-health association. Among 
the studies conducted in this area, income 
inequality tends to be significantly associated 
with measures of health in studies based 
within the United States [1 4 4, 1 45, 1 48, 
161, 162, 264]. Most elsewhere, however, 
researchers have obtained null results. These 
studies have been conducted in countries such 
as Japan [265], Chile [266] and New Zealand 
[267]. Several reasons for this pattern have 
been put forward, including the possibility 
that the association between distribution of 
income and population health in the United 
States is anomalous. 

However, the observation has also been 
made that income inequality is related to 
the extent of social provisions that benefit 
health20 [268, 269]. Thus, the evidence is also 
consistent with the notion that the countries 
(such as the United States) which are marked 
by high levels of income inequality, offer 
weak social welfare protections, and conse-
quently demonstrate poor population health. 
By contrast, nations such as Japan, Denmark, 
and New Zealand, are marked by lower levels 
of income inequality, stronger welfare states, 
and better population health. Framing the 
literature in this manner makes an examina-
tion of income distribution across nations 
compelling21 .
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20	 Coburn (2000) refers specifically to the concept of “neoliberal-

ism” as being the root cause of income inequality. He defines 

neoliberalism as domination of free-market ideology in the 

functioning of the state, and civil-society, which he sees as 

inextricably linked. We see his notion of neoliberalism as being 

the antithesis of social welfare provisions, and a strong social 

welfare state. We focus in this paper on these latter concepts, 

which seem more clearly defined in the literature, and thus 

provide greater opportunity for precision of measurement.

21	 Early work in this area was largely cross-national and ecological 

in nature (Rodgers 1979; Flegg 1982; Waldman 1992; Wilkinson 

1992; Wilkinson 1996), though most efforts since then have 

focused on single nations.
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social environment

As introduced in the section on regional envi-
ronments, the extent of income inequality 
is associated with the extent of social capital 
found in societies. Prior evidence comes 
from research on health trends in Central 
and Eastern Europe; in particular the rapidly 
increasing mortality in this region during 
the time of communist transition, in which 
income inequality rose dramatically. During 
this period, it has been noted that neither 
heart disease, nor cancer, nor infant mortality, 
whose trends remained stable, contributed to 
the sharp acceleration of mortality. Instead, 
it was increases in deaths due to homicide, 
mental disorders, and cirrhosis which showed 
significant departures during this time 
period, from their previous secular trends 
[163]. 

This pattern is indicative of a deteriorating 
social environment. This is further corrobo-
rated by the fact that decline in health status 
was more pronounced among single individu-
als than those that were married, suggesting 
that the political economy was a more likely 
a source of social corrosion than of corrosion 
of family life [164]. Other studies tested this 
hypothesis in a more formal manner using 
data from the 1980s, and found that by one 
measure of a functioning civil society, trust 
in institutions, Central and Eastern Europe 
show markedly low trust, especially concern-
ing parliamentary bodies and trade unions 
[12 2, 133]. 

In turn, low social capital manifests as low 
levels of political participation or conversely, 
high levels of political apathy. This is par-
ticularly true of ‘bridging’ and ‘linking forms 
of social capital, which refers to relations 
in society that “are outward looking and 
encompass people across diverse social cleav-
ages [107]”, especially those that bridge power 
differentials and provide access to public and 
private goods and services [270]. Examples of 
action brought about by bridging social capital 
are the civil rights movement in the United 
States, and the anti-apartheid movement in 
South Africa.

social welfare policies

Thus far, the scarce evidence on several 
national-level factors that are important 
for children’s well-being (either directly 
or indirectly) has been highlighted. These 
factors, including economic development, 
income inequality, social capital, and political 
participation, are themselves intimately 
linked to policies that are fostered at the 
federal level. Evidence from the political 
economy literature for example, demonstrates 
that tax and transfer policies have a large 
influence on income inequality [165]. 

Unfortunately, the evidence of the direct 
impact of policies themselves on children’s 
welfare is even scarcer than that of policy-
related factors such as the ones discussed. 
This may be due to the lack of availability of 
data, and the manner in which the literature 
on social determinants of health has 
unfolded; beginning with a focus on more 
proximal social conditions and slowly moving 
to larger geo-spatial considerations. Further, 
the evidence that is available on policy effects 
is concentrated largely on resource-rich 
nations.

To date, one of the most comprehensive 
reviews of social policies in relation to 
inequities in child welfare across countries 
examined the impact of policy on child (i.e. 
family) poverty among the oecd nations 
[166]. The review identified five primary 
policy domains that matter: 1) income trans-
fers (cash and tax benefits), 2) employment 
policies, 3) parental leave policies, 4) early 
childhood education and care services, and 
5) prevention and other interventions related 
to teen pregnancy and births. Data from the 
Luxembourg Income Study has demonstrated 
that, based on market income (i.e. prior to 
taxes and transfers), at 31%, poverty rates2 2 in 
the United States are up to 5-6% lower than 
in several oecd nations, including France 
and Sweden, and on par with others such 
as Australia, Canada, Spain, and Germany. 
However, after taxes and transfers, the United 
States has the highest poverty rate among the 
oecd nations at 18%, between 6% and 11% 
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2 2	 Poverty was measured using a relative standard of 40% of 

median income, and 50% of median income.
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higher than all other oecd nations with the 
exception of Australia which has a post tax 
and transfer poverty rate of 16% [100]. 

The difference in poverty rates is even 
more marked with respect to children of lone 
mothers. Prior to transfers, poverty rates 
across oecd nations are consistently high, 
with a range of 32% in Italy, to 80% in the 
Netherlands. However, after redistributive 
measures are applied by governments, the rate 
for lone mothers is reduced to approximately 
10% in many oecd nations, with a low of 4% 
in Germany. By contrast, the poverty rate for 
lone mothers in the United States remains at 
60%[167]. 

cash transfers in mexico: 
case study of progresa

An interesting randomized control trial in 
Mexico has integrated access to transfers with 
improvements in children’s physical health 
and has shown much success. progresa 
(renamed opportunidades) is a national 
program designed to mitigate the effects of 
extreme poverty and socioeconomic inequali-
ties in child well-being. 

The program involves giving cash 
transfers to families, provided that children 
aged 0-60 months are immunized and attend 
well-baby visits where their nutritional 
status is monitored, they are given nutritional 
supplements, and their parents and caregivers 
are given health education, pregnant women 
receive prenatal care, lactating women receive 
postpartum care, other family members 
receive physical check-ups once per year 
where they also receive health education, and 
adult family members participate in regular 
meetings where health, hygiene and nutri-
tional issues are discussed. 

An evaluation of this study found that 
children born during the two-year interven-
tion period experienced one fourth the illness 
in the first six months of life than the control 
children, and children aged 0-35 months 
during the intervention experienced 39.5% 
less illness than their counterparts in the 
control group. Children in the progresa 
program were also one fourth as likely to 
be anemic, and grew one more centimeter 
on average. Finally, the results of this study 

suggest that the effects of the program were 
cumulative, increasing the longer the children 
stayed in the program [168].

other national policies

Data from oecd nations also suggests that 
policies that promote maternal employment 
are crucial to decreasing child poverty. For 
example, a reduced (35 hour) work week 
and increased flexibility in work schedule 
(such as the policies found in France) has 
assisted parents in maintaining a better work 
life/home life balance. Generous parental 
leave policies are also an important element 
in providing women with the opportunity to 
enter the labor force, and thus contributing 
to reduction in maternal (and thus child) 
poverty rates. Early Childhood Education 
and Care (in addition to direct benefits to 
children) also provides a further mechanism 
for women to be gainfully employed. 

Finally, the report highlights the impor-
tance of decreases in teenaged births as having 
great significance, and themselves being 
related to “…greater knowledge about and 
access to more effective contraception…and 
lower rates of income poverty and inequality 
which exclude youths from the benefits, 
cultural norms, and aspirations of the 
majority…[166]”

National policies are a major determinant 
of ecd. Policies that are significant transcend 
sectors that have traditionally been viewed 
as important for children such as education 
and health care. They include policies related 
to economic growth, taxes and transfers 
of income, employment and labor market 
policies, to name just a few. National policies 
that are nurturant for children are, in turn, 
shaped by the extent to which citizens and 
political entities prioritize child welfare, but 
also by the extent to which nations are able 
to act as autonomous agents with regard to 
internal policy matters. Nations whose ability 
to act independently is compromised by 
global economic and political factors, can only 
implement policies in favor of their citizens if 
this is promoted and supported in the global 
landscape. 

It is often said that problems that are not 
measured or counted become invisible to the 
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global community. We therefore put forth 
the suggestion here that creating a global 
measurement system to monitor ecd is an 
essential component of every nation’s ecd 
strategy. We highlight here the major consid-
erations in creating a means to measure ecd 
around the world.

Population-based Measurement 
of Early Child Development 
from a National Perspective

In the international development community, 
there have been multiple efforts to assess 
social welfare in ways that facilitate compari-
son across societies. To date, many approaches 
have been developed, each with their own 
set of assumptions regarding the factors that 
contribute to, and reflect, well-being. The 
World Health Organization’s Commission 
on Social Determinants of Health Knowledge 
Network on Early Child Development 
proposes that ecd is an outcome (or rather, 
a set of outcomes) that is fundamentally 
reflective of the social success of societies. ecd 
is also an indicator of future societal success 
because it is associated with learning skills, 
health, and other measures of well-being 
throughout the life course, and as such, 
can be considered a fundamental measure 
of the potential for societies to flourish in 
multiple social domains. The extent to which 
a nation provides opportunities for healthy 
child development is the extent to which the 
well-being of its most vulnerable members is 
supported. 

Prior literature suggests that individuals 
within societies are differentially affected 
by adverse conditions such as lower levels of 
gdp, and high levels of income inequality, 
and the like. We suggest here that children are 
often a vulnerable group, due to a variety of 
factors, from their stage of biological develop-
ment, to their compromised ability to exercise 
life choices. Knowledge of ecd levels in a 
society provides a direct measure of societal 
welfare by highlighting well-being during the 
early years, but in the process also addresses 
society’s future prospects for well-being. 
Thus, we are promoting population-based 
measurement of ecd with the aim of con-

structing a globally accepted social indicator. 
Despite an extensive literature review, 

we have been unable to locate prior efforts 
to frame ecd in this manner. The reason 
seems to be that, until now, ecd has been 
an individual-oriented field, dominated by 
psychological and educational approaches 
and focused on curriculum and program 
implementation strategies. The advent of 
the Knowledge Hub, under the auspices of 
the who, provides an opportunity to add a 
different perspective, the population health 
perspective, to the mix. Population health 
sees ecd as a social determinant of health; 
requiring that we come to understand, 
through acts of measurement, where system-
atic differences in the prospects for healthy 
child development are emerging among 
clearly defined populations of children around 
the world. Once identified, these systematic 
differences become the basis for understand-
ing the modifiable determinants of ecd; for 
measuring progress in ecd over time; and for 
measuring equity of access to the conditions 
that support healthy child development.

the value of measurement

There are very good reasons to believe that 
having an internationally comparable, 
population-based approach to measuring 
ecd throughout the world can contribute 
to improving ecd over time. As Nurper 
Ulkuer of unicef has pointed out, we can 
currently measure infant mortality rates 
(imr) and under five mortality rates (u5mr) 
across whole societies in a valid, reliable, 
and credible fashion. As a result, individual 
states and the global community recognize 
the scale of the child survival problem and 
have set Millenium Development Goals 
(mdgs) to address it. Similarly, the level of 
early childhood nutrition across populations 
is estimated through rates of stunting. This 
act of measurement, too, has led to national 
and international recognition of the scale 
of the problem, and an mdg has been set. 
The problem is that we have no comparable 
indicator for ecd and, as Alfredo Solari of the 
Inter-American Development Bank put it, “no 
measurement, no data, no problem”. In other 
words, unless the international community 
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can come to agreement on a way to measure 
ecd that is analogous to imr , u5mr and 
stunting we will never be able to achieve 
national and international recognition of the 
scale of the ecd challenges we face, or be able 
to set any credible international goals.

Coming to agreement on an internation-
ally comparable ecd indicator will not be 
easy. The indicator must meet the following 
criteria:
• 	 encompass those domains of early development 

that influence health, well-being, learning and 
behaviour across the life course.

• 	 be based upon a common international concept 
of the relevant domains of ecd; consensus as to 
the specific elements within each domain that 
must be measured the same way everywhere in 
the world; and recognition of those elements that 
are distinct in different contexts.

• 	 notwithstanding the above challenges, be 
transferable to diverse global contexts; recogniz-
ing that the conditions under which children 
are dying are the same conditions under which 
children are living. 

• 	 provide valid and comparable information for 
children of a given age, regardless of whether or 
not they are in school. 

Because of these challenges, the ecd 
indicator cannot be ‘single attribute’, like 
infant mortality. Instead, it must tap into 
multiple attributes of child development. 
Perhaps the most notable successful precedent 
on the international stage to date is the 
Human Development Index (hdi), intro-
duced by the United Nations Development 
Program (undp) in 1990. The hdi assesses 
the status of societal welfare using a com-
posite score based on three measures: life 
expectancy, adult literacy, and purchasing 
power adjusted per capita gross domestic 
product (gdp). It is fair to say that the hdi 
has had a marked influence on discourse 
regarding international development. With 
respect to ecd, the multiple attributes must 
be broad enough to meet the first criterion 
above, that is: to encompass those domains 
of child development that influence health, 
well-being, learning and behaviour across 
the life course. In practice, there are three 
broad domains of development that meet this 
criterion: physical, language/cognitive, and 
social/emotional. 

The process of ‘reducing’ such diverse 
domains as physical, social/emotional, 
and language/cognitive development to a 
single, transferable and comparable index is 
known as ‘commensuration’. That is to say, 
by reducing each domain to a number, we can 
then compare them directly with one another 
and, by reducing these numbers to a single 
multi-attribute index, we can compare ecd 
across societies just like we currently do with 
infant mortality. Calls for commensuration 
are obviously controversial and have caused 
intellectual divisions for as long as there has 
been intellectual discourse. For example, 
Plato was in favour of commensuration and 
Aristotle was opposed to it. Not surprisingly, 
this division is alive and well in the ecd 
international development community to 
this day. The four criteria listed above reflect 
a compromise between, on the one hand, the 
need to succeed in an act of commensuration, 
in order to allow ecd to compete with other 
childhood priorities (like survival) on an 
‘epistemologically level playing field’ while, 
on the other hand, not letting the reductionist 
tendency necessary for commensuration to 
somehow defeat global diversity by making 
ecd appear to be a matter of ‘one size fits all’.
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the early development indicator 
(edi) as a starting point 

Here we describe the Early Development 
Indicator (edi) as the approach that has made 
the most progress, globally, towards fulfilling 
the promise of ecd as a social indicator. This 
section is meant to serve as a starting point 
for international discussion and not as a fait 
accomplis.
 

In the fall of 2004, the province of British 
Columbia, Canada, became the first jurisdiction 
in the world to produce population-based maps 
of ecd. Population mapping was undertaken in 
order to assist the province and local communities 
in recognizing and addressing the challenges they 
face in fulfilling the objectives of the Canadian 
Children’s Agenda. Early child development 
was measured using the Early Development 
Instrument (edi). The edi is a checklist that 
teachers of 5-year old children complete for each 
child in their class after they have known them for 
several months. It measures a child’s development 
in five areas that encompass the three domains 
described above: 

1)	 physical health and well-being,

2)	 social competence,

3)	 emotional maturity,

4)	 language and cognitive development,

5)	 communication skills and general knowledge

The edi has been validated as a direct measure 
of ecd in multiple country contexts and as an 
indirect measure of the environments in which 
children live; that is, a proxy for measuring the 
nurturant qualities in environments. It has been 
used successfully with children from a range 
of cultural backgrounds, including Canadian 
Aboriginal children. Results from the edi are 
interpreted at the level of the community. Personal 
information is not analyzed at the individual level, 
so it does not serve as a developmental screening 
test.

Vulnerability cut-off scores have been defined 
for each scale of the edi.

The typical profile of a child who falls below 
the vulnerability cutoff on the physical health and 
well-being scale is a child with average or poor fine 
and gross motor skills, sometimes tired or hungry, 
usually clumsy, with flagging energy levels, and 
average overall physical development.

The typical profile of a child who is vulnerable 
on the social competence scale is one with poor 

overall social skills, with regular serious problems 
in more than one area of getting along with other 
children, accepting responsibility for own actions, 
following rules and class routines, respect for 
adults, children, and others property, with self-
confidence, self-control, adjustment to change, 
usually unable to work independently.

The typical profile of a child who is vulner-
able on the emotional maturity scale is one with 
regular problems managing aggressive behavior, 
prone to disobedience, and/or easily distractible, 
inattentive, impulsive, usually unable to show 
helping behavior towards other children, and who 
is sometimes upset when left by the caregiver.

The typical profile of a child who is vulnerable 
on the language and cognitive scale is one with 
problems in basic reading/writing and number 
facts—unable to read and write simple words; 
uninterested in trying, and often unable to attach 
sounds to letters, has difficulty with remembering 
things, counting to 20, recognizing and comparing 
numbers, and is usually not interested in numbers

The typical profile of a child vulnerable on 
the communication skills and general knowledge 
scale is one with poor communication skills and 
articulation, limited command of the language 
of instruction in school, who has difficulties 
in talking to others, understanding and being 
understood, and has poor general knowledge.

 
Data like these are useful for at least seven 
purposes.

1. Monitoring the State of ecd at the 
level of the population 

When the edi is implemented across a whole 
population of children it provides the basis for 
calculating a multi-attribute index using scale 
scores or vulnerability rates. In particular, the 
vulnerability rates for each scale, or for one or more 
scales, in a given community, region, or nation 
can be communicated in the same manner as the 
infant mortality rate. For example, in the province 
of British Columbia where the infant mortality 
rate is approximately 4 per 1000 live births, the 
vulnerability rate (using the edi) is approximately 
25%, or 250 per 1000 children age 5.

 
2. Judging resilience of communities 
in supporting child development 

Making a meaningful improvement in ecd 
outcomes means finding ways to create ‘universal 
access’ to the conditions for healthy development 
irrespective of where children and their caregivers 
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live, or the social groups to which they belong. 
This line of analysis has it roots in the African 
proverb, ‘It takes a village to raise a child.’ Implicit 
in this statement is an assumption that the com-
munity context in which children grow influences 
their development. Put simply, the assumption 
is that the village nurtures. Child development is 
not just a reflection of private parenting patterns, 
or the resources that individual families have to 
invest in their children. It also reflects the broader 
social dynamics and institutions through which 
the entire citizenry organizes itself economically, 
culturally, socially and so on. In this sense, com-
munity-based analysis of the edi reflects the local 
conditions for young children in the places where 
they grow up, live, and learn. Thus, it provides 
feedback to a given community as to whether it 
supports or undermines child development, and 
what proportion of its young children has access to 
nurturant conditions for development.

 
3. Evaluating change in ecd over time

When edi data is collected in successive years it 
is possible to calculate whether or not progress 
is being made in improving ecd outcomes over 
time. In British Columbia, we have established 
five criteria for judging positive change, based 
upon calculating average scores and vulnerability 
rates for each edi scale. Clear evidence of positive 
change over time will be indicated by:

•	 an upward shift in the distribution of individual 
edi scale scores across an entire region,

•	 increasing average scores across the vast 
majority of communities within a region,

•	 decreasing inequality in average scores among 
these communities,

•	 decreasing proportions of vulnerable children 
in the vast majority of communities,

•	 decreasing inequality in the proportion of 
vulnerable children among these communities.

Conversely, the reverse will signal clear 
evidence of negative change.  
 

4. Understanding the state of ecd in 
special populations

In British Columbia, recent immigrants; those 
with English as a second language; Aboriginal chil-
dren; and those living in highly transient or poor 
neighbourhoods represent populations of special 
interest because of historic evidence of being at 
developmental disadvantage. Although it would 
seem, at first glance, that measurement of ecd 
would contribute to stigmatizing these groups, in 

practice the edi has proven useful for de-stigma-
tizing them. This is because population-based data 
collection allows us to get beyond comparing the 
average state of ecd among historically disadvan-
taged groups to the average state of ecd among the 
general population. Instead, it provides enough 
detail such that sub-groups within each histori-
cally disadvantaged group can be compared to 
one another. This, in turn, creates an opportunity 
to distinguish the environments in which these 
groups are thriving from those where they are not.

 
5. Creating the basis for 
international comparison

The argument for international comparison has 
been made earlier in this section. There is promise 
for developing a protocol that could compare 
ecd in many societies and, thereby, highlight the 
principal domains of ecd as ends in themselves 
for the purposes of community development and 
global priority setting. At present, the edi has 
been implemented in regions of Canada, Australia, 
the US, Chile, Jamaica, and Kosovo. At least a 
dozen other countries have recently expressed 
interest in using it. Yet, the movement to spread it 
globally faces several challenges.

•	  As a result of the multi-country standard 
setting research being carried out by Kagan 
and Rebello under the auspices of unicef, 
we know that the five scales of the edi match 
the four domains of development that enjoy 
an international consensus (physical, social 
emotional, language/cognitive). However, as of 
this writing, we do not know if different societ-
ies agree on the attributes of these domains. It 
seems clear that the edi will have to undergo a 
series of adaptations in order to provide equally 
valid information in all societies. 

• 	 Several international initiatives have shown 
that household surveys are feasible, even in 
some of the world’s poorest and most disor-
ganized societies, as a method of collecting 
ecd information on children who do not start 
school at a predictable age (if at all). As of this 
writing, the Inter-American Development 
Bank is proposing a study in Latin American to 
evaluate the feasibility of combining edi data 
with household survey data in societies where 
a significant fraction of children do not attend 
school at edi age (that is, at age 5). 

• 	 One of the most difficult challenges that needs 
to be faced is that, in societies where the formal 
economy is weak, the attributes that allow 
children to thrive might be quite different 
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from the winning attributes in societies with 
strong formal economies. Thus, imposing the 
edi (or a variation of it) upon a society with a 
weak economy may create a steering effect that 
undermines, rather than improves, the immedi-
ate life chances of young children. 

 
6. ‘Anchoring’ developmental trajectories

Although the primary direction of interpretation 
of the edi is backwards, to reflect the 0-5 period 
of life, the edi also turns out to be a powerful 
tool for looking forwards in time, to judge success 
during school age. By ‘linking’ edi data to birth 
records, information about early environments 
and, subsequently, to later school records, it is 
possible to create developmental trajectories for 
populations of children in communities, regions, 
and whole societies. The purpose of this is to steer 
society in the direction of understanding, at the 
level of the population, how things that occur 
early in life create opportunities for, or barriers to, 
later life success. In other words, the objective is to 
direct societies’ attention to child development in 
the same way that the gdp directs it to economic 
growth. In British Columbia, we are currently 
piloting community-based developmental 
trajectories as a tool for public discussion.  

 
7. Informing policy development for ecd

Our experience in British Columbia is that, in 
the hands of community leaders and provincial 
policy-makers, the edi provides fertile grounds 
for program and policy development. edi 
data has been available to decision-makers for 
approximately 3 years. In that time period edi has 
informed over 200 policy and program initiatives 
in a jurisdiction of 4.2 million people. It is beyond 
the scope of this discussion to detail these initia-
tives but, to date, they fall into five categories. 

•	  identifying geographic areas and population 
subgroups where policy and program interven-
tions will potentially have the greatest effect.

• 	 creating formulas for ecd funding.

• 	 understanding and defining the levels of 
intervention that have the potential to have 
the most impact across communities: clinical, 
targeted, universal, and civil-society. 

• 	 identifying systematic barriers of access to effec-
tive programs and acting to break these barriers 
down.

• 	 designing interventions and policy changes 
that focus on the specific domains of the edi 
(for instance, improving access to recreation 

programs in places with high vulnerability in 

physical development). 

challenges to implementing the edi 
(or similar tools) around the world

There are many features of the edi that enable it 
to provide useful information on ecd globally. 
However, there are also features of its design that 
pose challenges to its implementation in various 
contexts worldwide. There are several issues, 
which must be taken into consideration. 

1.	 Since the edi requires the three domains of 
ecd to be assessed by a primary school teacher 
at age 5, this becomes an obstacle in places 
where children may not begin formal schooling 
by that age, if at all. Further, the number of 
children out of school globally is substantial. 

2.	 In order to truly capture a population-based 
assessment of ecd, there is a need for a strong, 
functional organization at the regional or 
national levels. This is in contrast to develop-
ing relationships with individual schools, 
a scenario in which data would be collected 
in some schools and not others, leading to 
estimates that do not capture population-level 
outcomes. For instance, in British Columbia, 
relationships have been forged with govern-
ment, school-boards and other organizations 
that encompass vast areas, enabling popula-
tion-level estimates. 

3.	 Although the domains of ecd are common 
around the world, the content of the domains 
may differ by country. These variations must 
be respected, but create complications in terms 
of finding a unified, standard, measurement 
tool. A truly global-based content for each 
of the three major domains has not yet been 
developed.

4.	 At age 5, the edi provides an estimate of 
ecd later than would be ideal. A measure 
that provided a sense of outcomes in children 
aged 18 months to 3 years would be desirable. 
Assessment in this age range is not provided by 
the edi.

5.	 The edi provides valuable information 
through the data that it accumulates. Maps 
facilitate understanding of the ‘big picture’ 
that the data conveys, and offer a highly 
usable way to move from the data itself, to 
goals of advocacy and policy implementation. 
However, the mapping process itself requires 
a great deal of infrastructure, and human and 
monetary resources.

6.	 Though the edi is designed to monitor ecd 
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with the hopes that the information 
collected will improve ecd for children, 
there is also the possibility that the data 
may be used unintentionally, and even 
perversely. For example, past experience 
with measurement tools suggests the 
possibility that the edi could be used as a 
means of ‘labeling’ a child or even denying 

a child school entry. 

To many of these issues, potential solutions 
have already been offered. For example, by 
complementing the edi with assessments 
such as the Demographic Health Survey 
(DHS) and the Multiple Indicator Cluster 
Survey (MICS), which are both household-
based, children that are not in school, and 
younger children can also be included in 
population-based data collection strategies. 
Many of the other issues require much further 
consideration. However, it is clear that the 
path toward progress requires multi-sectoral 
communication and planning; from govern-
ments, non-governmental organizations 
and civil society, parents and caregivers, and 
members of community. 

key messages: national

1.	 National governments must be held 
responsible for upholding their commit-
ments to the crc and the mdgs. 

2 .	 Investing in ecd is an integral component 
of a nation’s long-term economic and 
social strategy; underinvestment in ecd 
undermines societal progress. 

3.	 “Child and family friendly” societal 
investment strategies can be enacted 
regardless of the relative level of the per 
capita gross domestic product (gdp) of 
a society. 

4 .	 Requirements of international conventions, 
such as the crc, International Labour 
Organization (ilo) Global Reports, and 
Convention on the Elimination of All Forms 
of Discrimination against Women (cedaw), 
can be used as levers for change at the 
national level. 

5 .	 Child survival and ecd are inseparable; 
investments that bolster ecd tremendously 
increase child survival while simultaneously 
improving the future life chances of 
all children.
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globalization is a process in which there are 
globalizers, and those whom are globalized 
[271]. 

These imbalances are expressed through 
several different mechanisms. They occur in 
bilateral relationships, in which two nations 
make agreements to exchange resources or 
information. They also occur in multilateral 
contexts, for example development agencies 
which are funded largely by the resource-
rich nations, have a great deal of leverage in 
determining the policy recommendations for 
majority nations.

Structural Adjustment: 
Ghana and Beyond

One well-known set of policies that was 
introduced to many resource-poor nations in 
the 1980s and early 1990s was the Structural 
Adjustment Program (sap) of the World Bank 
and International Monetary Fund. The stated 
purpose of saps was to increase the economic 
prosperity of resource-poor nations for the 
purpose of paying debts to high-income 
nations.

saps involved increasing privatization 
and decreasing the role of the government in 
many aspects of national economic and social 
endeavors, including reducing investments in 
social welfare programs (such as education, 
health care, and other services that benefit 
ecd) as a means to increase ‘efficiency’ and 
spur economic growth in the resource-poor 
nations [169]. 

Ghana’s experience with structural 
adjustment is briefly described here. It is 
particularly compelling, since it is often 
viewed by international agencies as perhaps 
the most successful case of structural adjust-
ment in Africa. 

Ghana’s sap program commenced in 1983 
and involved reducing government expen-
ditures by cutting social services, adjusting 
the exchange rate through devaluation of the 
national currency, abandoning price controls, 
privatizing state-owned enterprises, and 
increasing the export-based portion of the 
economy. On a macro-level, the gdp of Ghana 
has improved, inflation has dropped, and 
foreign investment has increased. However, 

Chapter 8: 
The Global Environment 
as a Sphere of Influence

Overview

The global environment is the overarching 
space that connects nations, and thus locali-
ties and people. There are several features 
of the global environment that are salient 
for early child development, including its 
social, economic, political, and ecological 
aspects. There are many different types of 
actors that fill the space of the global environ-
ment, including nation-states, multilateral 
economic organizations, multilateral devel-
opment agencies, non-governmental 
development agencies, and civil society 
groups. All of these groups simultaneously 
contribute to and try to alleviate inequities in 
resources and in outcomes.

The Role of Power

A major feature of the global environment 
in relation to children’s well-being is the 
element of power in economic, social, and 
political terms. There are well-known power 
inequities that exist between countries. 
Power is manifest in many ways, including 
economic, social, and political forms of 
influence. A country’s wealth and resources 
are a major determinant of its position in the 
global order. There are a variety of factors 
that contribute to the wealth of some nations 
compared to others. These include whether 
each was/is a colonizing versus colonized 
nations, the availability of natural and human 
resources within one’s own borders, and the 
effects of climatic conditions on agricultural 
productivity. 

The result is a world environment in 
which the majority of the world’s power is 
concentrated in the resource-rich nations, 
and they in turn have substantial latitude in 
dictating the terms of global economic, social, 
and political arrangements. In other words, 
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beyond traditional economic indicators, saps 
have not improved, and in many instances 
have worsened the social welfare of Ghana’s 
citizens. 

A combination of the introduction of user 
fees and cutbacks in government spending 
on education and health care have resulted in 
compromised access to these basic services for 
many children and families. The devaluation 
of the currency has meant an increase in  the 
cost of imported goods such as medicines, 
school supplies, and other necessities, thus 
thrusting Ghana into massive debt. Poverty 
has decreased slightly, though it remains a 
massive problem. However, socioeconomic 
inequalities (such as income inequality and 
spatial inequalities—primarily urban versus 
rural) have increased tremendously in Ghana. 
These inequalities have tremendous negative 
consequences above and beyond those of 
poverty itself. 

It is evident that saps, which evolve out 
of a global process, have had a significant (and 
dire) impact on the population of Ghana, 
including (and perhaps especially) its children 
[170]. Aggregate data from around the world 
demonstrates that saps have influenced 
children (directly or indirectly) in the areas of 
survival, immunization, prevalence of health 
attendants, nutrition, and balanced urbaniza-
tion [171]. 

Though direct evidence of policy effects 
on health requires further directed study, 
the experience of Ghana and other nations 
is instructive. For example, investments 
and universal, unrestricted access to the 
fundamental inputs for early child and human 
development must be re-introduced in these 
societies. In Kenya, since the introduction of 
free primary education in 2003, pupil enroll-
ment has increased by 1.3 million initially, 
and by and additional 0.2 million in 2004 
[272]. Further, policies that produce economic 
growth at the expense of socioeconomic 
inequalities must be reconsidered. 

There are also other fundamental policy 
objectives that must be accomplished at the 
global level. One such area is the removal 
of debts of resource-poor nations [172]. In 
fact, debt reduction is often considered to 
be the most important strategy for reducing 
poverty and improving the health of children 

[173]. Another is the abolition of policies 
that sanction violence and wars. In Iraq, 
data corroborate the association between 
the introduction of sanctions there, and the 
incidence of disease in children [173]. Further, 
children in many resource-poor nations are 
recruited as soldiers, which one can safely 
assert affects all aspects of their development 
and welfare. Finally, the selling of arms and 
landmines that allow people to engage in 
warfare must end. The market for these goods 
is global, and thus this issue falls not only in 
the realm of the nation, but of the entire world 
[173]. 

Though they are few, there are examples 
of countries which experienced success as a 
result of participation in the global system. 
These nations also provide critical guid-
ance. In general, nations which succeeded 
were those whose access to global markets 
increased (thus compensating for limited 
domestic markets), whose social safety nets 
were broad and strong, and plentiful human 
and physical capital. 

These nations include China, Costa 
Rica, the East Asian ‘Tiger Economies’ and 
Vietnam. These case studies also provide 
evidence of how globalization can support 
children’s well-being. In particular, the 
global economy can increase women’s labor 
force participation. However, bundled with 
economic activity that provides jobs for 
women must be institutions for the care and 
education of young children [174]. 

Global Declarations: the Convention 
on the Rights of the Child

The global environment is also characterized 
by important declarations that affirm the 
rights of children [2 2] and of women [273] 

— the latter of which, by extension influences 
the well-being of children. General Comment 
7 of the crc focuses on the rights of the 
child as they pertain to ecd. However, other 
sections of the crc also have varying degrees 
of relevance to ecd. For example, Article 6 
explicitly decrees that ‘state parties’ (which 
primarily refers to nations) are responsible for 
ensuring “…to the maximum extent pos-
sible…the development of the child…” 
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In contrast to many other initiatives that 
attend to the well-being of children, the crc 
puts considerable emphasis on the social/
behavioral domain of ecd. The preamble 
of the crc particularly emphasizes the 
“…full and harmonious development of [the 
child’s] personality…”. Article 17 provides 
recognition of the importance of encouraging 
mass media to develop materials that foster 
children’s social, spiritual, and moral areas of 
well-being (in addition to their physical and 
mental health).

Article 29 discusses the need of education 
to foster many aspects of social development 
in children. This includes development 
of their personality, talents, and mental 
abilities23 , the development of respect for 
human rights and freedoms, the development 
of respect for the child’s parents, his/her 
cultural identity, languages, and values, the 
national values of his/her nation, and the 
values of other places and peoples, and respect 
for the ‘natural’ environment. It also calls for 
education to prepare children to exist with a 
“…spirit of understanding, peace, tolerance, 
equality of sexes, and friendship among all 
peoples, ethnic, national and religious groups 
and persons of indigenous origin…”. Article 
31 recognizes the importance of a child’s right 
to play and leisure, and ability to participate 
freely in cultural and artistic activities.

In the physical domain, Article 24 
concerns itself with the rights of children 
to “…the highest attainable standard of 
health…” This includes the diminishment of 
mortality during the earliest years2 4 , develop-
ment of primary health care to meet the 
needs of children, combating of disease and 
malnutrition, ensuring of pre- and post- natal 
health care for mothers, the provision of 
health education for parents and children, and 
the development of preventive health care 
capacities. 

Article 23 of the crc also attends 
explicitly to the importance of supporting 
developmental capacities of children with 
mental or physical disability. This includes 
state recognition of the rights of disabled 
children to education, training, health care 

and rehabilitation services, and preparation 
for employment and recreation opportunities 
that occurs “…in a manner conducive to the 
child’s achieving the fullest possible social 
integration and individual development, 
including his or her cultural and spiritual 
development.” 

Other articles address the responsibility of 
states to recognize that children need access 
to resources to fulfill their developmental 
potential. Of note, Article 27 states that every 
child is deserving of a “…standard of living 
adequate for the child’s physical, mental, 
spiritual, moral, and social development…”. 
Article 18 suggests that state parties “…shall 
ensure the development of institutions, facili-
ties and services for the care of children…”.

The Convention on the Elimination of All 
Forms of Discrimination Against Women 
(cedaw) “…was adopted in 1979 by the 
[United Nations] General Assembly, [and] is 
often describved as an international bill of 
rights for women…[175]”. Since the conven-
tion is aimed at improving the circumstances 
of women, there are clearly implications for 
the well-being and development of children. 
However, there are also identifiable portions 
of cedaw that explicitly concern ecd. 

For example, Article 10 calls for equality 
of education. Reference is made to the early 
years with a call for equality of pre-school 
education, the reduction of female student 
drop-out rates and programs for girls who 
leave school prematurely, and equality of 
opportunity for sports and physical educa-
tion. As well, the interpretation of cedaw, 
particularly of Article 5, which addresses 
the role of ‘maternity as a social function’ 
extends to societal provision of child-care in 
order to enable women to combine “…family 
responsibilities with work and participation 
in public life…[176]”.

The Role of ngo’s and Civil Society

At the global level, the role of non-govern-
mental international bodies and civil society 
organizations is also critical in advocating for 
the economic, social, and political conditions 
that support ecd and children’s welfare 
more broadly. Organizations such as the 
Bernard van Leer Foundation, the Aga Khan 
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Foundation, the Soros Foundation, and the 
like have been instrumental in working with 
the World Bank, the agencies of the United 
Nations, and others, to highlight the types 
of policies and programs that would benefit 
children. 

In turn, the individuals and departments 
with whom they work are able to advocate 
within their institutions on the behalf 
of children and families. There are many 
civil society organizations that are also of 
fundamental importance. The Jubilee Debt 
Campaign, for example, is a coalition of local, 
regional, and national civil society groups 
who oppose the continuation of indebtedness 
of resource-poor nations to resource-rich 
nations and campaign widely on this issue. 
Other global civil society groups include 
Human Rights Watch, Save the Children, and 
Oxfam. 

The Global environment in all its many 
forms is clearly of fundamental importance 
for ecd. One of the major issues on the global 
level is the power imbalances that drive 
policy formation and implementation, often 
resulting in circumstances (particularly in the 
resource-poor nations) that are not beneficial 
to children. Examples from nations that have 
been able to successfully contend with global 
forces are helpful in designing future policy 
directions. However, additional knowledge 
is required. One way to gain understandings 
of the effects on ecd of globalization is to use 
an ‘impact assessment’ framework, similar to 
those used to understand the roles of policy 
on the climate and physical environment 
[274]. Key to the spreading of this knowledge, 
as well as other forms of advocacy and action, 
are the non-governmental international 
bodies and civil society groups that serve as 
a bridge between global institutions and the 
interests of local communities, children, and 
families. 

Common Threads through the 
Spheres of Influence on Child 
Labor: From Globalization to 
Family Circumstances

One of the most alarming concerns for today’s 
children is the issue of child labor. Data from 

2002 compiled by the International Labor 
Organization (ILO) suggest that approxi-
mately 246 million children are engaged in 
some form of child labor, which is defined 
as most productive activity of children, but 
“…excludes the activities of children 12 years 
and older who are working only a few hours 
a week in permitted light work and those 
of children 15 years and above whose work 
is not classified as ‘hazardous’…” Of these, 
171 million child laborers were working 
in hazardous situations or conditions. The 
overwhelming number of child laborers 
(over 127.3 million) are concentrated in the 
Asia-Pacific region, followed by Sub-Saharan 
Africa (48 million) and Latin America and 
the Caribbean (17.4 million). Among child 
laborers, boys slightly outnumber girls (132 
million versus 113 million), but even more 
disproportionately (95.7 million compared to 
74.8 million) bear the burden of work that is 
characterized as hazardous [17 7]. 

The use of children to perform labor in 
order to produce commodities to be sold 
on the market is certainly nothing new. 
However, the world’s capacity to ameliorate 
child labor has increased (though we may not 
always act on this capacity), primarily owing 
to more avenues for advocacy and institu-
tional support for the protection of child 
well-being. Article 32 of the Convention on 
the Rights of the Child makes imperative that 
state parties recognize the right of the child 
to be protected from child labor, particularly 
work that is harmful to her/his development.

In addition, the ILO has developed the 
International Programme on the Elimination 
of Child Labour (ipec). Though ipec’s 
mission is to eradicate all forms of child 
labour, its imperative is to focus on ending the 
worst forms of child labour, including slavery 
(and slavery like practices), the sale and traf-
ficking of children, debt bondage /serfdom 
and forced or compulsory labour (including 
for armed conflict), the use of children for 
prostitution or pornographic intent, the use of 
children for illicit activities (e.g. drug traffick-
ing), and the use of children for work which, 
by its nature is likely to harm their health, 
safety, or morals [178].

As eloquently stated by leading area expert 
Kaushik Basu, “…What should be done about 
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[child labor]? The answer depends critically 
on what gives rise to child labor and why it 
persists…[179]” Global economic dynamics 
have rightly been implicated in affecting 
changes in child labor rates. However, much 
of the conventional wisdom has framed this 
issue has a binary dynamic; does or doesn’t 
globalization increase child labor rates? 
Globalization, in this case, is generally over-
simplified to (and arguably mischaracterized 
as) the extent to which there is ‘openness’ to 
foreign trade of a given nation [275]. Studies 
that have framed the subject in this manner 
have produced mixed results, with some 
studies suggesting that trade liberalization 
reduces child labor, others suggesting that it 
exacerbates it [180]. 

However, we suggest that a broad review 
of the literature indicates a far more complex 
relationship between globalization and child 
labor. Many of the nuances of this relationship 
are also in large part dependent on other 
spheres of influence that accompany a nation’s 
position in the global market, such as national 
social welfare policies, local neighborhood 
environments, and family characteristics. 
The consequences for children of neglecting 
the complex associations between spheres of 
influence are tremendous, even with the best 
of intentions.

During the 1990s, advocates for children 
sought to end child labor by encouraging the 
World Trade Organization to impose trade 
sanctions on countries with particularly high 
rates. Despite a motive rooted (at least in part) 
in improving the welfare of children25 , the 
resultant effect of sanctions had the opposite 
effect and in many instances was catastrophic. 
Basu sites a unicef case study from Nepal in 
which children (who were largely employed 
in the handmade carpet manufacturing indus-
try) were fired en masse. Shortly thereafter, 
the number of girl-prostitutes in Nepal rose 
by 5,000 to 7,000 [179]. This case clearly 
demonstrates the interrelationship between 
globalization, national-level responses to 
global pressures, families’ economic circum-
stances, and risk of child labor. 

Research on 2,500 families from Salvador 

city in the Bahia state of Brazil provides 
further insights on the family-level (and 
child-level) factors that influence the propen-
sity of children to engage in the labor force. 
Results of this study concluded that parental 
unemployment, low socioeconomic status, 
low maternal education, having a non-nuclear 
family, and feelings of unhappiness, were all 
related to the odds of engagement in the labor 
force [181]. The authors of the study remarked 
that their study shows family circumstances 
must be addressed, and that “… policies 
against child labor need to tackle unemploy-
ment of parents and family support…[181]”

Further research in the same area of Brazil 
also demonstrated an effect of neighborhood 
conditions as a sphere of influence on child 
labor, including low socioeconomic status, 
low levels of education and high levels of 
unemployment among neighbors, low levels 
of social support in the neighborhood, and 
high levels of perceived violence [181]. These 
results give strong suggestion for the influ-
ence of residential locality on child labor, but 
in context, also give rise to the notion that 
policy factors (for example those that affect 
the spatial concentration of poverty, unem-
ployment, and violence) are also fundamental 
to consider.

Beyond even these considerations, the tale 
of child labor forces the global community to 
prioritize a ‘child-centered social investment 
strategy [276].’ As discussed earlier in this 
chapter, this necessitates resource-poor 
nations to escape the indebtedness that 
often inhibits their capacity to promote the 
welfare of their citizens and especially of their 
children. It also behooves nations to think 
broadly about ways in which child labor is a 
function of the economic and social dynamics 
of families, localities, communities, and 
regional and federal institutions and policies. 
The solution to child labor must begin with an 
understanding of this complexity.

Though somewhat controversial, it has 
been suggested by many (from academics, to 
civil society organizations such as Human 
Rights Watch) that the realities and issues 
facing children today (impoverished family 
conditions, children raising children, lack of 
governmental support etc.) may necessitate 
that, as part of an overall strategy to eradicate 
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child poverty, interim solutions to improve 
the conditions of children who work may be 
required. Further, these interim solutions 
may, in and of themselves be another avenue 
with which to eliminate the use of children 
as workers. For example, improving labor 
conditions (with national/international 
enforcement and accountability of global 
companies) may be one way in which to make 
the lives of children who work better in the 
short run, and may also be a mechanism to 
create disincentives for the exploitation of 
children [179]. 

If children cannot be exploited with 
minimal pay and poor working conditions, 
there is less reason to choose them over adult 
workers. This use of policy to bring about 
change (as part of a broader strategy) may 
bring about reductions in child labor over 
time, while simultaneously providing those 
children who work (for example those with 
younger children to care for) with better 
conditions in the short run. Of course, such 
a strategy must be married with increased 
governmental commitment to providing free 
education and income supplementation for 
children who leave the labor force.

These are troubling matters and in no 
way intended to suggest that child labor is 
acceptable in any way. However, there are 
harsh circumstances that must be considered 
in creating effective strategies. The idea is that 
creating sustainable initiatives must involve 
both major, revolutionary shifts in societal 
direction, combined with incremental 
societal change.

key messages: global

1. 	 Current global momentum is creating new 
opportunities and convergence of disparate 
initiatives regarding ecd. 

2 .	 Alliances should be encouraged between all 
individuals and organizations dedicated to 
child well-being and social welfare.

3 .	 Because of its global responsibility in 
population health, the who should 
strengthen its commitment to ecd as a key 
social determinant of health.

4 .	 The international community must estab-
lish a unified mechanism for monitoring 
child development between communities 
and societies and over time.

5 .	 The crc’s new General Comment # 7 on 
Implementing Rights in Early Childhood 
creates a strong opportunity to hold state 
parties responsible for equity in ecd and 
social determinants of ecd. 
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Children and Families in Global 
Perspective: Discussion of and 
Excerpts from Heymann’s  
Forgotten Families 

Introduction

With the tremendous connectedness of 
people and societies worldwide, a global 
perspective on the issues facing children 
and their families is critical. There are two 
primary factors that serve as the impetus for 
a global lens of examination. First, that with 
greater links between societies comes better 
information about the state of people and 
their environments everywhere. Second, 
that with increased complexity of the 
global economy, the policy decisions made 
in one nation or region have far reaching 
implications all over the world. In these 
regards, the work of Jody Heymann has made 
major contributions. Studies conducted 
by Heymann’s Project on Global Working 
Families have ranged from in-depth inter-
views of more than 1,000 families in Latin 
America, Africa, Asia, North America, and 
Europe, to analyzing survey data on 55 ,000 
families around the world, to examining the 
extent of public policies supporting working 
parents and their children in 180 countries. 
The following are some highlights from 
Forgotten Families: Ending the Growing Crisis 
Confronting Children and Working Parents 
in the Global Economy (Oxford University 
Press, 2006). More information can be found 
at www.mcgill.ca/ihsp/.

Popular Misconceptions on 
Caregiving for Young Children

One of the primary ways in which the global 
economy affects children and families is 
through the patterns of caregiving that 
prevail under various societal circumstances. 
“When you ask the leaders in most countries 
who is caring for infants, toddlers, and 
preschoolers, they have similar answers: 
‘Grandparents play a large role in our culture.’ 
When pressed, they make clear that they 

mean grandmothers. What about when 
grandmothers aren’t available, you ask? 
‘There’s lots of informal care,’ they inevitably 
reply, ‘other family members, neighbours, 
women in the community.’ ‘Many mothers 
can bring their children to work.’ The 
answers are vague because they describe 
a world that has been kept out of sight, 
unexamined.

“[When stating to a large teaching 
hospital in Gabarone that] we were looking 
at the conditions that working families 
face … a hand went up. ‘Those issues don’t 
affect us here. Everyone has extended family 
members they can rely on so they never have 
any problem getting care for their children.’ 
Though the belief was satisfying, the problem 
was that the experience of the families we 
had interviewed in Botswana belied it. We 
interviewed many families in which parents 
had no choice but to leave young children 
home alone, pull older children out of school 
to provide free care, or take children to the 
workplace even when doing so threatened 
the children’s health and development or 
the parents’ jobs. But before I could respond 
to the fantasy the first speaker relayed by 
sharing the experiences of some of the 250 
we had already interviewed, a Motswana 
surgeon raised his hand and interjected: ‘A 
lot of parents have no one they can rely on. I 
see the children who, because of that, end up 
being left home alone when they come into 
the emergency room or into my operating 
room with broken bones and burns.’”

Empirical Findings on Caregiving 
Patterns for Young Children 
 

extended family

“What, then, is the global reality? There 
is no doubt that both having two parents 
in a nuclear family and having extended 
family can make an enormous difference 
to children’s care. Among families we 
interviewed, 33% of single parents had left 
their young children home alone compared 
with 2 2% of parents living with a spouse or 
partner. When single parents have no other 
adult caregivers in the household, young 
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children are even more likely to be left home 
alone (56% versus 23%). … But the myths that 
extended families alone solve the problem are 
mistaken in at least three ways. First, many 
working parents and their young children 
have sporadic, limited, or no contact with 
extended-family members they might ever 
turn to for help. Worldwide, with urbaniza-
tion and the increasing mobility required 
to get and keep jobs, the number of working 
adults who live near enough to their own 
parents to be able to turn to them for regular 
assistance is rapidly declining. 

“Second, even among those who continue 
to live near their children’s grandparents, 
many cannot rely on them for help. 
Grandparents themselves may need to work 
and may be as constrained as parents in their 
ability to provide routine care or even to 
take time off to care for a grandchild who is 
sick. Third, all too often those adult family 
members who might be able to help—because 
they are close by and are not working them-
selves or already caring for a full house—face 
physical and mental health constraints. In 
fact, when extended family members are 
close, they are as likely to be in need of care as 
to be able to assist with it.” 

when extended family is 
not an option

“In situations where extended-family 
members are in need of care, preschool chil-
dren often get less care than if no extended 
family were nearby. When mothers or fathers 
are caring for other sick family members, 
children are twice as likely to be left home 
alone. Forty percent of working parents 
caring for a sick spouse and 41% of parents 
caring for extended family had to leave a 
child home alone (compared with 2 2% not 
caring for a sick spouse and 21% not caring for 
other sick family members). When extended-
family members don’t require assistance, 
they may still be too physically limited, frail, 
or sick to provide adequate care for their 
grandchildren, nephews, nieces, and other 
dependents because the same constraints on 
age and health that limit extended-family 
members’ ability to work affect the quality of 
the care they can provide.” 

Further, these factors are patterned by 
parents’ socioeconomic resources. “Low 
income parents are less likely to receive help 
from and more likely to need to provide 
caregiving assistance to extended family.” 
32% of those parents who earn less than 10 
dollars per day (purchasing power parity 
adjusted) can rely on extended family for 
help (and do not need to provide assistance 
to them) compared to 46% of those parents 
earning more than 10 dollars per day. 47% 
of parents earning fewer than 10 dollars per 
day (purchasing power parity adjusted) need 
to provide assistance to extended family 
compared to 42% of those earning more than 
10 dollars daily. 

parents taking their 
children to work

When family is unavailable, another 
common global response is parents taking 
their children to work. “While some policy 
makers acknowledge the improbability of 
such safe care in factories and the unlikeli-
hood that parents will be given permission 
to bring children to work elsewhere in the 
formal sector, they assume it is not only 
possible but a decent solution in the informal 
sector. The image conjured up is of a parent—
nearly universally a mother—working with 
an infant swaddled tenderly on her back or a 
toddler playing happily at her side as she sells 
goods in a market or cleans a home. … In our 
studies, we met many women who had lost 
formal sector, decent paying jobs in order to 
care for their children. …

“At times, they subsequently found 
informal sector jobs which allowed them to 
bring their children, but even those women, 
who had the better experiences of the lot, did 
not have any romanticized fantasy of their 
children’s lives spent at their mother’s side 
while they worked. Most shared a bleak view 
of children at work with their mothers who 
had started in the informal sector because 
of lack of education and job choices and had 
never been able to leave because of caregiving 
responsibilities…

“Even when children taken to work are 
not at high risk of sustaining sudden life-
threatening injuries, their opportunities 
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for normal growth are often degraded daily. 
Amalia Montoya, born and reared in Cancun, 
Mexico, was raising her son as a single 
mother. She had been cleaning houses since 
age fifteen and never had the chance to finish 
school. Living far from her family, she had 
no one to turn to for help. Without sufficient 
publicly supported slots available, childcare 
was far beyond her economic reach. Amalia 
took her infant son to work with her because 
she had no other choice. ‘It was really difficult 
because it’s not the same as being in your own 
house. When he began to cry because he was 
hungry, I couldn’t tend to him at the same 
time as working.’… She went on to describe 
how she grew depressed over the situation 
and her son’s consequent malnutrition….

“Beyond Amalia’s inability to feed her 
son regularly, she couldn’t care for him 
adequately when he was sick. When Amalia 
gained access to a childcare center, perhaps 
the most telling summary of her son’s 
experience was her delight in the most basic 
elements: ‘I dropped him off at seven-thirty 
in the morning and picked him up at five 
o’clock in the afternoon. He ate there and 
everything.’ She was grateful even for care 
that consisted of the most fundamental 
features: enabling her to work, providing her 
son with adult supervision, and ensuring that 
he could eat…

“The same stories echoed among the 
parents we interviewed in Botswana and 
Vietnam. What differed across national 
borders and economic circumstances was not 
the nature of the problem but the level of the 
parents’ desperation. … This is also similarly 
patterned along socioeconomic lines. One in 
four parents earning less than 10 dollars per 
day (purchasing power parity adjusted) have 
to take their children to work regularly, as do 
one in four parents who have only primary or 
middle-school education themselves. Parents 
who work in the informal sector are the least 
likely to have access to formal childcare; as 
a result, half of the parents we interviewed 
who worked in the informal sector needed to 
bring their children regularly.”

informal care

“[Another] fiction about preschool childcare 
is that inexpensive informal care is a viable 
solution. It’s clear that low-income families 
and many middle-income ones cannot cur-
rently afford or find space in formal childcare 
programmes for all of their children. But it’s 
also clear that there is a large and apparently 
less-expensive informal sector market for 
care. Public policy makers often ask, without 
beginning to examine the double standard 
implied as they support formal early 
childhood care and education programmes 
in higher-income nations, ‘Isn’t informal 
care the solution for young children in poor 
countries?’ These experts argue that it is less 
expensive and assume it is as good as formal 
care. Our experience is that, in the majority 
of cases, parents reported only that it was 
cheaper….

“While in theory, care provided by adults 
in informal care settings could be of equal 
quality to formal settings, this was not the 
common experience of most parents we 
interviewed, and in particular, this was 
not the experience of low-income families. 
Though many countries have some degree 
of subsidy for low-income families using 
formal childcare settings, far fewer subsidies 
and little public provision or supervision 
exist in informal settings. As a result of this 
and of parents’ low wages, those low-income 
parents using informal care typically could 
afford to pay little. This resulted in their 
having extremely limited choices in childcare 
providers. The low wages they could afford 
to provide meant that, in general, they were 
hiring either adults who could not find other 
work or adults who provided the informal 
care while working at another job. The low 
skill level of those hired and the fact that 
those hired were, at times, simultaneously 
doing other work led to poor-quality care 
when it was provided. Moreover, problems 
that began with the poor quality of childcare 
providers in the informal sector were 
exacerbated by the lack of supervision in 
the informal sector. Parents we interviewed 
repeatedly recounted stories of going home 
to find that informal childcare providers had 
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left their children home alone for all or part 
of the day. …

“In countries we studied, many parents 
reported that they had to leave their young 
children in the ‘care’ of other children. In 
Vietnam, 19% of the working parents we 
interviewed had to leave children home 
alone or in the care of an unpaid child, and 
4% relied on a paid child for childcare. In 
Mexico, 27% of the parents we interviewed 
had to leave children alone or in the care of 
an unpaid child, and 9% left their sons and 
daughters with another child who was paid 
as a provider. While Botswana had a nearly 
identical gdp per capita to Mexico and one 
that was more than seven times as high as 
Vietnam’s, Botswana families had the highest 
rate of leaving children home alone. With 
next to no publicly supported childcare, 48% 
of working parents in Botswana had to leave a 
child home alone some or all of the time or in 
the care of an unpaid child…

“There was a clear social class gradient in 
informal care. Parents who were poor and 
parents who had the least educational oppor-
tunities themselves were the most likely to 
have to leave their preschool children in the 
care of another child. Parents with a middle 
school or less education were twice as likely 
(2 2 versus 9%) to have to leave their children 
in the care of other, unpaid children as 
parents with a high school education or more, 
who as a result earned more money … The 
calculus is cruel: 2 .7 billion people live on less 
than $2 a day, and 1.1 billion live on less than 
$1 a day. Even those who manage to feed their 
children on less than $2 a day simply cannot 
afford to pay, on their own, even for informal 
care of their preschoolers that will ensure the 
children’s safety and good health.” 

children home alone

“When parents were poor and couldn’t afford 
to pay for childcare, when parents had limited 
education themselves and therefore fewer job 
opportunities, and when parents faced costly 
penalties at work for caring for their children, 
they were more likely to leave children home 
alone on either a regular or an intermittent 
basis…. Forty six percent of those who lost 
pay because of caregiving responsibilities 

ended up having to leave children home 
alone versus 21% who did not face penalties. 
Parents with a middle school or less educa-
tion were more than twice as likely (39 versus 
18%) to have to leave their children home 
alone or in the care of other, unpaid children 
as were parents with a high school education 
or more.” 

Developmental Consequences of 
Poor Quality Childcare

The developmental consequences of lack 
of quality childcare are tremendous. In 
Botswana, 53% of parents responded that 
their children had experienced accidents 
or emergencies while a parent was at work, 
as did 47% in Mexico and 38% in Vietnam. 
Thirty-five percent of parents in Botswana 
reported a negative impact of their working 
conditions on their children’s health. In 
Mexico and Vietnam, these figures were 21% 
and 25% respectively. “We as a global com-
munity, have agreed that all children have 
a right to a free public primary education. 
However, by doing nothing for most children 
in the critical developmental years from birth 
to five, we have effectively left hundreds 
of millions of children globally with little 
chance to succeed in school. Before they are 
six, they have no adequate chance to develop 
in a healthy way, let alone learn the requisite 
basic skills for beginning school.”

The Need for Early Child 
Development Programmes

“We need to ensure that all children have 
access to early childhood care and education. 
The public sector in some countries and the 
private nonprofit sector in others have begun 
to address this problem. However, the gap 
between the care that is available and the 
number of families that need it is enormous.” 
Household surveys in several nations provide 
contrasting information on the percentage 
of children three to five years of age in 
early childhood education programmes. In 
Vietnam, where a national programme has 
been developed, 51% of children from single 
working-parent families are enrolled in early 
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childhood education (ECE) programmes, 
compared to 40% in Brazil, where municipal-
ities have programmes, and 21% in Botswana, 
where there are no major public early 
childhood programmes. In both Vietnam 
and Brazil, 4 4% of dual-earner families 
had children enrolled in ECE programmes, 
compared to 25% in Botswana. In Vietnam, 
46% of children living in extended-family 
households with all resident adults working 
were enrolled in ECE programmes, compared 
with 30% in Brazil and 19% in Botswana. 
Forty-two percent of children living in 
extended-family households with not all 
resident adults working were enrolled in ECE 
programmes in Vietnam, compared with 31% 
in Brazil and 11% in Botswana. 

Effects on Families

“Clearly, the dramatic changes in adult work 
lives are transforming the lives of children 
around the world. … but what effect has 
the labor force transformation, the rise of 
urbanization, and an increasingly globalized 
economy had on the economic [and related 
social] well-being of families?” Each brings 
opportunities and risks, but it is critical to 
reiterate that the negative impact of these 
factors fall disproportionately on those 
with fewer socioeconomic resources, and on 
women. 

“On nearly every measure, from the 
availability of paid leave to adequate flex-
ibility at work, the parents living in poverty 
we interviewed were facing worse working 
conditions.” Among those parents who 
earned less than 10 dollars per day (purchas-
ing power parity adjusted), only 50% were 
granted paid leave from work for caregiving. 
Ten percent of those earning less than 10 
dollars could alter their work schedules and 
were able to get paid leave for caregiving, 
compared to 18% of those earning more than 
10 dollars. Only 36% of parents earning less 
than ten dollars per day had access to health 
insurance through their jobs, compared with 
75% of those earning more than 10 dollars per 
day. 

Single working mothers are much more 
likely to work longer hours than single men. 
Data from national living standards surveys 

demonstrates that in Brazil, 65% of single 
working mothers average sixty or more 
hours of paid and unpaid work weekly. This 
proportion drops to 43% for single working 
fathers. In Mexico, the numbers are 76% and 
64% respectively. 

Conclusion

“When young children are left home alone or 
in substandard care, the potential for tragedy 
is real.” This includes the risk of children 
suffering accidents or emergencies while 
their parents were at work and becoming the 
victims of violence. “But there is another, 
slower, but equally devastating type of 
tragedy that is transforming the lives of tens 
of millions of preschool children. Unable to 
find or afford decent care, needing to work 
and only finding jobs under the worst condi-
tions, these parents are forced to leave their 
preschool children in care which jeopardizes 
their health and development as well as their 
safety. The quality of the care they receive is 
so poor that with each day that passes, their 
health and development slowly deteriorate, 
and their life-chances decline further.”
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Discussion and Conclusion

Children require nurturant conditions to 
thrive. This is because development in early 
childhood—in the physical, social–emo-
tional, and cognitive domains—is the result 
of interactions between children’s individual 
characteristics (their health, nutrition, 
and genes) and their physical, social, and 
economic environments. This process begins 
in utero and continues throughout the life 
course; however, we know that the environ-
ments to which children are exposed during 
their earliest years are the most influential of 
any point in one’s life span. They affect not 
only the early childhood period, but also basic 
learning, school success, economic participa-
tion, social citizenry, and health. This is due 
to the early childhood period being marked 
by the most rapid development and also the 
largest concentration of ‘critical periods’ of 
development. In sum, enriched environments 
and the quality of stimulation, security, and 
support during sensitive periods of develop-
ment are of utmost importance for the early 
childhood period and beyond. 

The impetus for the present study was 
borne out of the vast literature that supports 
the aforementioned assertions. Indeed the 
evidence for the influence of environments 
on ecd is so overwhelming, that it bears 
consideration in any initiative regarding 
societal success and population well-being. 
This is the basis for its inclusion in the World 
Health Organization Commission’s on Social 
Determinants of Health; unlike other topic 
areas addressed by the Commission, ecd is 
not itself a ‘social determinant of health’ in 
the most constrained definition (though it 
is—as we have discussed throughout this 
volume—strongly socially determined), 
but is a fundamental determinant of almost 
all forms of health and well-being. Further, 
since it is influential for such a vast array of 
outcomes, many of which are strongly ‘social,’ 
one might suggest that, in aggregate, ecd 
affects many social aspects of society. In this 
broadly construed sense, then, ecd surely 
presents itself as a social determinant of 
population health. 

In recognizing the role of ecd for the 
health of societies, a primary charge of this 
study was to present a critical analysis of the 
available evidence regarding determinants 
of ecd, which, to reiterate, are largely social, 
and are rooted in the extent to which envi-
ronments in which children are embedded 
offer nurturance. In reviewing the relevant 
literature, the Total Environment Assessment 
Model for ecd was created, which provides 
an overview of the environments that matter 
most for children, as well as a sense of how 
these environments are inter-associated. 
The environments responsible for fostering 
nurturant conditions for children range 
from the intimate realm of the family to the 
broader socioeconomic context shaped by 
governments, international agencies, and 
civil society. These environments and their 
characteristics, then, are the social determi-
nants of ecd. 

Based on the research as well as the work 
of governments, non-governmental organiza-
tions, and civil society, an overarching insight 
is that large inequities exist—both between 
and within societies—in the availability of 
nurturant environments for young children, 
thus for their ecd, and thus for their 
outcomes throughout life. Most notably, 
inequities occur not solely between the 
richest and poorest members of society, but 
in ‘gradient’ fashion, such that, at the margin, 
each additional increment in socioeconomic 
resources results in incrementally superior 
developmental outcomes for young children. 
The evidence gathered here gives rise not only 
to comprehensive documentation of forms 
of inequities in early childhood, but also to 
causes of inequities, and promising avenues 
for providing universal access to nurturant 
conditions to children all over the world. 

This study concluded that families are 
the fundamental source of nurturance for 
children, and that the economic, social, and 
physical security that the family environment 
provides for children is instrumental for their 
ability to explore and learn from their sur-
roundings, and thus for their developmental 
outcomes. Unfortunately, some families are 
better equipped than others to provide chil-
dren with such resources. The extent to which 
families can foster nurturant surrounding for 
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their children is highly dependent upon the 
resources—social, economic, and program-
matic—that are available to them. In turn, the 
availability of resources is dependent on the 
characteristics of the broader environments 
in which families and children are embedded. 
The goal of the international community and 
of nation-states must be to ensure that every 
family and every locality is enabled to provide 
nurturant conditions for their children.

While the knowledge base provides a 
basis for drawing these conclusions, there are 
‘missing links’ that must be addressed. First, 
there is a paucity of evidence regarding the 
direct links between broader socioeconomic 
characteristics of society and ecd; thus far, 
we are able to make inferences based on the 
existing literature as well as the known effects 
of societal features on other outcomes that 
are related to ecd. Second, the international 
community lacks evaluation regarding 
polices an programs that are effective in the 
context of resource-poor nations; this is also 
somewhat true for resource-rich nations, but 
particularly significant for countries with 
few overall resources. Third, there is a lack 
of rigorous studies regarding the effects of 
civil society activities, both on ecd and on 
its social determinants. Fourth, the role of 
international conventions and ‘rights-based’ 
responsibilities of nation-states has been 
insufficiently addressed by scholars working 
on issues of child well-being and its social 
determination (in fact this perspective is 
under-utilized by scholars working in the 
area of social determinants of health more 
broadly). Finally, the world lacks a unified 
system for monitoring ecd. This is of utmost 
importance, given the power that informa-
tion and data have to mobilize people and 
resources.

Through the process of gathering the 
knowledge base for the social determinants 
of ecd, some remarkable externalities have 
occurred that will go a long way in addressing 
these areas, both in terms of research and 
scholarship, but also with respect to active 
engagement with policy entities, ngo and 
civil society groups. In particular, this work 
has given momentum toward the creation 
of new alliances and initiatives among those 
whose primary goal is the improvement of 

child well being. In addition, based on this 
document a final report has been created 
entitled “Early Child Development: A 
Powerful Equalizer.” It is anticipated that 
the contents of this report will greatly assist 
the Commission in communicating the 
imperative of attending to ecd and its social 
determinants.

What a child experiences during the early 
years sets a critical foundation for the entire 
life course. ecd, including physical, social–
emotional and language–cognitive domains 
are most affected by the nurturant qualities 
of the environments where children grow up, 
live and learn. Yet, parents cannot provide 
strong nurturant environments without 
help from local, regional, national, and 
international agencies. This study proposes 
ways in which government and civil society 
actors, from local to international, can work 
in concert with families to provide equitable 
access to strong nurturant environments for 
all children globally. Recognizing the strong 
impact of ecd on adult life, it is critical for 
governments to acknowledge that, at the very 
least, disparities in the nurturant environ-
ments required for healthy child development 
will result in vastly different life chances 
for children; in others, disparities in ecd, 
through their influence on a host of outcomes, 
reach a critical point where they become a 
threat to peace and sustainable development. 
The results of our efforts suggest two primary 
directions for the future:
1)	 Continued research to provide a better 

understanding of the effects of environments 
on biological embedding and ecd, particularly 
that of broader environments. 

2)	 The use of available information to inform 
action to further the goal of a “grass-roots 
to global” child-centered social investment 
strategy.

Discussion and 
Conclusion
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Appendix A: Critical  
Appraisal of the 
Underlying Evidence

Elsewhere, it has been convincingly argued 
that, for several reasons, the traditional 
hierarchy of evidence may not be suitable for 
“appraising the evidence for social or public 
health interventions [27 7].” One particular 
case in which this is especially true is in 
the search for evidence concerning social 
determinants of health. That traditional 
evidentiary hierarchies are incompatible (or, 
at least, not completely compatible) with the 
available and desirable types of information 
in this area is supported by the prominence 
given to measurement and evidence issues by 
the who’s csdh. 

The evidence gathered by the Knowledge 
Network on ecd draws on several notions of 
what constitutes valid and reliable “evidence.” 
The aim is to provide meaningful ways of 
weighing the available data and informa-
tion in the field. The following provides an 
overview of the manner in which evidence 
was weighed for inclusion in this report. It is 
organized according to the “spheres of influ-
ence” outlined in the team-ecd framework, 
since “types of evidence” cluster along these 
lines as well.

At the level of the individual, much of 
the recent evidence that is available in the 
literature has developed out of the broad 
acceptance of the crc. With children 
recognized as fully human beings with 
evolving capacities to contribute to their lives, 
researchers have also recognized the value 
of including children’s perspectives in their 
knowledge generation. A major limitation in 
interpreting this body of evidence (yet also 
its strength, in that it is methodologically 
appropriate [27 7]) is that the small sample 
sizes and nature of qualitative research limits 
the generalizability of the work. Despite 
this scientific limitation, the moral and 
ethical value or obligation to consider the 
wishes/perspectives/needs of children in 
this evidence was paramount. We therefore 
do not make broad claims that extend 

beyond the evidence; rather, we suggest 
that, from the body of literature regarding 
children’s perspectives, children deserve to 
be considered social actors, and that it is our 
duty to consider their views in our work. 
The biophysiological responses to environ-
mental stimuli that result in developmental 
outcomes for young children have undergone 
numerous and rigorous investigations. This 
is especially true compared to the body of 
knowledge regarding biological–environmen-
tal interactions for adults. Our knowledge of 
“biological embedding” comes from well-
controlled experimental conditions that have 
been completed in both primates (including 
humans) and non-primates. In this way, 
information at this level meets the traditional 
“gold standard” of evidence. 

With the family as a sphere of influ-
ence, the evidence-base is virtually void of 
experimental evidence. This is largely because 
it is neither feasible nor ethical to randomize 
or control family conditions. There are few 
exceptions to this, such as experimental 
(or quasi-experimental) evidence obtained 
from studies of siblings and orphans. Where 
possible, these studies have been included. 
For the most part, studies conducted about 
the effect of family characteristics/struc-
ture/parenting on children have been 
observational. Within observational 
research, both descriptive studies (e.g., 
ecologic and cross-sectional studies) and 
analytic studies (e.g., cohort studies) have 
been completed. Wherever possible, results 
obtained from cohort studies were favoured 
over those obtained from descriptive studies. 
In comparison to cross-sectional studies, 
cohort studies enable the establishment of 
temporal order: that the cause arose before the 
outcome. At the family-level, however, there 
was also an explicit desire to demonstrate 
population-level patterns between socioeco-
nomic conditions and child development, 
and moreover, to demonstrate variation in 
these patterns across populations or societies. 
Therefore, at this level, for this task, cross-
sectional, ecologic information was included. 
The trade-off here was in sacrificing temporal 
order to highlight an important aspect of 
developmental distribution that could not 
be captured without an ecologic perspective. 
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In addition, temporal order has been well 
established in the aforementioned cohort 
studies, which were also included to provide 
an individual-level perspective on socioeco-
nomic conditions and ecd. 

Evidence for the residential and relational 
communities, for similar reasons, arises 
primarily from prospective cohort investiga-
tions. Studies chosen for review were those 
which arose from the strongest research 
designs; those which were the best controlled, 
and most free of other forms of bias, as judged 
by the journals in which they appeared and 
their known scientific reputation in the field. 

In order to maintain a social determinants 
of health perspective on the evidence 
we included in this report, in the ecd 
programmes and services section, rather 
than provide a “laundry list” of specific 
ecd programmes and services that have 
evidence of effectiveness, we chose to present 
generic characteristics as well as strategic 
and organizational principles of quality, 
sustainable programmes that are transferable 
around the globe. One rationale behind this 
decision is that, despite the best evidence 
of a programme or service’s effectiveness, 
we cannot support the practice of taking a suc-
cessful program or service from one context 
and expecting it to work as effectively (or at 
all) in another context. What we can support 
is consideration of generic characteristics 
and principles that have crossed contexts or 
characteristics of nurturant environments 
that we know have been proven to support 
children’s development. To answer the 
question of criteria for inclusion of examples 
of programmes and services in this report, we 
turn to many sources: 1) to our ecd experts 
who have been on the ground and experienced 
the effects of particular programmes—this 
includes the notion of “best practice”; 2) 
to the grey literature; 3) to the evidence of 
program and services effectiveness; and 4) 
consideration of whether programs meet 
the criteria which we articulate in the ecd 
programmes and services section for creating 
nurturant environments for children. In some 
cases, the examples were chosen to support a 
particular point, such as with the Kangaroo 
Care; in other cases the inclusion was based 
upon the availability of information on the 

programme or service. We did endeavour to 
include the highest quality programmes and 
services where available.

For the studies included in the regional, 
national, and international spheres, scientific 
rigour was much more difficult to ensure. 
As mentioned in the broader team-ecd 
evidence document [278], this is largely due to 
the lack of studies conducted at this level. The 
literature review yielded very little experi-
mental information, of which the primary 
example is the progresa study. Beyond that, 
most of the information gathered comes from 
cross-sectional or other forms of descriptive 
observational studies. These studies, though 
they don’t provide definitive evidence, were 
included because they make strong sugges-
tions about future areas to be investigated, 
and because there are strong plausible links 
between more micro-levels for which we have 
data (such as the family) and macro-environ-
ments such as the regional, the national, and 
international environments. In traditional 
scientific terms, plausibility is often assessed 
in biological terms. We contend here that 
what is apparent is a sociological plausibility.
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Appendix B: 
Evidence from Animal  
Studies and Correlate  
Evidence from Humans

The vast majority of the current knowledge 
on the effects of the environment on the 
developing brain has been informed by 
animal studies. This is particularly the case 
for evidence on the biological embedding and 
neurological development that occur during 
the earliest years of life. In subsequent years, 
when functional skills begin to emerge, they 
are more readily detectable (and therefore 
measurable) in humans. Some key animal 
studies are presented here, along with 
analogue evidence from human development.

Scientific understanding of the basis 
for attainment of vision comes in part 
from studies of kittens, in which it was 
demonstrated that visual stimuli had a direct 
influence on the development of the visual 
cortex. In these studies, it was found that 
kittens who did not receive horizontal (or 
vertical) visual stimuli during the critical 
period of vision development, had commen-
surate underdevelopment in that aspect of the 
visual cortex, and a corresponding deficit in 
ability to perceive objects in the horizontal 
(or vertical) plane [15]. Further, rats that are 
reared in environments which offer complex 
visual stimuli show an increase in the depth 
and area of the superficial gray layer of the 
superior colliculus [279]. 

Cynader and Frost [15] provide a useful 
functional analogue for humans. A child with 
astigmatism generally has this deficit first 
recognized when s/he attends school. This 
is perhaps due to the fact that this is the first 
opportunity for the child to receive visual 
tasks, which are sufficiently demanding, and 
to have their vision ‘tested’ in some capacity. 
At this point, corrective measures such as 
glasses can be used to compensate, however 
the critical period of visual development has 
passed, resulting in permanency of the deficit.

However, it is not only physical envi-
ronmental exposures that are significant for 

early child development; “…socialization 
shapes the essential human attributes of our 
species…” Studies of many vertebrate animals 
have demonstrated that the bond developed 
between parent and child; particularly 
between mother and child play a crucial role 
in the development of a variety of functional 
capacities in children. The direct implica-
tion of this is that the bonding process is an 
experience (i.e. a feature of the environment) 
that is involved in biological embedding. 

In young chicks, the process of ‘imprint-
ing’ has been observed, in which they form 
attachments with their hen, and she to them. 
Similar to the development of the visual 
cortex, imprinting also has a definitive critical 
period in which the process of bond-forma-
tion occurs most intensely [15]. An interesting 
related body of work has demonstrated that 
infant rats that undergo greater handling (akin 
to greater nurturing) have stronger negative 
feedback mechanisms in the adrenocortical 
axis, resulting in diminished glucocorticoid 
secretion in response to stress, and less 
neuronal loss in the hippocampus as they 
age [17, 33]. Experimental evidence has also 
shown that human neonates develop prefer-
ences to the smells, sights, and sounds of their 
own mothers [15]. Infant body temperatures 
are regulated by their caretakers, who respond 
to signals such as crying by holding their 
babies closer [182].
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Appendix C:  
Examples of ecd  
Programmes and Services 
linked to Health Care  
Systems

Care for Development/Integrated 
Management of Childhood Illness

The who’s imci program seeks to reduce 
childhood mortality, illness, and disability 
as well as promote health and development 
among children aged 0-5 years. imci has both 
preventive and curative aspects, which are 
designed to be implemented at the level of the 
family, the community, and through the hcs. 
imci prioritizes the proper identification 
and treatment of childhood illnesses within 
a variety of settings, including homes and 
health facilities, but also provides counsel-
ling for parents and caregivers, and referral 
services for severely ill children. 

The main implementation involves the 
following steps: 
•	 adopting an integrated approach to child health 

and development in the national health policy

•	 adapting the standard imci clinical guidelines 
to the country’s needs, policies, available drugs, 
and to the local foods and language

•	 upgrading care in local clinics by training health 
workers in new methods to examine and treat 
children, and to counsel parents effectively 

•	 making upgraded care possible by ensuring a 
sufficient supply of the right low-cost medicines 
and simple equipment 

•	 strengthening care in hospitals for those children 
too sick to be treated in outpatient clinics 

•	 developing support mechanisms within 
communities for preventing disease, for helping 
families to care for sick children, and for getting 
children to clinics or hospitals when needed 
(Source: who) 

Care for Development

In partnership with unicef, the who 
has developed a special early childhood 
development component, called the Care for 
Development, intended to be incorporated 
into existing imci programs. Care for 
Development aims to enhance parents’ and 
caregivers’ awareness of the importance of 
play and communication with children by 
providing them with information and instruc-
tion during children’s clinical visits. Evidence 
has shown that Care for Development is an 
effective method of supporting parents’ and 
caregivers’ efforts to provide a stimulating 
environment for their children by building on 
their existing skills. Health care professionals 
are encouraged to view children’s visits for 
acute minor illnesses as opportunities to 
spread the messages of Care for Development, 
such as the importance of active and respon-
sive feeding to improve children’s nutrition 
and growth, and the importance of play and 
communication activities to help children 
move to the next stages in their development

Breastfeeding and Infant Stimulation 

A pilot project in southern Iran aims to 
reach the national development goals of 
safe pregnancies and deliveries, promote 
breastfeeding and birth spacing, provide 
early psychological stimulation, as well as 
to help parents avoid developmental delays 
among young children, The project attempts 
to support and promote breastfeeding 
practices, both in the hospital and after 
discharge (receiving a home health nurse 
visit and consultation), by offering lactation 
consultants, interaction with and support of 
new mothers, and providing relevant training 
for new mothers who require more informa-
tion, which has shown significant impact on 
breastfeeding success. In the region, women’s 
literacy level is generally low, especially in 
rural areas. The program’s aim is to bridge the 
gap between tribal and cultural patterns and 
beliefs about breastfeeding; child nutrition, 
health, and development; and the practice of 
correct breastfeeding, by providing support 
for consistent, high-quality information on 
breastfeeding. This hcs’s point of contact 

Appendix C



Total Environment Assessment Model 
for Early Child Development

95

provides an opportunity for parents to access 
to lactation consultation and early childhood 
education classes. The mid-term evaluation of 
the project, in the form of a kap (Knowledge/
Attitude/Practice) study revealed that the 
hcs’s involvement in the breastfeeding and 
nutritional education efforts in the region 
significantly improved mothers’ knowledge, 
which led to their health promoting behav-
iours in terms of their children’s health and 
nutrition. Further evaluation is still required 
to provide evidence about the impact of 
the program on children’s developmental 
outcomes.

Nurse Home-Visiting 
 

kazakhstan

Through its existing nurse home-visiting 
system, Kazakhstan has introduced an ecd 
education module to increase parents’ under-
standing of their children’s psycho-social and 
cognitive developmental needs—without 
additional costs. The Care for Development 
Module of the imci Training Package, jointly 
developed by who and unicef, were used 
as the basic training package. The project is 
supported jointly by who and unicef, and 
is carried out under the leadership of the 
Kazakhstani Ministry of Health. It builds 
on the country’s existing hcss, and aims at 
improving the capacity of service providers. 
During implementation, the program involves 
local medical training institutions, local 
administration, and community participation. 
Nurses visit newborn babies almost every 
week during the first month, and regularly 
afterwards. A Healthy Life Style Center is also 
involved in knowledge development, training, 
monitoring, and evaluation. The Healthy Life 
Style Centre is a semi-governmental training 
centre with strong academic links to the 
medical and social research institutions. This 
program has recently been evaluated and the 
report will be available soon.

This program, and several similar initia-
tives supported by international ngos, the 
World Bank and others, can play an important 
role in furthering Kazakhstan’s hcs reform.

australia

Maternal and child health/community nurses 
visit young children regularly over the first 5 
years of life in Australia,26 and one of the goals 
of this activity is to promote ecd. In addition 
to monitoring development and responding to 
any parental concerns about development and 
behaviour, many nurses provide anticipatory 
guidance and suggest ways of promoting 
development. They run first-time mothers’ 
groups, and provide parents with a range of 
written materials about ecd.

Community Development 
Empowerment (CDE)

The Community Development 
Empowerment (cde) Program in Malaysia 

was established to address the needs of 
children and families in resource-poor 
communities in an attempt to improve the 
environment within which children are 
raised. cde includes the following activities:
•	 expanding preschool programs with emphasis 

on stimulating cognitive, physical, and socio-
emotional development

•	 health care workers conducting meetings with 
community members to identify and map the 
existing formal and informal services that meet 
the particular needs of families

Once identified, the priorities for the com-
munities are to establish a childcare program 
and immunization plan for young children, 
as well as income-generating activities for 
women and single mothers. Parents partici-
pated in the development and coordination of 
the interventions, such as pediatric assess-
ment, educational services, intervention 
services, and childcare coordination. A major 
feature of the program was to strengthen 
the links between parental values, the 
community’s social structure, and the hcs. 
This program builds on existing community 
resources and has been shown to be cost 
effective. cde addresses children’s particular 
ecd needs in combination with health care 
services and programs, and supports mothers 
to engage in income-producing activities.
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Equal Access: Using Communications 
to Reach Parents and Communities 
on Early Child Development 
in Nepal: Kheldai Sikdai 
(“Learning while Playing”)

The Equal Access Initiative uses appropriate 
and low cost technology (satellite broadcast-
ing, am/fm broadcasts) and community 
outreach to disseminate information to 
families living in remote rural areas. Equal 
Access creates customized communication 
strategies and outreach solutions on a range 
of topics—prevention of hiv/aids, women’s 
health, and ecd. By designing and producing 
compelling local language audio and mul-
timedia programs in-country, the program 
educates and catalyzes behaviour change in 
target audiences.

A new ecd radio program called Kheldai 
Sikdai (“Learning While Playing”) is now 
broadcast in Nepal via FM and satellite radio 
to ecd centers and a broadcast audience of 
millions. Kheldai Sikdai helps parents and 
communities create positive environments 
for children under the age of six. Through the 
program, parents learn about the importance 
of their children’s intellectual and emotional 
development. This entertaining and engaging 
program reaches out to parents and workers in 
children’s centers with ways to better identify, 
address, and support the needs of children. 
By bringing together educators, parents and 
trained ecd facilitators, “Learning while 
Playing” transforms the underlying lack of 
knowledge about ecd that perpetuates cycles 
of poverty throughout Nepal. While frankly 
discussing and contextualizing the impact of 
child rights, play-based learning, and parental 
and community roles in a child’s education, 
the programs work to transform the way in 
which children’s early education is conceived 
and implemented. A large part of this effort is 
working with educators and parents to move 
beyond the traditional rote teaching methods 
often referred to as the “three R’s: Reading, 
Riting and ‘Rithmatic” and to convince 
parents that quality play-based programs, 
stories, and songs are appropriate, valid, and 
accelerate children’s intellectual development. 
Additionally, the programs use interviews 

with community members and education 
specialists, as well as songs and stories, to 
transform the mentality of educators, the 
government, and—most importantly—the 
parents of young children throughout Nepal, 
by creating an understanding of the appropri-
ateness and long-lasting positive benefits of 
ecd programs for children prior to attending 
primary school. Episodes also discuss topics 
like safe motherhood, nutrition, and immuni-
zation. [183]

Village-Based ecd Curriculum 
Development in Lao pdr

The Women’s Development Project worked 
to promote various development initia-
tives for women in five provinces of Lao 
pdr . After five years, interest developed 
and a need was identified to more directly 
address child development issues. The 
Early Childhood and Family Development 
Project (ecfd) grew out of this experience. 
Project Planning Workshops for ecfd were 
organized in villages in the initial steps of 
development and implementation. Village-
level planning resulted in agreement on 
needs and objectives, an understanding of 
overall design, assessments of resources and 
constraints, activity planning, setting up the 
project committee, and criteria for selecting 
village volunteers. The community-based 
curriculum development process focused on 
participatory input at the local level to create 
a curriculum that could be adapted to the 
particular needs of different ethnic groups. 
The process focused on village data collection 
and needs assessment. Analysis of existing 
traditional knowledge was used as a basis for 
curriculum development. One of the most 
unique activities in the Lao PDR experience 
was a village engagement agreement signed by 
village members and the village development 
committee. It was based on a child rights 
framework and included actions that could be 
taken immediately while waiting for needed 
external assistance. [280].
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Reach Out and Read

Reach Out and Read (ror) is a U.S. national 
non-profit organization that promotes early 
literacy by giving new books to children 
and advice to parents attending pediatric 
examinations about the importance of reading 
aloud. ror programs make early literacy a 
standard part of pediatric primary care and 
as such are a point of contact with the hcss, 
one that has proven to support children’s early 
development. Following the ror model, phy-
sicians and nurses advise parents that reading 
aloud is the most important thing they can 
do to help their children love books and to 
start school ready to learn. Pediatricians and 
other clinicians are trained in the three-part 
ror model in an effort to promote pediatric 
literacy:
1. 	 At every well-child check-up, doctors and 

nurses encourage parents to read aloud to their 
young children, and offer age-appropriate tips 
and encouragement. Parents who may have 
difficulty reading are encouraged to invent their 
own stories to go with picture books and spend 
time naming objects with their children.

2. 	 Providers give every child between the ages of 
six months and five years new, developmentally 
appropriate children’s book to keep.

3. 	 In literacy-rich waiting room environments, 
often with volunteer readers, parents and chil-
dren learn about the pleasures and techniques 
of looking at books together.

Research findings evaluating the impact of 
ror’s efforts have been remarkably consistent. 
Compared to families that have not par-
ticipated in ror, parents who have received 
the ror intervention are significantly more 
likely to read to their children and have more 
children’s books in the home. Most impor-
tantly, studies examining language in young 
children found an association between the 
ror intervention and statistically significant 
improvements in preschool language scores, a 
good predictor of later literacy success.

There are currently ror program sites 
located in all 50 states, the District of 
Columbia, Puerto Rico, the U.S. Virgin 
Islands, and Guam. ror programs are housed 
at hospitals, health centers, and private 
pediatric practices. (Source: http://www.
reachoutandread.org/index.html)
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integrated family-based ecd (ifbecd) 	

In Thailand, several local and International 
organizations, for example, unicef, Christian 
Children’s Foundation, and Save the Children, 
in collaboration with the Department of 
Health in the Ministry of Public Health 
and local universities, have supported the 
development the Integrated Family-Based 
ecd (ifbecd) project, which has been in effect 
since 1990. The project operates out of child 
health centres and involves collaboration 
between experienced mothers (who volunteer 
as ambassadors), the hcs, and the broader 
community (e.g., universities, other educa-
tional centers, not-for-profit organizations). 
Each ambassador works with five families in 
her neighbourhood and provides the mothers 
with information and advice about child 
health, nutrition, and development in a range 
of settings such as in peoples’ homes or at a 
local market. Monthly training sessions (on 
issues such as family life, child development, 
infant care, etc.) and meetings are held in local 
departments of health to update the ambas-
sadors on new information and materials in 
relation to child health and development. The 
approach is especially useful because older 
children frequently provide some care for their 
younger siblings or neighbours in Thailand the 
ambassadors also provide necessary informa-
tion about the importance of child health, 
nutrition, and developmental issues to these 
older children. In one of the more “hands-on” 
lessons, students in the 5th and 6th grades 
work with and learn from the ambassador 
about how to determine the vaccination status 
and developmental progress of the younger 
children in their families. All these educa-
tional and training initiatives are coordinated 
through the Ministry of Public Health. In this 
case positive programme evaluations resulted 
in expansion of the programme to ages 0 - 18 
years but in doing so the programme became 
diluted and is no longer functioning. 
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Appendix C

Immunization 
 

expanded programme on immunization

The who’s Expanded Programme on 
Immunization (epi) was originally launched 
in 1976, at a time when less than 5% of the 
world’s children received immunization 
against the six most easily preventable 
diseases: diphtheria, tetanus, pertussis 
(whooping cough), polio, measles, and tuber-
culosis. Over the past 30 years, the epi has 
increased its coverage to the point where there 
are now an estimated 500 million immuniza-
tion contacts with children around the world 
on an annual basis. Disease prevention is a 
major component of reducing child mortality, 
and the long-term international success 
of the epi has resulted in significant and 
measurable reductions in preventable disease. 
The long-term success and scale of the epi is 
now providing a framework within which to 
introduce other children’s health services. 

The scale of the who’s epi, as well as 
its near-universal coverage, are now being 
recognized as potentially valuable opportuni-
ties with which to bundle other child health 
promotion activities. The time at which 90% 
of the world’s children receive immunization, 
usually within their first two years of life, 
is a potential contact point for other health 
interventions or monitoring. Kenya has been 
especially proactive in utilizing this early 
contact point. The Kenyan Ministry of Health 
has recently decided to collect information 
about a few developmental indicators during 
immunization visits as a way of monitoring 
the progress of ecd in Kenya, on a population 
basis. Immunization visits are also viewed 
as an opportunity to distribute information 
about ecd and infant health to parents 
(personal communication, Annah Wamae). 
Other innovative projects that use immuniza-
tion visits as the key contact point within 
the health sector include the large-scale 
distribution of insecticide-treated bed nets in 
Togo, designed to further reduce the spread of 
diseases like malaria. 

The importance of universal immunization 
programs, both in terms of reducing child-
hood disease and providing opportunities 
for additional early childhood interventions, 

should not be underestimated. Immunization 
programs are often reliant upon a combination 
of public, private, national, and international 
funding sources, and as such these programs 
often compete with other programs and 
priorities of national health agendas. While 
the 30-year history of epi has yielded world-
wide success, variations and fluctuations in 
immunization coverage at the national level 
indicate the difficulty involved in maintaining 
the universality of immunization programs.

integrated child 
development services 

Another similar initiative in India, Integrated 
Child Development Services (icds), is a multi 
dimensional, community based effort aimed 
at improving the quality of life of women 
and children living in poverty. The program 
grew out of the recognition that all infants 
require developmental assessment, and that 
the established immunization clinic offered a 
point of contact with the hcs. As such, a more 
comprehensive ecd program was established. 
The clinics function in connection with 
health facilities’ during babies’ immunization 
visits, mothers are given information about 
development, a Developmental Observation 
Card (doc) to help them monitor their infant’s 
development, and an opportunity to seek 
detailed assessment guidance if necessary. 
The aim of the plan is to empower families, in 
particular mothers, to learn more about their 
infants’ health and developmental issues by 
offering on-site education and the possibility 
of follow-up home visits. 

As immunization programs become 
coupled with other child health services, such 
as early childhood interventions and ecd 
monitoring, there may be increased oppor-
tunities to find permanent public funding for 
these programs.
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Appendix D:  
Population-based  
Measurement of Early Child 
Development from a  
National Perspective

In the international development com-
munity, there have been multiple efforts to 
assess social welfare in ways that facilitate 
comparison across societies. To date, many 
approaches have been developed, each 
with its own set of assumptions regarding 
the factors that contribute to, and reflect, 
well-being. The World Health Organization 
(who) Commission on Social Determinants 
of Health, Knowledge Network on Early 
Child Development, proposes that ecd is 
an outcome (or rather, a set of outcomes) 
that is fundamentally reflective of the social 
success of societies. ecd is also an indicator of 
future societal success, as it is associated with 
learning skills, health, and other measures of 
well-being throughout the lifecourse; as such, 
it can be considered a fundamental measure 
of the potential for societies to flourish in 
multiple social domains. The extent to which 
a nation provides opportunities for healthy 
child development is the extent to which the 
well-being of its most vulnerable members is 
supported. 

Prior literature suggests that individuals 
within societies are differentially affected 
by adverse conditions such as lower levels of 
gdp, high levels of income inequality, and the 
like. We suggest here that children are often 
a vulnerable group, due to a variety of factors, 
from their stage of biological development, 
to their compromised ability to exercise life 
choices. Knowledge of ecd levels in a society 
provides a direct measure of societal welfare 
by highlighting well-being during the early 
years, but in the process also addresses societ-
ies’ future prospects for well-being. Thus, we 
are promoting population-based measure-
ment of ecd with the aim of constructing a 
globally accepted social indicator. 

Despite an extensive literature review, 
we have been unable to locate prior efforts to 

frame ecd in this manner. The reason seems 
to be that, until now, ecd research has been 
an individual-oriented field, dominated by 
psychological and educational approaches 
and focused on curriculum and programme 
implementation strategies. The advent of the 
Knowledge Hub on ecd, under the auspices 
of the who’s csdh provides an opportu-
nity to add a different perspective—the 
population health perspective—to the mix. 
Population health sees ecd as a social deter-
minant of health, requiring that we come to 
understand, through acts of measurement, 
where systematic differences in the prospects 
for healthy child development are emerging 
among clearly defined populations of children 
around the world. Once identified, these 
systematic differences become the basis for 
understanding the modifiable determinants 
of ecd, for measuring progress in ecd over 
time, and for measuring equity of access to 
the conditions that support healthy child 
development.

Coming to agreement on an internation-
ally comparable ecd indicator will not be 
easy. The indicator must meet the following 
criteria:
•	 encompass those domains of early child 

development that influence health, well-being, 
learning, and behaviour across the lifecourse

•	 be based upon a common international concep-
tion of the relevant domains of ecd, consensus 
as to the specific elements within each domain 
that must be measured the same way everywhere 
in the world, and recognition of those elements 
that are distinct in different contexts

•	 notwithstanding the above challenges, be 
transferable to diverse global contexts, 
recognizing that the conditions under which 
children are dying are the same conditions 
under which children are living

•	 provide valid and comparable information for 
children of a given age, regardless of whether or 
not they are in school

In light of these challenges, the ecd indi-
cator cannot be a single attribute, like infant 
mortality; instead, it must tap into multiple 
attributes of child development. Perhaps 
the most notable successful precedent on 
the international stage to date is the Human 
Development Index (hdi), introduced by the 
United Nations Development Programme 
(undp) in 1990. The hdi assesses the status 
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of societal welfare using a composite score 
based on three measures: life expectancy, 
adult literacy, and purchasing power adjusted 
per capita gross domestic product. It is fair to 
say that the hdi has had a marked influence 
on discourse regarding international develop-
ment. With respect to ecd, the multiple 
attributes must be broad enough to meet the 
first criterion above; that is, to encompass 
those domains of early development that 
influence health, well-being, learning, and 
behaviour across the lifecourse. In practice, 
there are three broad domains of develop-
ment that meet this criterion: physical, 
language–cognitive, and social–emotional. 

The process of reducing such diverse 
domains as physical, social–emotional, and 
language–cognitive development to a single, 
transferable, and comparable index is known 
as “commensuration.” That is to say, by 
reducing each domain to a number, we can 
then compare them directly with one another 
and, by reducing these numbers to a single 
multi-attribute index, we can compare ecd 
across societies, just like we currently do with 
infant mortality. Calls for commensuration 
are obviously controversial and have caused 
intellectual divisions for as long as there has 
been intellectual discourse. For example, 
Plato was in favour of commensuration and 
Aristotle was opposed to it. Not surprisingly, 
this division is alive and well in the ecd 
international development community 
today. The four criteria listed above reflect a 
compromise between—on the one hand—the 
need to succeed in an act of commensura-
tion, in order to allow ecd to compete with 
other childhood priorities (like survival) on 
an “epistemologically level playing field” 
while—on the other hand—not letting the 
reductionist tendency necessary for commen-
suration to somehow defeat global diversity 
by making ecd appear to be a matter of “one 
size fits all.”

Appendix D



Total Environment Assessment Model 
for Early Child Development

101

References

1.	 (oecd), S.C.a.O.f.E.C.a.D., Literacy, economy 
and society. 1995, oecd: Paris.

2.	 unesco. 2007.

3.	 Grantham-McGregor, S.M., et al., Effects of 
early childhood supplementation with and 
without stimulation on later development in 
stunted Jamaican children. Am J Clin Nutr, 
1997. 66(2): p. 247-53.

4.	 Bronfenbrenner, U., The ecology of human 
development: Experiments by nature and 
design. . 1979, Cambridge, MA: Harvard 
University Press.

5.	 M, D.F.E.T.a.W., Chapter 2: The social basis 
of disparities in Challenging health inequities: 
from ethics to action, E.T.W.M.D.F.B.A.W. M, 
Editor. 2001, Oxford University Press.: New 
York.

6.	 Gunning-Schepers, L.J., Models: instru-
ments for evidence based policy. J Epidemiol 
Community Health, 1999. 53(5): p. 263.

7.	 Dahlgren, G.W., M, Policies and strategies 
to promote social equity in health. 1991: 
Stockholm: Institute of Futures Studies.

8.	 Mackenbach, J.P., H. van de Mheen, and K. 
Stronks, A prospective cohort study inves-
tigating the explanation of socio-economic 
inequalities in health in The Netherlands. Soc 
Sci Med, 1994. 38(2): p. 299-308.

9.	 E Brunner, M.M., M Marmot, RG Wilkinson 
Social determinants of health, ed. W.R. 
Marmot M. 1999: Oxford University Press.

10.	 Health., C.o.S.D.o., Towards a Conceptual 
Framework for Analysis and Action on the 
Social Determinants of Health.Discussion 
Paper for the Commission on Social 
Determinants of Health. . July 1, 2005 

11.	 Keating, D.P.H., C., Modernity’s paradox, 
in Developmental Health and the Wealth of 
Nations Social, Biological, and Educational 
Dynamics, D.P.K.a.C. Hertzman, Editor. 1999 
Guilford Press.: New York: . p. pp. 1-18.

12.	 Power, C.a.H., C. , Health, well-being, and 
coping skills, in Developmental health and 
the wealth of nations: Social, Biological, and 
Educational Dynamics I.D.P.K.C.H. (Eds.), 
Editor. 1999, Guilford Press.: New York: . p. 
(pp. 41-54). 

13.	 Eisenberg, L., The social construction of the 
human brain. Am J Psychiatry, 1995. 152(11): 
p. 1563-75.

14.	 Durston, S., et al., Anatomical MRI of the 
developing human brain: what have we 
learned? J Am Acad Child Adolesc Psychiatry, 
2001. 40(9): p. 1012-20.

15.	 Cynader, M.S., & Frost, B. J., Mechanisms 
of brain development: Neuronal sculpting 
by the physical and social environment, in 
Development health and the wealth of nations: 
Social, biological, and educational dynamics 
I.D.K.C.H. (Eds), Editor. 1999, Guilford Press: 
New York. p. pp.153-184.

16.	 Thompson, R.A., Development in the first 
years of life. Future Child, 2001. 11(1): p. 
20-33.

17.	 DiPietro, J.A., Baby and the brain: advances in 
child development. Annu Rev Public Health, 
2000. 21: p. 455-71.

18.	 Hertzman, C., The case for an early childhood 
development strategy. Isuma: Canadian 
Journal of Policy Research, 2000. 1(2): p. 
11-18.

19.	 unicef. 2006.

20.	 Leventhal, T.B.-G., J, The neighborhoods they 
live in: the effects of neighborhood residence on 
child and adolescent. Psychological Bulletin, 
2000. 126(2): p. 309-337.

21.	 Adler, N.E., et al., SOCIOECONOMIC 
STATUS AND HEALTH IN INDUSTRIAL 
NATIONS: SOCIAL, PSYCHOLOGICAL, 
AND BIOLOGICAL PATHWAYS Annals 
of the New York Academy of Sciences., Dec 
1999. 896.

22.	 Child, U.N.C.o.t.R.o.t., UN General Assembly 
Document A/RES/44/25 . 1989.

23.	 Irwin, L.G., & Johnson, J. L. , Interviewing 
young children: Explicating our practices and 
dilemmas. . Qualitative Health Research, 
2005. 15(6): p. 821-83.

24.	 James, A., & Prout, A. , Constructing and 
reconstructing childhood, in Contemporary 
issues in the sociological study of childhood. 
1990, London: Farmer Press.

25.	 Mayall, B., Children’s childhoods: Observed 
and experienced. 1994: London: Farmer Press.

26.	 Alderson, P., Listening to children: Children, 
ethics and social research. . 1995, London: 
Barnardos.

References



102

27.	 Alldred, P., Ethnography and discourse 
analysis: Dilemmas in representing the voices 
of children, in Feminist dilemmas in qualita-
tive research J.R.R. Edwards, Editor. 1998: 
Thousand Oaks, CA: Sage. p. (pp. 147-170). 

28.	 McCulloch, A. and H.E. Joshi, Neighbourhood 
and family influences on the cognitive ability 
of children in the British National Child 
Development Study. Soc Sci Med, 2001. 53(5): 
p. 579-91.

29.	 J. Anarfi, S.G., I. Hashim, V Iversen, S. Khair, 
S. Kwankye, C. Addoquaye Tagoe, D. Thorsen, 
& A. Whitehead, Voices of Child Migrants “A 
Better Understanding of How Life Is” 2005, 
Development Research Center on Migration, 
Globalization & Poverty.

30.	 Suomi, S.J., Developmental trajectories, early 
experiences and community consequences. 
Lessons from studies with Rhesus monkeys, 
in Developmental health and the wealth of 
Nations. , D.a.H. In: Keating, C. (Eds.) Editor. 
1999, NY: Guilford Press.: New York.

31.	 Schino, G. and A. Troisi, Neonatal abandon-
ment in Japanese macaques. Am J Phys 
Anthropol, 2005. 126(4): p. 447-52.

32.	 Mineka, S.S., Stephen J., Social Separation in 
Monkeys. Psychological Bulletin, Nov 1978. 
85(6): p. 1376-1400.

33.	 Francis, D.D., Diorio, J., Liu, D., Meaney, M.J., 
Nongenomic transmission across generations 
in maternal behavior and stress responses in the 
rat. . Science, 1999. 286:: p. 1155-1158.

34.	 Gunnar, M.R., et al., Salivary cortisol levels in 
children adopted from romanian orphanages. 
Dev Psychopathol, 2001. 13(3): p. 611-28.

35.	 McArdle, P., Children’s play. Child:Care, 
Health & Development, 2003. 27(6): p. 
509-514.

36.	 Brooks-Gunn, J., , Duncan, G.J., and Maritato, 
N., Poor Families, Poor Outcomes: The Well-
Being of Children and Youth. , in Consequences 
of Growing Up Poor, I.G.D.a.J.B.-G. (Eds), 
Editor. 1997, NY: Russell Sage Foundation: 
New York.

37.	 Houweling, T.A., et al., Determinants of 
under-5 mortality among the poor and the 
rich: a cross-national analysis of 43 developing 
countries. Int J Epidemiol, 2005. 34(6): p. 
1257-65.

38.	 Houweling, T.A., A.E. Kunst, and J.P. 
Mackenbach, Measuring health inequality 
among children in developing countries: does 
the choice of the indicator of economic status 
matter? Int J Equity Health, 2003. 2(1): p. 8.

39.	 Cadwell, J.C., Education as a factor in mortal-
ity decline. Population Studies, 1979. 33: p. 
395-413.

40.	 Cadwell, J.C., How is greater maternal 
education translated into lower child mortality. 
Health Transition Review, 1994. 4: p. 224-29.

41.	 Cadwell, J.C.a.P.C., Women’s position 
and child mortality and morbidity in less 
developed countries, in Women’s position 
and Demographic change, K.O.M.a.S.S. N. 
Federici, Editor. 1993, Clarendon Press: 
Oxford.

42.	 Bank, T.W., World Development Report 1993: 
Investing in Health. 1993, New York: Oxford 
University Press.

43.	 Bradley, R.H. and R.F. Corwyn, 
Socioeconomic status and child development. 
Annu Rev Psychol, 2002. 53: p. 371-99.

44.	 Medicine, N.R.C.a.I.o., From Neurons to 
Neighborhoods: The Science of Early Childhood 
Development. Committee on Integrating the 
Science of Early Childhood Development. 
. Board on Children, Youth, and Families, 
Commission on Behavioral and Social 
Sciences and Education. : , ed. E. Jack P. 
Shonkoff and Deborah A. Phillips. 2000, 
Washington, D.C.: National Academy Press.

45.	 Jack P. Shonkoff and Deborah A. Phillips, 
E.C.o.I.t.S.o.E.C.D., From Neurons to 
Neighborhoods: The Science of Early Childhood 
Development, Y. Board on Children, and 
Families, Commission on Behavioral and 
Social Sciences and Education. , Editor. 2000, 
Washington, D.C.: National Academy Press.

46.	 Storch, S.A. and G.J. Whitehurst, The role of 
family and home in the literacy development of 
children from low-income backgrounds. New 
Dir Child Adolesc Dev, 2001(92): p. 53-71; 
discussion 91-8.

47.	 Hertzman, C. and M. Wiens, Child develop-
ment and long-term outcomes: a population 
health perspective and summary of successful 
interventions. Soc Sci Med, 1996. 43(7): p. 
1083-95.

48.	 Cherlin, A.J., Going to extremes: family 
structure, children’s well-being, and social 
science. Demography, 1999. 36(4): p. 421-8.

References



Total Environment Assessment Model 
for Early Child Development

103

49.	 Parke, R.D., Development in the family. Annu 
Rev Psychol, 2004. 55: p. 365-99.

50.	 Foster, G. and J. Williamson, A review of 
current literature on the impact of hiv/aids 
on children in sub-Saharan Africa. Aids, 2000. 
14 Suppl 3: p. S275-84.

51.	 Kerr, M.A., J.L. Bogues, and D.S. Kerr, 
Psychosocial functioning of mothers of 
malnourished children. Pediatrics, 1978. 62(5): 
p. 778-84.

52.	 Rahman, A., R. Harrington, and J. Bunn, Can 
maternal depression increase infant risk of 
illness and growth impairment in developing 
countries? Child Care Health Dev, 2002. 
28(1): p. 51-6.

53.	 Anderson, C.A. and C.L. Hammen, 
Psychosocial outcomes of children of unipolar 
depressed, bipolar, medically ill, and normal 
women: a longitudinal study. J Consult Clin 
Psychol, 1993. 61(3): p. 448-54.

54.	 Miranda, D.R., A. de Rijk, and W. Schaufeli, 
Simplified Therapeutic Intervention Scoring 
System: the TISS-28 items--results from a 
multicenter study. Crit Care Med, 1996. 24(1): 
p. 64-73.

55.	 Kaplan, B.J., Beardslee, W.R & Keller M,B, 
Intellectual competence of childeren with 
depressed parents. Journal of clinical child 
psychology, 1987. 16: p. 158-163.

56.	 Billings, A.G. and R.H. Moos, Comparisons of 
children of depressed and nondepressed parents: 
a social-environmental perspective. J Abnorm 
Child Psychol, 1983. 11(4): p. 463-85.

57.	 Milberger, S., et al., Is maternal smoking 
during pregnancy a risk factor for attention 
deficit hyperactivity disorder in children? Am J 
Psychiatry, 1996. 153(9): p. 1138-42.

58.	 Bettes, B.A., Maternal depression and 
motherese: temporal and intonational features. 
Child Dev, 1988. 59(4): p. 1089-96.

59.	 Field T, H.B., LeBlanc W, Behavious state 
matching and synchrony in mother-infant 
interaction of non-depressed versus depressed 
dyads. Dev Psychology, 1990. 26: p. 7-14.

60.	 Livingood, A.B., P. Daen, and B.D. Smith, The 
depressed mother as a source of stimulation 
for her infant. J Clin Psychol, 1983. 39(3): p. 
369-75.

61.	 Goodman, S.H., et al., Assessing levels of 
adaptive functioning: the Role Functioning 
Scale. Community Ment Health J, 1993. 29(2): 
p. 119-31.

62.	 Secretary-General, The role of men and 
boys in achieving gender equality 2004, 
UN COMMISSION ON THE STATUS OF 
WOMEN (CSW).

63.	 Dunn, J.R., Housing and health inequalities: 
Review and prospects for research. Housing 
Studies, 2000. 15(3): p. 341-366.

64.	 Litonjua, A.A., et al., Race, socioeconomic 
factors, and area of residence are associated 
with asthma prevalence. Pediatr Pulmonol, 
1999. 28(6): p. 394-401.

65.	 D, H., Mental Health and built environment. 
1995.

66.	 Fuller, T.D., et al., Housing, stress, and physical 
well-being: evidence from Thailand. Soc Sci 
Med, 1993. 36(11): p. 1417-28.

67.	 Hopton J, H.S., Housing conditions and mental 
health in a disadvantaged area in Scotland. 
Journal of epidemiology and community 
health, 1996(b). 50(1): p. 55-61.

68.	 Repetti, R.L., S.E. Taylor, and T.E. Seeman, 
Risky families: family social environments and 
the mental and physical health of offspring. 
Psychol Bull, 2002. 128(2): p. 330-66.

69.	 Adler, N.E., et al., Socioeconomic status and 
health. The challenge of the gradient. Am 
Psychol, 1994. 49(1): p. 15-24.

70.	 Braveman, P. and E. Tarimo, Social inequalities 
in health within countries: not only an issue for 
affluent nations. Soc Sci Med, 2002. 54(11): p. 
1621-35.

71.	 Buchmann, C.a.H., E., Education and 
stratification in developing countries: A review 
of theories and research. Annual Review of 
Sociology 2001. 27: p. 77-102.

72.	 Kunst, A.E., J.J. Geurts, and J. van den Berg, 
International variation in socioeconomic 
inequalities in self reported health. J Epidemiol 
Community Health, 1995. 49(2): p. 117-23.

73.	 Kunst, A.E., F. Groenhof, and J.P. Mackenbach, 
Mortality by occupational class among men 
30-64 years in 11 European countries. EU 
Working Group on Socioeconomic Inequalities 
in Health. Soc Sci Med, 1998. 46(11): p. 
1459-76.

74.	 Kunst, A.E. and J.P. Mackenbach, International 
variation in the size of mortality differences 
associated with occupational status. Int J 
Epidemiol, 1994. 23(4): p. 742-50.

References	



104

75.	 Kunst, A.E. and J.P. Mackenbach, The size of 
mortality differences associated with educa-
tional level in nine industrialized countries. 
Am J Public Health, 1994. 84(6): p. 932-7.

76.	 Lahelma, E., et al., Comparisons of inequalities 
in health: evidence from national surveys in 
Finland, Norway and Sweden. Soc Sci Med, 
1994. 38(4): p. 517-24.

77.	 Siddiqi, A.a.H., C. , The impact of slow-moving 
processes on population health trends: A 
comparative perspective of socio-political 
determinants in Canada versus the United 
States. Social Science & Medicine, 2007.

78.	 Mackenbach, J.P., et al., Socioeconomic 
inequalities in cardiovascular disease mortal-
ity; an international study. Eur Heart J, 2000. 
21(14): p. 1141-51.

79.	 Marmot, M.G., M. Kogevinas, and M.A. 
Elston, Social/economic status and disease. 
Annu Rev Public Health, 1987. 8: p. 111-35.

80.	 Vagero, D. and O. Lundberg, Health inequali-
ties in Britain and Sweden. Lancet, 1989. 
2(8653): p. 35-6.

81.	 Wagstaff, A., P. Paci, and E. van Doorslaer, On 
the measurement of inequalities in health. Soc 
Sci Med, 1991. 33(5): p. 545-57.

82.	 van Doorslaer, E., et al., Income-related 
inequalities in health: some international 
comparisons. J Health Econ, 1997. 16(1): p. 
93-112.

83.	 Marmot, M.G., et al., Health inequalities 
among British civil servants: the Whitehall II 
study. Lancet, 1991. 337(8754): p. 1387-93.

84.	 Antonovsky, A., Social class, life expectancy 
and overall mortality. Milbank Mem Fund Q , 
1967. 45(2): p. 31-73.

85.	 T. Houweling, A.K., J. Mackenbach, World 
Health Report 2000: inequality index and 
socioeconomic inequalities in mortality. The 
Lancet. 357(9269): p. 1671-1671.

86.	 Larrea, C. and W. Freire, Social inequality and 
child malnutrition in four Andean countries. 
Rev Panam Salud Publica, 2002. 11(5-6): p. 
356-64.

87.	 Weitzman, M., S. Gortmaker, and A. Sobol, 
Racial, social, and environmental risks for 
childhood asthma. Am J Dis Child, 1990. 
144(11): p. 1189-94.

88.	 Guralnik, J.M. and S.G. Leveille, Race, 
ethnicity, and health outcomes--unraveling the 
mediating role of socioeconomic status. Am J 
Public Health, 1997. 87(5): p. 728-30.

89.	 Ernst, P., et al., Socioeconomic status and 
indicators of asthma in children. Am J Respir 
Crit Care Med, 1995. 152(2): p. 570-5.

90.	 Houweling, T.A., et al., Determinants of 
under-5 mortality among the poor and the 
rich: a cross-national analysis of 43 developing 
countries. Int J Epidemiol, 2005. 34(6): p. 
1257-65.

91.	 Judith R. Smith, J.B.-G.a.P.K.K., 
Consequences of living in poverty for young 
children’s cognitive and verbal ability and 
early school achievement in Consequences of 
Growing up poor G.J.D.a.J. Brooks-Gunn, 
Editor.

92.	 JD, W., Learning Divides: Ten Policy Questions 
About the Performance and Equity of Schools 
and Schooling Systems. 2006, UIS Working 
Paper No. 5. Montreal: unesco Insittute for 
Statistics.

93.	 Lawlor, D.A., et al., Association of socioeco-
nomic position with insulin resistance among 
children from Denmark, Estonia, and Portugal: 
cross sectional study. Bmj, 2005. 331(7510): p. 
183.

94.	 (APHRC), A.P.a.H.R.C., Population and 
Health Dynamics in Nairobi’s Informal 
Settlements. Nairobi: African Population 
and Health Research Center. , A.P.a.H.R.C. 
(APHRC), Editor. 2002.

95.	 Mugisha, F., Urbanization and poverty: 
addressing inequities- experience of APHRC 
and GEGA in addressing social determinants 
of health in Kenya, in Civil Society National 
Consultation Meeting. June 22nd, 2006: Pan 
African Hotel. Nairobi, Kenya.

96.	 Goldman, N., Social inequalities in health 
disentangling the underlying mechanisms. Ann 
N Y Acad Sci, 2001. 954: p. 118-39.

97.	 Benzeval, M. and K. Judge, Income and health: 
the time dimension. Soc Sci Med, 2001. 52(9): 
p. 1371-90.

98.	 Feinstein, J.S., The relationship between 
socioeconomic status and health: a review 
of the literature. Milbank Q , 1993. 71(2): p. 
279-322.

99.	 Hertzman, C., et al., Using an interactive 
framework of society and lifecourse to explain 
self-rated health in early adulthood. Soc Sci 
Med, 2001. 53(12): p. 1575-85.

100.	Smeeding, T., and Ross, K., Social Protection 
for the Poor in the Developed World: The 
Evidence from LIS. , in Luxembourg Income 
Study Working Paper. . 1999.

References



Total Environment Assessment Model 
for Early Child Development

105

101.	 Beaujot, R.a.L., J. 2002, Children, Social 
Assistance and Outcomes: Cross National 
Comparisons, in Luxembourg Income Study 
Working Paper. . June 2002.

102.	I., K., Income Inequality and Health., in Social 
Epidemiology. , L.B.a.I.K. (Eds). Editor. 2000, 
Oxford University Press.: New York: .

103.	Kawachi, I.a.B., L.F. (Eds). Neighborhoods 
and Health. 2003, New York, NY: Oxford 
University Press.

104.	Evans, G.W. and E. Kantrowitz, 
Socioeconomic status and health: the potential 
role of environmental risk exposure. Annu Rev 
Public Health, 2002. 23: p. 303-31.

105.	Coleman, J.C., Social capital in the creation of 
human capital. American Journal of Sociology, 
1988. 94: p. S95-S120.

106.	Bourdieu, P., Trans. R. Nice. , A Social Critique 
of the Judgement of Taste. 1984, London: 
Routledge.

107.	 Putnam, R., Bowling Alone : The Collapse and 
Revival of American Community. 2000: Simon 
& Schuster.

108.	Sampson, R.J., Morenoff, J.D., and Earls, 
F., Beyond social capital: Spatial dynamics 
of collective efficacy for children. American 
Sociological Review., 1999. 64(5): p. 633-660.

109.	Carter, M.R.a.M., J.A., Social capital and 
coping with economic shocks: An analysis of 
stunting of South African children. World 
Development., 2003. 31(7): p. 1147-1163.

110.	 Fry. S., C., B., and Olivola, K., Health of 
children living in urban slums in Asia and the 
Near East: review of existing literature and 
data. Environmental Health Project. . May 
2002.

111.	 Gracey, M., Child health in an urbanizing 
world. Acta Paediatr, 2002. 91(1): p. 1-8.

112.	 Pan, R.J., et al., Building healthier communities 
for children and families: applying asset-based 
community development to community 
pediatrics. Pediatrics, 2005. 115(4 Suppl): p. 
1185-7.

113.	 Kretzmann, J.P.a.M., J.L., Building com-
munities from the inside out: A path toward 
finding and mobilizing a community’s assets. 
1993, Evanston, IL: Asset-Based Community 
Development Institute, Institute for Policy 
Research. Northwestern University.

114.	Horsley, K. and S.J. Ciske, From neurons to 
King County neighborhoods: partnering to 
promote policies based on the science of early 
childhood development. Am J Public Health, 
2005. 95(4): p. 562-7.

115.	 LK, E.C.a.G., Religious involvement, social 
ties, and social support in a southeastern 
community. . Journal for the Scientific Study of 
Religion. , 1994. . 33(1): p. 46-61.

116.	 Berkman, L.a.G., T, Social Intergraion, Social 
Networks, Social Support and, Health, in 
Social Epidemiology, L.a.K. Berkman, I, Editor. 
2000, Oxford University Press: New York.

117.	 http://web.amnesty.org/library/index/
ENGACT770061997. [cited].

118.	 Toubia, N., Female circumcision as a public 
health issue. N Engl J Med, 1994. 331(11): p. 
712-6.

119.	 Hellsten, S.K., Rationalising circumcision: 
from tradition to fashion, from public health to 
individual freedom--critical notes on cultural 
persistence of the practice of genital mutilation. 
J Med Ethics, 2004. 30(3): p. 248-53.

120.	Berkman, L.F., L. Leo-Summers, and R.I. 
Horwitz, Emotional support and survival 
after myocardial infarction. A prospective, 
population-based study of the elderly. Ann 
Intern Med, 1992. 117(12): p. 1003-9.

121.	 Esping-Andersen, The three worlds of welfare 
capatalism. 1990, Princeton, NJ: Princeton 
University Press.

122.	 R, R., Russia as an hour-glass society: a 
constitution without citizens. . East European 
Constitutional Review., 1995. 4: p. 34-42.

123.	 O’Brien, D.J., Wegren, S.K., and 
Patsiorkovski, V.V. , Contemporary rural 
response to reform from above. The Russian 
Review, 2004. 63(2): p. 256-276.

124.	Sampson, R.J., Raudenbush, S.W., & Earls, 
F, Neighbourhoods and violent crime: A 
multilevel study of collective efficacy. Science, 
1997. 77(5328): p. 918.

125.	 Levitt, P., Social remittances: migration driven 
local-level forms of cultural diffusion. Int Migr 
Rev, 1998. 32(4): p. 926-48.

126.	 A., V., Tango immigrants in New York City: 
The value of social reciprocities. Journal of 
Contemporary Ethnography., 2005. . 343(5): 
p. 533-559.

References



106

127.	 Lindstrom, M., Ethnic differences in social 
participation and social capital in Malmo, 
Sweden: a population-based study. Soc Sci 
Med, 2005. 60(7): p. 1527-46.

128.	Chin, T.a.P., M., Social reproduction and 
child-rearing practices: Social class, children’s 
agency, and the summer activity gap. . 
Sociology of Education. , 2004. . 77(3): p. 
185-210.

129.	Ruevling, T., Utilizing multiethnic resources 
in multinational corporations: Taiwan-based 
firms in Silicon Valley. . Taiwanese Journal of 
Sociology, 2004. . 32s: p. 103-147.

130.	 Fernandez, M.a.N., L, Bridging and bonding 
capital: Pluralist ethnic relations in Silicon 
Valley. . International Journal of Sociology and 
Social Policy., 2002. 22(9-10): p. 104-122.

131.	 Uphoff, N.a.W., C.M., Demonstrated benefits 
from social capital: The productivity of farmer 
organizations in Gal Oya, Sri Lanka. World 
Development., 2000. 28(11): p. 1875-1890.

132.	 Grantham-McGregor, S., et al., Developmental 
potential in the first 5 years for children in 
developing countries. Lancet, 2007. 369(9555): 
p. 60-70.

133.	 Hertzman, C. and A. Siddiqi, Health and rapid 
economic change in the late twentieth century. 
Soc Sci Med, 2000. 51(6): p. 809-19.

134.	Siddiqi, A. and C. Hertzman, Economic 
growth, income equality, and population 
health among the Asian Tigers. Int J Health 
Serv, 2001. 31(2): p. 323-33.

135.	 unicef. 2007.

136.	 Esping-Andersen, G.D., Hemerijck.A , Myles.
J, Why we need a New Welfare State. 2002, 
New York: Oxford University Press.

137.	 Cleveland, G., and Krashinsky, M., The 
benefits and costs of good child care: The 
economic rationale for public investment in 
young children – a policy study. 1998, The 
child care advocacy association of Canada.

138.	 US Department of Agriculture, v.d.G., J., and 
Tan, J.P. , The benefits of early child develop-
ment programs: An economic analysis. .

139.	 J.Heckman, C.P., Human Capital Policy, in 
Inequality in America: What role for Human 
Capital Policy, J.H.A. Krueger, Editor. 2003, 
MIT Press: Cambridge:MA.

References

140.	Heckman, J.J., Lochner, L., and Taber, C., Tax 
policy and human-capital formation. The 
American Economic Review., 1998. 88(2): p. 
293-297.

141.	 Siddiqi A, K.I., Berkman L, Hertzman C 
and Subramanian SV. , The welfare state and 
children’s developmental health: An examina-
tion of the effects of income inequality and 
social spending on children’s reading literacy. 
(Submitted) 

142.	Abidoye, R.O. and A.P. Pearce, Nutritional 
status of nursery school children: a comparison 
between Lagos State (Southern Nigeria) and 
Jos, Plateau State (Northern Nigeria). Nutr 
Health, 2000. 14(4): p. 241-56.

143.	Sachs, J., Macroeconomics and Health: 
Investing in health for economic development: 
Report of the Commission of Macroeconomics 
and Health. 2001, World Health Organization: 
Geneva.

144.	Kaplan, G.A., Pamuk, E.R., Lynch, J.W., 
Cohen, R.D., and Balfour, J.L., Inequality in 
Income and Mortality in the United States: 
Analysis of Moraltiy and Potential Pathways. 
British Medical Journal, 1996. 312: p. 
999-1003.

145.	Kennedy, B.P., Kawachi, I., and Prothrow-
Stith, D., Income Distribution and Mortality: 
Cross-Sectional Ecological Study of the Robin 
Hood Index in the United States. . British 
Medical Journal, 1996. 312: p. 1004-1007.

146.	Spencer, N., The effect of income inequality 
and macro-level social policy on infant 
mortality and low birthweight in developed 
countries--a preliminary systematic review. 
Child Care Health Dev, 2004. 30(6): p. 
699-709.

147.	 Zuberi, D., Transfers Matter Most., in 
Luxembourg Income Study Working Paper. 
May 2001.

148.	Kawachi, I., et al., Social capital, income 
inequality, and mortality. Am J Public Health, 
1997. 87(9): p. 1491-8.

149.	Subramanian, S.V., D.J. Kim, and I. Kawachi, 
Social trust and self-rated health in US com-
munities: a multilevel analysis. J Urban Health, 
2002. 79(4 Suppl 1): p. S21-34.

150.	 Putnam, R., Making Democracy Work: Civic 
Traditions in Modern Italy. 1993. , Princeton, 
NJ: Princeton University Press.



Total Environment Assessment Model 
for Early Child Development

107

151.	 Kawachi, I., et al., Women’s status and the 
health of women and men: a view from the 
States. Soc Sci Med, 1999. 48(1): p. 21-32.

152.	 Jejeebhoy, S.J.a.S., Z.A, Women’s autonomy 
in India and Pakistan: The influence of religion 
and region. Population and Development 
Review., 2001. . 27(4): p. 687-712.

153.	 Bose, S. and K. Trent, Socio-demographic 
determinants of abortion in India: a north-
South comparison. J Biosoc Sci, 2006. 38(2): p. 
261-82.

154.	Khan, M.E. and C.V. Prasad, A comparison 
of 1970 and 1980 survey findings on family 
planning in India. Stud Fam Plann, 1985. 16(6 
Pt 1): p. 312-20.

155.	 Murthi, J.D.M., Fertility, Education, and 
Development: Evidence from India. Population 
and Development Review., 2001. 27(1): p. 
33-63.

156.	 Bastos, F.I.a.B., C., The social geography of 
aids in Brazil. Rev. Saude. Publica, 1995. 
29(1): p. 52-62.

157.	 Singer, B.H.a.d.C., M.C. , Agricultural 
colonization and malaria on the Amazon 
frontier. Annals of the New York Academy of 
Sciences. , 2001. 954: p. 184-222.

158.	 Flegg, A.T., Inequality of income, illiteracy 
and medical care as determinants of infant 
mortality in underdeveloped countries. Popul 
Stud (Camb), 1982. 36(3): p. 441-58.

159.	 Rodgers, G.B., Income and inequality as 
determinants of mortality: an international 
cross-section analysis. Population Studies, 
1979. 33: p. 343-351.

160.	RJ, W., Income Distribution and Infant 
Mortality. Quarterly Journal of Economics, 
1992. 107: p. 1283-1302.

161.	 Kennedy, B.P., et al., Income distribution, 
socioeconomic status, and self rated health in 
the United States: multilevel analysis. Bmj, 
1998. 317(7163): p. 917-21.

162.	Lochner, K., et al., State-level income inequal-
ity and individual mortality risk: a prospective, 
multilevel study. Am J Public Health, 2001. 
91(3): p. 385-91.

163.	 Hertzman C, S.A., and Bobak M, The popula-
tion health context for gender, stress, and 
cardiovascular disease in Central and Eastern 
Europe. , in Heart Disease: Environment, Stress, 
and Gender, M.K.a.M.K.E. G Weidner, Editor. 
2002, IOS Press and NATO Scientific Affairs 
Division: Washington, DC: Washington, DC.

164.	RG, W., Unhealthy Societies. The Afflictions of 
Inequality. 1996, London: Routledge.

165.	G, E.-A., The Three Worlds of Welfare 
Capitalism. . 1990, Princeton, NJ: Princeton 
University Press.

166.	Kammerman, S.B., Neuman, M., Waldfogel, 
J., and Brooks-Gunn, J. 2003. . . , Social 
policies, family types, and child outcomes in 
selected oecd countries. 2003, oecd Social, 
Employment, and Migration Working Papers 
No. 6.

167.	 J., B.R.a.L., Children, Social Assistance and 
Outcomes: Cross National Comparisons, in 
Luxembourg Income Study Working Paper. 
2002.

168.	Gertler, P., Do conditional cash transfers 
improve child health? Evidence from 
PROGRESA’s control randomized experi-
ment. . Health, Health Care, and Economic 
Development. 92(2): p. 336-341.

169.	Bank, W., Accelerated Development in Africa: 
An Agenda for action. 1981, World Bank: 
Washington DC.

170.	 Konadu-Agyemang, K., The best of times and 
the worst of times: Structural adjustment 
programs and uneven development in Africa: 
The case of Ghana. Professional Geographer, 
2000. 52(3): p. 469-483.

171.	 Bradshaw, Y.W., Noonan, R., Gash, L. and 
Sershen, C.B., Borrowing against the future: 
Children and third world indebtedness. Social 
Forces, 1993. 71(3): p. 629-656.

172.	 Woodward, D., Drager, N., Beaglehole, R. 
and Lipson, D., Globalization and health: A 
framework for analysis and action. Bulletin 
of the World Health Organization, 2001. 
79(875-881).

173.	 Waterston, T., Inequity in child health as a 
global issue. Pediatrics, 2003. 112(3 Part 2): p. 
739-41.

174.	 Cornia, G.A., Globalization and health: Results 
and options. . Bulletin of the World Health 
Organization, 2001. 79: p. 834-841.

References



108

175.	 www.un.org/womenwatch/daw/cedaw. 
[cited].

176.	 www.un.org/womenwatch/daw/cedaw/
text/econvention.htm. [cited].

177.	 Organization., I.L., Every Child Counts: New 
Global Estimates on Child Labor. 2002, ILO: 
Geneva.

178.	 www.ilo.org/public/english/standards/
ipec/about/implementation/ipec.htm. 
[cited].

179.	 Basu, K., The economics of child labor. Sci Am, 
2003. 289(4): p. 84-91.

180.	Edmonds, E.V., and Pavcnik, N. , The effect 
of trade liberalization on child labor. Journal 
of International Economics. , 2005. 65: p. 
401-419.

181.	 Itaparica, M.a.S., V., Risk factors for child and 
adolescent labor – Results of a longitudinal 
study. . 2006, Institute of Collective Health, 
Federal University of Bahia. .

182.	Eisenberg, L., Experience, brain, and behavior: 
the importance of a head start. Pediatrics, 
1999. 103(5 Pt 1): p. 1031-5.

183.	 http://www.equalaccess.org/. Equal Access, 
Global Program Report 2006. [cited].

184.	Ministers and Representatives of Ministers, 
2005.

185.	Nsamenang, B (1999). “ Eurocentric Image 
of Childhood in the Context of the World’s 
Cultures” , Human Development. 42(3):163.

186.	Mitra, AK & F. Rabbani, J Diarrhoeal Dis 
Res. 1995 Mar;13(1):1-7. The importance 
of breastfeeding in minimizing mortality 
and morbidity from diarrhoeal diseases: the 
Bangladesh perspective.

187. 	Greenwood M. 2005. Children as citizens of 
First Nations: Linking indigenous health to 
early childhood development. Paediatric Child 
Health. 10(9): 553-556.

188. 	Sampson, R.J., Morenoff, J.D., and Earls, F. 
1999. Beyond social capital: Spatial dynamics 
of collective efficacy for children. American 
Sociological Review. 64(5): 633-660. 

189. 	Innis, S. Perinatal biochemistry and physiol-
ogy of long-chain polyunsaturated fatty acids. 
The Journal of Pediatrics, 143(4):1-8.

190. 	American Academy of Pediatrics Work Group 
on Breastfeeding (1997). “Breastfeeding and 
the Use of Human Milk”, Pediatrics 100(6).

191. 	Mitra, AK & F. Rabbani, J Diarrhoeal Dis 
Res. (1995). Mar;13(1):1-7. The importance 
of breastfeeding in minimizing mortality 
and morbidity from diarrhoeal diseases: the 
Bangladesh perspective.

192.	Pelto GH, Dickin K, Engle PL. A critical 
link: interventions for physical growth and 
psychological development. Geneva: World 
Health Organization; 1999.

192.	Barker DIP. Mothers babies and disease later in 
life. London: BMJ Publishing Group, 1994.

193. 	Singhal, A & A. Lucas( 2004). Early 
origins of cardiovascular disease: is there 
a unifying hypothesis?. The Lancet, 363( 
9421):1642-1645.

194. 	Gluckman, P. & M. Hanson (2004). Living 
with the Past: Evolution, Development, and 
Patterns of Disease Science 17 September 
2004: 305(5691): 1733 - 1736.

195. 	Chapin, R.E. Wendie A. Robbins, Laura A. 
Schieve, Anne M. Sweeney, Sonia A. Tabacova, 
Kay M. Tomashek. “ Off to a Good Start: 
The Influence of Pre- and Periconceptional 
Exposures, Parental Fertility, and Nutrition 
on Children’s Health” Environmental Health 
Perspectives, Vol. 112, 2004.

196. 	Boyden, J., & Levison, D. (2000). Children 
as Economic and Social Actors in the 
Development Process. Working paper for 
Expert Group on Development Issues 2000:1; 
Sweden. 

197. 	Ramey CT, & Ramey SL. Early intervention 
and early experience (1998). Am Psychology 
53(2):109-20.

198. 	James A. & Prout, A (eds.) Constructing and 
Reconstructing Childhood: contemporary 
issues in the sociological study of Childhood. 
Routledge:1997.

199. 	Bornstein, M., Haynes, M., Pascual, L., 
Painter, K.M. & C. Galperín (1999) Play in Two 
Societies: Pervasiveness of Process, Specificity 
of Structure Child Development 70 (2), 
317–331.

200.	McArdle, P. (2003). Children’s play. Child: 
Care, Health & Development, 27(6): 509-514.

201. 	United Nations Office of the High 
Commission for Human Rights (CRC). (1990) 
Convention on the Rights of the Child, General 
Comment 7. Geneva, United Nations, 2 
September. [Internet]. Available from http://
www.unhchr.ch/html/menu3/b/k2crc.htm 
[Accessed 24 March, 2007].

References



Total Environment Assessment Model 
for Early Child Development

109

202. 	Nsamenang, B (1999). “ Eurocentric Image 
of Childhood in the Context of the World’s 
Cultures” , Human Development 42(3).

203. 	Irwin, L.G. (2006). The potential contribution 
of emancipatory research methodologies to 
the field of child health. Nursing Inquiry. 
13(2), 94-102. 

204.	Karl R. White, Matthew J. Taylor, Vanessa 
D. Moss Does Research Support Claims 
about the Benefits of Involving Parents in 
Earl Intervention Programs? Review of 
Educational Research, 62(1): (Spring, 1992), 
91-125

205. 	Bowlby, J. Attachment and Loss (1999 
Edition). Basic Books.

206. 	Nsamenang, B (1999). “ Eurocentric Image 
of Childhood in the Context of the World’s 
Cultures” , Human Development 42(3): 1999.

207. 	Richter, L. (2003) The impact of HIV/AIDS on 
the development of	  children. Paper 
presented at the Institute for Security Studies 
Seminar, Pretoria, South Africa, 4 April 2003.

208. 	Goelman, H. Book Review:Vulnerable 
Children: Findings from the National 
Longitudinal Study of Children and Youth 
by J. Douglas Willms Canadian Journal 
of Sociology 29(4) (Autumn, 2004), pp. 
617-620.

209.	Healthier Societies From Analysis to Action 
(2006). Edited by Jody Heymann, Clyde 
Hertzman, Morris L. Barer, and Robert G. 
Evans Oxford University Press.

210. 	McMunn, A., Bartley, M., Hardy, R., and 
Diana Kuh. Life Course Social Roles and 
Women’s Health in Mid-life: Causation or 
Selection? Journal of Epidemiology and 
Community Health 2006;60:484-489.

211. 	Grotberg, E.H. (1995). “ Promoting Resilience 
in Children: A New Approach”. Paper 
presented at the Annual Convention of the 
International Council of Psychologists (55th, 
Graz, Austria, July 14-18, 1996).

212. 	Berman, H. Children and War: Current 
Understandings and Future Directions Public 
Health Nursing. 18(4): 243-252.

213. 	Pinheiro, P.S. Statement on UN National 
General Assembly - Third Committee Agenda 
Item 63: Promotion and protection of the 
rights of child 2006. www.violencestudy.org/
IMG/pdf/PSP_Statement_to_GA_11.10.pdf 
[cited.

214. 	M. English, F. Esamai, A. Wasunna, F. Were, 
B. Ogutu, A. Wamae, R. Snow, N. Peshu 
Delivery of paediatric care at the first-referral 
level in Kenya. The Lancet, 364(9445): 
1622-1629.

215. 	Toubia, N., Female circumcision as a public 
health issue. N Engl J Med, 1994. 331(11): p. 
712-6.

216. 	Berkman LF, Leo-Summers L, Horwitz 
RI. Emotional support and survival after 
myocardial infarction. A prospective, popula-
tion-based study of the elderly. Ann Intern 
Med. 1992 Dec 15;117(12):1003-9.

217. 	Brown, John S. and Paul Duguid, 
“Organizational learning and Communities of 
practice: Toward A Unified View of Working, 
Learning and Innovation,” Organizing Science 
(2:1), February, 1991, p. 49. 

218. 	Annah Wamae personal communication.

219. 	P. Engle, M. Black, J. Behrman, M. Cabral de 
Mello, P. Gertler, L. Kapiriri, R. Martorell, M. 
(207).Young Strategies to avoid the loss of 
developmental potential in more than 200 
million children in the developing world. The 
Lancet, 369( 9557):229-242.

220. 	Gabel, S.G. and Sheila B. Kamerman Investing 
in Children: Public Commitment in Twenty-
one Industrialized Countries Social Service 
Review, volume 80 (2006), pages 239-263

221. 	Knudsen, E.I., James J. Heckman, 
Judy L. Cameron, and Jack P. Shonkoff 
103(27):10155-10162

222. 	Carneiro, P & Heckman, J (2003). Human 
Capital Policy Institute for the Study of 
Labour. Discussion Paper No. 821.

223. 	Marmot, M. & Wadsworth, R.G. (1997). Social 
Determinants of Health. Oxford University 
Press. 

224.	Schweinhart LJ, Barnes HV, Weikart DP. 
Significant benefits. The High/Scope Perry 
Preschool Study through age 27. Monographs 
of the High/Scope Educational Research 
Foundation 10. 1993.

225. 	Cleveland & Krushinsky,(1998). The Benefits 
and Costs of Good Child Care: The Economic 
Rationale for Public Investment in Young 
Children. A Policy Study. Monograph No. 
1.Toronto Univ. (Ontario). Centre for Urban 
and Community Studies.

References



110

226. 	Schweinhart, L. J., Montie, J., Xiang, Z., 
Barnett, W. S., Belfield, C. R., & Nores, M. 
Ypsilanti, MI: High/Scope Press, (2004). 
Lifetime Effects: The High/Scope Perry 
Preschool Study Through Age 27.

227. 	Schady, N.R. “The Political Economy of 
Expenditures by the Peruvian Social Fund 
(FONCODES)” The American Political 
Science Review, 94(2) (Jun., 2000), pp. 
289-304.

228. 	Behrman, JR., Cheng,Y., & Todd, P. “ 
Evaluating Preschool Programs When 
Length of Exposure to the Program Varies: 
A Nonparametric Approach” Review of 
Economics and Statistics, MIT Press February 
2004, 86(1):108-132.

229. 	Schweinhart, L. J., Montie, J., Xiang, Z., 
Barnett, W. S., Belfield, C. R., & Nores, M. 
Ypsilanti, MI: High/Scope Press, (2004). 
Lifetime Effects: The High/Scope Perry 
Preschool Study Through Age 40.

230. 	Lamb, M.E. Nonparental child care: Context, 
quality, correlates, and consequences 1998; 

231. 	National Institute of Child Health and Human 
Develoment. Early Child Care Research 
Network. (1996) Characteristics of infant 
child care: Factors contributing to positive 
caregiving. Early Childhood Research 
Quarterly , 11, 269-306.

232. 	National Institute of Child Health and Human 
Develoment. Early Child Care Research 
Network, (2002.). Early child care and 
children’s development prior to school entry. 
American Educational Research Journal.

233.	 Vandell, D.L. & Wolfe, B. (2000). Child care 
quality: Does it Matter and Does it need to be 
improved? Institute for Research on Poverty 
Special Report No. 78 www.ssc.wisc.edu/irp/ 
[cited.

234.	Mayall, B. (1994). Children’s childhoods: 
Observed and experienced. London: Farmer 
Press.

235.	  Bateson, P. Barker, D., Clutton-Brock, T., 
Deb, D., D’Udine, B., Foley, R.A., Gluckman, 
P., Godfrey, K., Kirkwood, T., Lahr, M., 
McNamara, N., Metcalfe, N., Monaghan, 
P., Spencer, H.G., & S.. Sultan.(2004). 
Developmental plasticity and human health. 
Nature 430 (22 July 2004) 419-421.

236. 	Barker et al. (2005). Trajectories of Growth 
Among Childresn who have Coronary 
Events as Adults. Journal of Medicine 
353(17):1802-1809.

237. 	Powell CA, Walker SP, Chang SM, Grantham-
McGregor SM. Am J Clin Nutr. 1998 Oct; 
68(4):873-9. Nutrition and education: a 
randomized trial of the effects of breakfast in 
rural primary school children.

238. 	Winicki, J., & Jemison, K. (2003). Food 
Insecurity and hunger in the Kindergarten 
Classroom: Its Effect on Learning and Growth. 
Contemporary Economic Policy 21(2): 
145-157.

239. 	Innis Adv Exp Med Biol. 2004;554:27-43. 
Polyunsaturated fatty acids in human milk: an 
essential role in infant development.

240.	Anderson, L. (2003). The effectiveness of 
early childhood development programs: 
A systematic review. American Journal of 
Preventive Medicine, 24( 3):32-46.

241. 	Magnuson, K., Ruhm, C., & Waldfogel, J. 
(2007). The Persistence of preshool effect: 
Do subsequent classroom experiences 
matter? Early Childhood Research Quarterly 
22(1):18-38. 

242.	Wylie, C., Hodgen, E., Ferral, H., and J. 
Thompson (2006). Contributions of early 
childhood education to age 14 performance: 
Evidence from the Competent Children, 
Competent Learners project. New Zealand 
Ministry of Education.

243. 	Kagan, S. L., & Britto, P. R. (2005). Going 
global with indicators of child development. 
UNICEF Final Report. New York, NY: 
UNICEF.

244.	Janus, M. & Offord, D. (2000) Reporting 
on readiness to learn at school in Canada. 
ISUMA: Canadian Journal of Policy Research, 
1 (2).

245. 	Karoly, L. A., Kilburn, M. R., & Cannon J. S. 
(2005). Early childhood interventions: Proven 
results, future promise. Arlington, VA: 
RAND Corporation. 

246.	P. Engle, M. Black, J. Behrman, M. Cabral de 
Mello, P. Gertler, L. Kapiriri, R. Martorell, M. 
(2007). Young Strategies to avoid the loss of 
developmental potential in more than 200 
million children in the developing world. The 
Lancet, 369(9557): 229-242.

References



Total Environment Assessment Model 
for Early Child Development

111

247. 	Irwin, L.G. 2004.

248.	Kamerman, S.B., & Gabel, S.G., (2006). 
Investing in Children: Public Commitment in 
Twenty-one Industrialized Countries. Social 
Service Review 80:239-263.

249.	Hussein Naib, 2006.

250. 	Barnett, W. S. (2004). Class size: What’s the 
best fit? Preschool Policy Matters, Issue 9. 
New Brunswick, NJ: NIEER. 

251. 	Schweinhart LJ, Barnes HV, Weikart DP. 
(1993). Significant benefits. The High/Scope 
Perry Preschool Study through age 27. 
Monographs of the High/Scope Educational 
Research Foundation 10. 

252. 	 Currie, J., & D. Thomas. (1995). “Does 
Head Start Make a Difference?,” American 
Economic Review, 85(3): 341-364. 

253. 	Carneiro P and Heckman J. 2003. Human 
capital Policy. NBER working paper. 9495.

254. 	Ramey, S.L., Lanzi, R.G., Phillips, M.M., & 
C.T. Ramey (1988). Perspectives of Former 
Head Start Children and Their Parents on 
School and the Transition to School. The 
Elementary School Journal, 98(4): 311-327. 
Special Issue: Transitions (Mar., 1998).

255. 	Labonte, R., Polanyi, M., Muhajarine, N., 
McIntosh, T., and Williams, A. (2005). 
Beyond the divides: Towards critical popula-
tion health research. Critical Public Health, 
15(1):5-17(13).

256. 	Quintano, C., D’Agostino, A. (2006). 
Studying Inequlaity in OIncome Distribution 
of Single-person Households in Four 
Developed Countries. Review of Income and 
Wealth 52 (4), 525–546.

257. 	Kershaw, P., Irwin, L., Trafford, K., & 
Hertzman, C. (2005). The British Columbia 
Atlas of Child Development. Victoria, BC: 
Western Geographical Press. 

258. 	Thomson, M.C., Connor, S.J., Ward, N., 
& D. Molyneux (2004). Impact of Climate 
Variability on Infectious Disease in West 
Africa. Ecohealth 1( 2): 138-150. 

259. 	Jha, S. (2006). Trade, institutions and religious 
tolerance: evidence from India. http://www.
stanford.edu/~saumitra/JhaTradeConflict.
pdf. [cited.

260. 	Jain, A.K. (1985). Determinants fo Regional 
Variations in Infant Mortality in Rural India. 
Population Studies, 39(3):407 - 424. 

261. 	Riley, J. (2001). Rising Life Expectancy: A 
Global History. Cambridge University Press.

262. 	Filmer, D., & L. Pritchett. (1997). Child 
Mortality and Public Spending on Health: 
How Much Does Money Matter? The World 
Bank.

263. 	IALS and PISA references

264.	Blakely TA, Lochner K, Kawachi I. (2002). 
Metropolitan area income inequality and 
self-rated health--a multi-level study. Soc Sci 
Med. 2002 Jan;54(1):65-77.

265. 	Shibuya, K., Hashimoto, H., & E. Yano (2002). 
Individual income, income distribution, 
and self rated health in Japan: cross sectional 
analysis of nationally representative sample. 
BMJ 2002;324:16.

266. 	Subramanian, S V, Delgado, I, Jadue, L, Vega, 
J, Kawachi, I (2003). Income inequality and 
health: multilevel analysis of Chilean com-
munities. J. Epidemiol. Community Health 
57: 844-848.

267. 	Blakely, T, Atkinson, J, O’Dea, D (2003). No 
association of income inequality with adult 
mortality within New Zealand: a multi-level 
study of 1.4 million 25-64 year olds. J. 
Epidemiol. Community Health 57: 279-284.

268. 	Schwabish, J., Smeeding, T., and L. Osberg, 
(2003). Income Distribution and Social 
Expenditures: a Crossnational Perspective. 
www.popcenter.umd.edu/conferences/rsf/
papers/Smeeding.pdf. [cited.

269. 	Coburn, D. (2000). Income Inequality, social 
cohesion and the health status of populations: 
the role of neo-liberalism Social Science & 
Medicine 51:135-146.

270. 	Szreter, S., & M. Woolcock (2004). Health 
by association? Social capital, social theory, 
and the political economy of public health 
International Journal of Epidemiology 
33(4):650-667.

271. 	Rodrik, D. (1999). The New Global Economy 
and Developing Countries: Making Openness 
Work. Overseas Development Council.

272. 	Kenyan report on the implementation of 
UNCRC.

273. 	Convention on the Elimination of all Forms of 
Discrimination Against Women (CEDAW). 
http://www.hri.ca/uninfo/treaties/
ViolWom.shtml [cited.

References



112

274. 	Scott-Samuel, A & E. O’Keefe (2007). Health 
impact assessment, human rights and global 
public policy: a critical appraisal. Bull World 
Health Organ 85(3).

or 	 European WHO. Centre for Health Policy. 
Health impact assessment: main concepts 
and suggested approach. Brussels: ECHP; 
1999. (Gothenburg consensus paper.) www.
scielosp.org/scielo.php?pid=S0042-9686200
7000300015&script=sci_arttext&tlng=en

275. 	Edmonds, E., & N. Pavcnik. (200). Does 
Globalization Increase Child Labour? 
Evidence from Vietnam. NBER Working 
Paper No. 8760.

276. 	Esping-Andersen G. 1990. The Three Worlds of 
Welfare Capitalism. Princeton, NJ: Princeton 
University Press.

277. 	Petticrew, M and Roberts, H. (2003.) 
Evidence, hierarchies, and typologies: Horses 
for courses. Journal of Epidemiology and 
Community Health. 57: 527-529.

278. 	Siddiqi, Irwin & Hertzman, (2007). TEAM-
ECD evidence document.

279. 	DiPietro, J.A(2000) Baby and the brain: 
advances in child development. Annual 
Review of Public Health,21, pp.455-471

280. 	Description taken from: Programming 
experiences in ECD; First edition, November 
2006, UNICEF. P. 23. and World Bank, Early 
Childhood Counts: Programming Resources 
for Early Childhood Care and Development 
(CD-ROM), The Consultative Group on 
ECCD, World Bank, Washington DC, 1999.)

281. 	Baldacci, E., Clements B., Gupta S., and Cui Q. 
(2004) Social spending, human capital, and 
growth in developing countries: implications 
for achieving the MDGs. IMF Working Paper. 
WP/04/217.

282. 	Romer, P. (1986) Increasing returns and long-
run growth. Journal of Political Economy. 
94(5), pp. 1002-1037.

283.	Ravallion, M. and Chen S. (1997) What can 
new survey data tell us about recent changes 
in distribution and poverty? World Bank 
Economic Review. 11(2), pp. 357-382.

284.	Sen, A. (1999) Development as Freedom. 
Alfred A. Knopf Inc: New York, NY.

References





For more information please contact:
Lori G. Irwin
Human Early Learning Partnership (HELP)
440 – 2206 East Mall
Vancouver, BC  V6T 1Z3
Voice: 604.827.5395  Fax: 604.822.0640
Email: lori.irwin@ubc.ca
Website: www.earlylearning.ubc.ca/WHO
Mapping Portal: ecdportal.help.ubc.ca

HELP is a research institute within the 
College for Interdisciplinary Studies 
at the University of British Columbia.

Director: Dr. Clyde Hertzman

Global Know
led

ge

       for E
arly C

hild Development




