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We owe it to every child to unleash their potential. They are of
equal worth. They deserve an equal chance…

There is no more powerful symbol of our politics than the
experience of being on a maternity ward. Seeing two babies
side by side. Delivered by the same doctors and midwives. Yet
two totally different lives lie ahead of them. 

One returns with his mother to a bed and breakfast that is cold,
damp, cramped. A mother who has no job, no family to support
her, sadder still: no one to share the joy and triumph of the new
baby, a father nowhere to be seen. That mother loves her child like
any other mother. But her life and her baby’s life is a long, hard
struggle. For this child, individual potential hangs by a thread. 

The second child returns to a prosperous home, grandparents
desperate to share the caring, and a father with a decent income
and an even larger sense of pride. They’re already thinking
about schools, friends she can make, new toys they can buy.
Expectations are sky high, opportunities truly limitless. 

Tony Blair, speech to Labour Party Conference, 1999

The older principle of universality needs to be brought [back]
alongside diversity. The starting point is our common humanity
and the phenomena of birth, death, illness, work, happiness
and loss. True, these are experienced differently, but the
conditions are common: hence [TH] Marshall’s proposition that
‘when you are weighing a naked baby on the scales, the idea of
social class does not obtrude itself greatly’. 

P Harris, ‘Welfare rewritten’ Journal of Social Policy July 2002





Executive summary

Equal at one?

Few people would challenge the notion that society should aspire to an
equal start for every child. But our commitment to equality at this stage of
life is superficial unless we confront some of the difficult issues that arise. 

Three issues immediately present themselves. Firstly, even though
they are of equal worth, children are not born equal. The economic
circumstances, health, cognitive ability, personality traits and parental
expectations of each newborn immediately place them on a hierarchy of
life chances. A commitment to equality is therefore immediately
challenged by the reality that parents provide very different
circumstances for their children, materially, physically and genetically.
Achieving an equal start is dependent upon a willingness to prevent (or
compensate for) the disadvantage that begins well before birth.

Secondly, the natural instinct of parents to do the best for their
children can also perpetuate inequality, given the unequal opportunities
that are also open to parents. Persisting inequalities are in part a
reflection of the unequal power of parents to act on the universal desire
to achieve the best opportunities for their children.

And thirdly, a commitment to equality requires us to question the
role of the State in influencing opportunities during the early months of
life. The State’s duty to protect children from neglect and child abuse is
rarely questioned. Promoting the health of mother and child has long
been a public policy objective, and in more recent times the State has
played a significant role in helping to tackle poverty and deprivation.
But less acknowledged, in public policy terms at least, is the profound
impact that the parent-child relationship has on an infant’s
development. 

If we are serious about giving children an equal start in life we
cannot overlook the significance of parenting. Public policy must be
more readily prepared to cross the threshold into the private world of
the family, although this is a step that must be taken with great care.
Too much interference in the relationship between a parent and child
will be not only an infringement of individual liberty; it may, if handled
inappropriately, be counter-productive.
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Why pregnancy and the first twelve months matter

By the time a child reaches his or her first birthday, much of the
foundation for the rest of life will be laid. The period from pregnancy
through the first twelve months of life is a crucial stage of development.
No other life stage is more risky, yet no other time offers greater
opportunity for effective intervention. 

The most hazardous period of life

As an affluent nation the UK enjoys a generally high standard of infant
health and wellbeing. Nevertheless, the first year of life remains the
most hazardous: mortality rates are highest around and just after birth.
Over half the children who die as a result of child abuse each year do so
as a baby. 

Risk of ill health or mortality is not evenly spread throughout the
population. Many children are born into pre-existing poverty, which can
have a long-term impact on their development. Striking inequalities in
infant mortality rates remain and in some cases have actually widened
slightly in recent years. Social class remains one of the most significant
predictors: a baby born into social class V is over twice as likely to die in
the first year of life as one born into social class I. 

The foundation of life

These inequalities matter because the early stages of life are critical in
determining later development. It is the dynamic and complex
relationship between nature (genes) and nurture (experience) that shapes
human development. There is now a considerable body of evidence
which suggests that early life experiences strongly influence the way the
brain develops and that this can have a long-term impact on a child’s
development.

Parents’ interactions with their children appear to have an important
and lasting effect on this process. For example, the amount of verbal
interaction parents have with their infants has been shown to influence
language development and reading ability during later childhood, the
effects of which may persist into adult life. Stark differences in cognitive
ability emerge at a young age. 
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Parent-infant interactions are also crucial in shaping children’s later
social and emotional development. The quality of the parent/child
interaction is particularly important because it enhances an infant’s
feelings of self-worth, self-esteem, a sense of belonging and a degree of
control, which in turn can help protect them from the stress of social
disadvantage.

What makes a difference?

The complexity of the world into which children are born defies a
simple definition of the optimal environment for an infant to flourish.
Nevertheless, research has identified consistent factors that appear to
benefit or undermine healthy development. These factors are central to
our search for greater equality in child outcomes and should determine
the direction of public policy.

Prenatal factors

Among the most powerful predictors of child outcomes are those that
are in evidence in parental circumstances before a child is born: parental
education and employment, the financial circumstances of the family,
and maternal and paternal health and wellbeing. The health of the
mother-to-be is particularly important during pregnancy. An inadequate
diet, smoking, alcohol and drug use, exposure to environmental
hazards, depression and stress can all lead to poor developmental
outcomes for children. 

A child’s cognitive development is also indirectly influenced by
experience in utero. Low birth weight babies are more likely to grow up
with a lower cognitive ability than babies born with a higher birth
weight, even when socio-economic factors known to affect cognitive
function are taken into account. Nevertheless the exact nature of the
relationship between parental (particularly maternal) wellbeing during
pregnancy and child health and cognitive functions remains uncertain. 

Child abuse and neglect 

Child abuse and neglect has an obvious direct and negative impact on
child development. Although the risk of abuse is small, children under
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one are at the greatest risk of being placed on a child protection register
and the homicide rate for under ones is almost five times greater than
the average. The complexity of risk factors that are associated with child
abuse and neglect suggest that all services that come into contact with
parents and children should be attuned to the potential for children to
be at risk. However, the most important steps in preventing child abuse
and neglect will be to support parents in their parenting roles and with
their relationship with one another.

Poverty 

Growing up in a poor family has an immediate and long-term impact on
a child’s development. Children born into low income families are more
likely to be of low birth weight (which is in itself a health risk), die in the
first year of life and suffer significant episodes of illness such as
respiratory infections. The long-term impact of poverty is also
significant. Children growing up in poor households are more likely
than their better-off peers to have low educational attainment, leave
school at 16, have poor health, come into early contact with police, be
unemployed as young adults, have low expectations for the future and
end up earning a relatively low wage.

The relationship between poverty and detrimental outcomes is
complex and many children who grow up in poverty do not experience
health, behavioural, cognitive or emotional problems later in life. Children
are more likely to be resilient in the face of adversity when they develop
certain social and emotional skills. The role that a strong family
environment can play in helping children to acquire these skills underlines
the importance of supporting parenting as well as ameliorating the
disadvantaging effects of poverty through tax and benefit policies.

Sweeping conclusions about the impact of maternal education and
employment on children’s development are misleading. Maternal
education may be a important factor affecting early cognitive
development because it can be a key determinant of the level of verbal
interaction mothers have with their children. However there is no clear
evidence as to whether improvements in maternal education after the
birth of a child can have a direct impact on children’s outcomes. The
impact of maternal employment on child outcomes is even less clear
(and the impact of paternal employment hardly ever explored). 
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Parenting style

A crucial feature of early child development is the acquisition of skills
and experience that help infants face new or challenging situations, and
provide an awareness of how to influence the world around them. The
relationship between an infant and their caregiver is critical in this
process. The key period during which an infant establishes stable
relationships with those around them is between six to eighteen months. 

The style of parenting that emerges during this period can have a
long-term impact on a child’s development. Children with more secure
parental attachments appear less likely to be socially isolated and
aggressive in pre-school and school. 

Early parent-child interaction can also influence an infant’s capacity
for learning. During this early period the auditory centres of the brain
are stimulated by the repeated sounds that infants hear and this can be
important for later language development. Research suggests that the
number and quality of early interactions between parents and their
children can influence the development of critical neural pathways in the
young brain. 

Parental mental health is one of the factors most likely to influence
a parent’s interaction with an infant. Poor parental mental health is
relatively common after the birth of a child and can affect the
development of positive parenting skills. However, the link between
parental depression and adverse child outcomes is by no means certain
and successful treatment of depression can remove any adverse effects
on a child’s development. 

While most research focuses on the mother-infant relationship, the
father-infant relationship is often overlooked. Fathers now carry out one-
third of parental childcare. Fathers’ and mothers’ involvement with
children has been found to be of a different nature, particularly when their
children are young. Despite this, it is thought that the gender of the parent
is less important for child development than broader parenting style. 

Childcare

A key concern has been whether entering childcare during the first
year of life harms a child’s ability to form secure attachments with
adults. 
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The quality of childcare seems to be particularly important in
relation to children from low-income families. This may be because the
child care environment is more optimal (for example in terms of
exposure to language) than the children’s home environment.

The impact of public policy

Antenatal support

In the UK, women are offered a relatively high number of antenatal
visits. There is some evidence to suggest that the number of antenatal
visits could be reduced without risk to mother or baby.

The importance of the antenatal period in terms of personal support
and preparation for parenthood, as opposed to traditional antenatal
healthcare, has been comparatively overlooked, despite demonstrations
of the potency of even short periods of such support. There have long
been calls for better information and support for parents not simply
about the process of giving birth but also about motherhood,
fatherhood and the social and emotional changes they are likely to face. 

Midwifery and health visiting

Of all the professionals that work with families during pregnancy and
the first year of a child’s life, midwives and health visitors are the most
important. This is partly because of the level of contact they have with
parents and children during the antenatal and postnatal period but it is
also because of the adaptable and empowering ways in which these
professionals can work.

However, the midwifery and health visiting workforce currently faces
major capacity constraints. The highest ever vacancy rates were recorded
in the 2002 Royal College of Midwives annual staffing survey, throwing
into doubt the likelihood of the Government reaching its 2004 target of
recruiting 2,000 more midwives. These problems are unlikely to abate
in the near future since both midwifery and health visiting professions
have an ageing workforce. 

Despite the fact that midwives and health visitors both work with
parents and children they rarely meet. They do not share a common
identity and whilst they work with identical population groups, in
practice they rarely exchange ideas and information about the
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population they work with and do not share a practice framework. The
majority of midwives and health visitors have their caseloads organised
by GP attachment, working to one or more GP practice, rather than on
the basis of geographical area. This creates a tension with
geographically defined services such as those provided under the
auspices of Sure Start. Some have suggested bringing midwifery and
health visiting closer together under the remit of Primary Care Trusts’
public health teams.

Parenting programmes

There is now a variety of different parenting programmes available in
the UK, including parenting education projects, counselling and therapy
services, self-help groups and information services. 

However, there services fall well short of providing universal
support. One survey found that just under half of parents did not know
where to go to get advice and help for family problems. Substantial
gaps in provision have been identified, including support for minority
ethnic families and (all) fathers, as well as support for families with
disabled children, for teenage parents and for families with experience of
mental health problems. Relationship support services are very poorly
developed.

Evaluations of successful parenting programmes have shown that
the best outcomes seem to be associated with programmes that start
early, preferably during pregnancy, are continuous, occur with some
intensity, take account of multiple factors, develop an appropriate
alliance with parents, target the most needy, relate help to need, are
home based and use well trained and supported staff. Centre-based
educational interventions for children are associated with improved
cognitive and language development and subsequent school
achievement. Group based programmes have been shown to be both
effective and cost-effective: community based parent training schemes
may be up to six times as cost effective as individual clinic-based
programmes.

Studies have reported that parents feel that there is insufficient
information about what it is like to become a parent, too little advice
about the ‘pitfalls’ that might be experienced and insufficient sources of
immediate help and advice if they need reassurance and guidance.
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Parents say that the support offered to them after the birth of a child can
often be child-focused and insufficiently family-focused. 

Parents seem to value the help, support, advice and feedback they
get from non-experts, including their peers. Some studies have found no
difference in outcomes between a well trained lay home visitor and an
MSc level professional. Others question whether such workers are able
to influence parenting behaviours arguing that their greatest strength
instead lies in improving mothers’ emotional wellbeing. Nevertheless,
volunteer-based programmes such as Home-Start have been shown to
be beneficial. 

Childcare

For many children, the quality of the non-parental childcare they receive
in the first year of life will be an important factor in their development.
The introduction of the national childcare strategy in 1998 placed
childcare higher on the political agenda than ever before. But change in
childcare policy has come faster than change in practice. By 2001 there
was one registered childcare place per seven children under eight years
of age, compared to one per nine children in 1997. For younger
children the level of childcare provision remains limited and expensive.
Where good quality group-based care has been developed – such as in
a number of Early Excellence Centres – it can provide an environment in
which children can thrive. 

Financial support and leave arrangements

In the past the UK has had comparatively low levels of financial support
for parents. There has also been a significant financial penalty attached
to motherhood, compared with many other industrialised countries.

However, a number of changes in financial support have been
introduced in recent years. As part of attempts to meet a government
commitment to eradicate child poverty in a generation, benefit levels
have increased. By October 2002, income support rates for younger
children had nearly doubled in real terms since 1997 and a new ‘baby
tax credit’ was introduced in April 2002. Changes have also been made
in relation to maternity leave. The UK now has the longest maternity
leave in Europe but half of the leave entitlement is unpaid and the
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remainder is paid at a relatively low level of income replacement. The
Sure Start Maternity Grant was introduced in 2000 to replace the
maternity payment from the Social Fund. Unpaid time off for
(emergency) family reasons, paternity leave and (unpaid) parental leave
have also been introduced. But despite the case being made for years by
maternity groups and others, there have been no moves to improve
financial support for those on low incomes during pregnancy.

Reform of in-kind support for low-income families is currently under
consultation in the UK. A new scheme is proposed – Healthy Start –
which will include a broader range of foods such as fruit and vegetables,
cereal-based food and other foods suitable for weaning. Moves towards
working in partnership with parents might be undermined if
professionals are given a greater role as gatekeepers for welfare benefits,
as is being suggested under the Government’s proposals to reform the
Welfare Foods Scheme.

Improving support for parents and children

The combination of the Government’s timidity in tackling inequality
and a continued reticence about being seen to cross the threshold into
the private world of the family is constraining progress on achieving
more equal life chances for children. Both pose considerable challenges
politically; but they are both crucial to achieving change.

Transforming health visiting and midwifery

The need for better workforce planning in the NHS and a strengthened
recruitment drive for the health visiting and midwifery workforce is
evident. However, more fundamental change may be needed if a
younger generation of health visitors and midwives is to be attracted
into the professions. 

If midwives and health visitors are to be able to provide the social
and emotional support to parents that research indicates is vital for child
development, the nature of their role will need to change. They will
need to move away from an approach based on child health monitoring
and assessment to a more rounded role in supporting families; a move
that is already taking place in some parts of the country as the
profession enhances its public health role. This shift will require greater
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emphasis on the role that health visitors and midwives play in
supporting adults in preparation for, and support during, parenthood.

Given the current shortage of health visitors and midwives, any
broadening of their role at this time will be difficult to deliver. This brings
into question the nature of the universal service that midwives and health
visitors can realistically provide. There is a case for better targeting of
resources to areas of high deprivation with the health visitor and midwifery
workforce distributed according to measures of social deprivation indices as
a proxy for need for health care – not simply on the basis of population size. 

A new ‘Home Visitor’ service

In addition, the universal support that health visitors provide in the
postnatal period will need to be supplemented with additional non-
professional support in future.

One option would be to consider a new service to provide practical and
emotional support for parents. A ‘Home Visitor’ service would consist of
an ‘on your side’ advocate and mentor for parents, someone who would be
able to provide regular and continuous support from the third trimester of
pregnancy, during the early months of a child’s life and potentially
throughout the first year. A Home Visitor could be an experienced parent
or grandparent or someone who has trained as a midwife or health visitor.
They would take on a different role to health professionals in acting as a
mentor and personal adviser – providing a gateway to a range of services
for parents. Funding to encourage the development of Home Visitor
support could be ring-fenced as part of the Government’s plans for a £25
million parenting fund, as announced in the 2002 Spending Review.

Children’s Centres

The Government has announced its intention to introduce children’s
centres in some of the most deprived areas in the country. Along with a
range of services for children and parents, these centres would provide the
focus for good quality childcare services in a locality. Children’s centres
could provide a one-stop centre for all parents, providing universal access
to high quality provision for children of all ages, allowing for better co-
ordination of all local services for children and engaging families and
communities in their organisation and development. 
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Social security reform

Given the importance of pre-pregnancy health and diet, and the difficulty
of targeting a prospective parent population, the adequacy of social security
support for the under-25s should be reviewed. Preconception health status
is crucial in determining the wellbeing of a child. Under-25 benefit rates for
single childless people should be increased to the 25-plus level. 

Evidence that financial support during pregnancy can lead to better
child outcomes provides a compelling argument for the introduction of
financial support in recognition of pregnancy. An additional premium
should be paid to pregnant women receiving income support

Additional financial support should also be given to large families.
The UK is unusual in providing relatively more generous support for
one-child families. Yet the child poverty rate among six-child household
is 71 per cent, by 2004 over half of children in low income families will
be living in large families. Greater support for large families could be
achieved by increasing the payments per child (for example in the child
tax credit and/or child benefit for second or subsequent children) as a
priority over increasing the rates per family.

The proposals to extend the Welfare Foods Scheme to a wider
range of foods is welcome and in line with parents’ own views. The
change also rightly proposes equalisation of benefits between
breastfeeding and non-breastfeeding mothers, although without
increasing the financial value of the support there is scepticism as to
whether the scheme will make a significant difference to the nutrition of
poor mothers and children. The link between health advice and
registration for the scheme is more contentious. While the desired
outcome (better health of children and parents) is laudable, using the
benefits system to try and achieve this aim is problematic because it
may undermine parents’ sense of control over their own circumstances
and have a negative impact on the professional-client relationship.

Improving leave arrangements

Further improvements to maternity pay are needed if the risk of poverty
associated with having a child is to be reduced and mothers are to have
genuine choices about whether to return to work or not in the first year
of their child’s life. 
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The UK Government must take action to encourage a more equal
sharing of parental responsibilities in the first year of life. Various steps
are needed. Paternity leave should be lengthened; but the priority must
be to pay it at a higher level. Earnings-related payment (up to a ceiling)
for parental leave should be introduced. The limit on the number of
weeks of parental leave (up to a maximum level) that can be taken in the
first year should be abolished. For two-parent families, once parental
leave is paid, some period should be reserved for fathers. This ‘daddy
quota’ could be given on a ‘use it or lose it’ basis, so that it is forgone
if fathers do not take it. 

Conclusion

All those who wish to achieve a more socially just society must concern
themselves with reducing the unequal life chances that emerge soon
after birth but this raises difficult issues for progressive politics, such as
the power of inherited privilege and the tension between parents’ liberty
to do the best for their children and the desire to achieve a fairer share
of opportunities. 

Policy makers also face a more immediate challenge; that of paying
greater attention to factors that shape a child’s development during
and after birth. The profound impact that the parent-child relationship
has on an infant’s development has tended to be overlooked in public
policy. Yet if we want to encourage the optimal circumstances in which
children can achieve an equal start in life, policy makers must consider
ways in which social and emotional support for parents can be
improved.

While an individual’s development is by no means set for life, their
capacity to benefit from life opportunities is significantly enhanced by
positive experiences in the early months of life. Without a step change
in the quantity and quality of support for parents and children during
this crucial period of development, an equal start for children will
remain no more than a worthy statement of ambition.
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1. An equal start: an ambitious agenda

It is difficult to imagine a more potent measure of a progressive society
than the achievement of an equal start for every child. It is the
foundation of a good society. It reflects not only the belief that
individuals are inherently of equal worth but it is also a prerequisite for
the pursuit of equality of opportunity. For equality of opportunity to
have any meaning it must rest on the presumption that all individuals
begin life with the same chances.

An equal start for children is an aspiration that at first sight appears
uncontested. We are more committed to equality at birth than at any
other time in the lifecycle. We consider all newborns to be of equal
status; our prejudices about one another tend to emerge later. Moreover,
unlike most debates about equality, there is no expectation that
newborns should be rewarded for their own particular effort or abilities.
The need to disentangle those inequalities that arise from differences in
talents, skills and hard work from those that arise from unfair
circumstances is avoided.

But our commitment to an equal start for children is at best
superficial. It lacks clarity about what equality in the early months of life
really means and it is diluted by an unwillingness to face the challenge
of how it might be achieved.

The gap between a notional commitment to equality at birth and its
realisation is partly due to a misplaced fear that equality is about
achieving blanket uniformity. An equal start in life is not about
achieving the same experiences for all children or making all children
alike. Our concern must be to address the unjust inequalities –
inequalities in health, cognitive ability and emotional wellbeing – that
emerge early in life and cannot be justified on the grounds of individual
talents or efforts alone. Reductions in such inequalities are the measures
by which we should judge the wellbeing of our society: they are the
‘outcomes’ that partially reflect the success (or failure) to build the
foundations of a good society.

Our ambition for an equal start requires us to face up to difficult
truths. Firstly, even though they are of equal worth, children are not
born equal. To a great extent the trajectory of our lives is set before we
are born. A child’s inheritance – the economic circumstances, health,
cognitive ability, personality traits and parental expectations of each
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newborn – immediately place them on a hierarchy of life chances. A
commitment to equality is therefore immediately challenged by the
reality that parents provide (materially, physically and genetically) very
different circumstances for their children. The power of inherited
privilege remains the biggest obstacle to equality. Achieving an equal
start is dependent upon a willingness to prevent (or compensate for) the
disadvantage that begins well before birth.

The almost universal desire to achieve the best outcomes for children
can be an obstacle to, as well as a catalyst for, achieving greater
equality. At one level the fact that all parents want the best for their
children can offer hope for the fulfilment of an equal start for every
child. But the natural instinct of parents to do the best for their children
can also perpetuate inequality, given the unequal opportunities that are
also open to parents. Advances in new health technologies may
exacerbate inequalities in future. Pre-implementation genetic diagnosis
may present the opportunity to avoid future generations having
‘undesirable’ characteristics. Technologies may also allow the
modification of significant parts of our genetic make-up. For parents
who wish to achieve the best for their children (and have the means to
afford it) such technologies may prove irresistible. While such issues lie
beyond the scope of this book, it is nevertheless important to
acknowledge that persisting inequalities are in part a reflection of the
unequal power of parents to act on the universal desire to achieve the
best opportunities for their children, and that future technological
developments are likely to exacerbate this trend.

A commitment to an equal start for children also requires us to
question the role of the State in influencing opportunities during the
early months of life. The State’s duty to protect children from neglect
and child abuse is rarely questioned. Promoting the health of mother
and child has long been a public policy objective, and in more recent
times the State has played a significant role in helping to tackle poverty
and deprivation. But less acknowledged, in public policy terms at least,
is the profound impact that the parent-child relationship has on an
infant’s development. This is an area in which the State has chosen to
tread carefully, reluctant to interfere in the private realm of family life
other than in the most desperate of circumstances.

Yet from the earliest months of life, the pattern of interaction
between a parent and child – heavily influenced by a parent’s own

2 An Equal Start?



wellbeing – has a lasting impact on an infant’s social and emotional
development. The relationship between parents and their babies is
particularly important in shaping social and emotional development but
can also help protect young children from the stress of social
disadvantage. It is clear that we have underestimated the impact of the
social milieu of the family during early childhood in the past (Esping
Anderson 2003).

If we are serious about giving children an equal start in life we
cannot overlook the significance of parenting. Public policy must be
more readily prepared to cross the threshold into the private world of
the family, although this is a step that must be taken with great care.
Too much interference in the relationship between a parent and child
will be not only an infringement of individual liberty; it may, if handled
inappropriately, be counter-productive. Public policy will fail if it is
perceived as an uninvited intervention – an imposition on the otherwise
private life of parenting.

This book considers how public policy should change in order to
achieve a more equal start for children. Research in this field has tended
to focus on isolated areas of public policy support. Yet there is a need to
improve our understanding of the complex interconnected factors that
influence life circumstances (Hobcraft 2002). So here we consider a wide
range of policy interventions, including financial, health and parenting
support, and assess the appropriate balance between them. We have set
aside some questions for future work, such as how the impact of
inherited wealth might be reduced. Our focus here is specifically on how
public policy interventions during pregnancy and the first year of life
need to be re-balanced to tackle inequalities during the early years. 

In rightly seeking to achieve greater equality for children we must,
however, avoid being over prescriptive about children’s lives. It is
important to recognise the dangers of perceiving children as empty
vessels into which the right ingredients must be poured to create optimal
adults. As Marina Warner warned in her 1994 Reith Lecture ‘the depth
of adult investment in a utopian childhood state...can [only] lead to
disillusion’. An overly prescriptive approach to early childhood is
dangerous not only because it has eugenic overtones, but because it is
unlikely to be successful in achieving better outcomes since the impact of
different factors on child development is highly complex and yet to be
fully understood.
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In failing to achieve greater equality in the first 12 months of life, we
undermine our ability to achieve greater equality at any other point in
our lives: such is the powerful influence of the early years on our life
chances. A vision of greater equality in the first year of life is therefore
not only about achieving better outcomes for children, it is vital to the
pursuit of the good society.
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2. Why pregnancy and the first 12 months 
matter

By the time a child reaches his or her first birthday, much of the foundation
for the rest of life will be laid. Pregnancy and the first twelve months is a
crucial period of development. It is a time of hazard and hope. No other life
stage is more risky, yet no other time offers greater opportunity for effective
intervention. In terms of achieving greater equality, no period of life matters
more than pregnancy and the first 12 months. 

The most hazardous period of life

As an affluent nation the UK enjoys a generally high standard of infant
health and wellbeing. Improvements in living standards and medical
advances mean that infant mortality rates have declined to 5.6 per
thousand births (in England and Wales). Nevertheless, the first year of
life remains the most hazardous: mortality rates are highest around and
just after birth and nearly 3,500 infants die (in England and Wales)
each year before they are one year old. 

Congenital abnormalities are often a cause of death around the time of
birth but the home environment and material circumstances are also
significant. Some of the risk factors associated with this period lie very
much in parents’ hands: over half of all children who die as a result of
child abuse each year do so as a baby. However, circumstances that lie
beyond parents’ control alone are also significant. Many children are born
into pre-existing poverty; their parents are already living on a very low
income when they are born. Over 200,000 families – nearly one in three
of those having babies each year – are eligible for a Sure Start maternity
grant because they are living on a low income. The birth of a child also
increases the risk of poverty. A significant minority (one in three) of
households experience a fall in living standards on the birth of a baby, and
up to one in six (between 10 and 15 per cent) fall into poverty as a result
(HM Treasury 1999). Families are not only more likely to be in poverty
when their children are young but very young children are at particular
risk of being poor for long periods (Hill and Jenkins 1999). 

Growing up in poverty has a long-term impact on child development
and later adult opportunities. Sixty years ago the publication of Richard
Titmuss’ report Birth Poverty and Wealth was greeted with the
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newspaper headline ‘poor folks babies stand less chance’ (cited in
Roberts 1997). In spite of the significant social and medical progress
that has been made in the past sixty years, today’s evidence prompts a
similar conclusion.

As shown in Figure 2.1, infant mortality rates are higher among
those population groups more likely to be living on a low income.
Social class remains one of the biggest predicting factors. A baby born
into social class V is over twice as likely to die in the first year of life as
one born into social class I (ONS 2000). Despite improvements to
health and living standards striking inequalities in infant mortality rates
according to social class have not only remained but have recently
widened slightly (Health Statistics Quarterly Winter 2001). 

The infant mortality rate is higher in babies of mothers who are
likely to be living alone (those registering the birth alone) than in the
population as a whole. Infant mortality rates are also higher among
babies born to mothers from the Indian subcontinent living in the UK
(Balarajan and Releigh 1993), attributed in part to low birth weight
associated with poor nutrition. Babies of mothers born in Pakistan have
an infant mortality rate double that of the average in the UK population
(Health Statistics Quarterly 2001).

These social class and racial inequalities are also reflected in regional
differences in England. Infant mortality rates are 40-50 per cent higher
in the North, North West, Yorkshire and the West Midlands than the
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Figure 2.1 Infant mortality according to social class

Source: Health Statistics Quarterly (2002)
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Figure 2.2 Infant mortality according to mother’s birth country

Source: Health Statistics Quarterly (2002)

Figure 2.3 Infant mortality according to health authority (highest
and lowest rates only)

Source: Health Statistics Quarterly (2002)

South East (excluding London) and South West. The differences look
even more dramatic when considered at the level of the health authority.
A baby born in Bradford is 10 times more likely to die in infancy
compared to a baby born in Herefordshire (ONS 2000).



Similar social class differences can be detected for the majority of
congenital abnormalities, with children of parents from manual social
classes facing an increased risk of congenital anomalies such as cerebral
palsy, asthma and heart disease (Drever and Whitehead 1997). There is
also extensive evidence of social class differences in respiratory illness
(Saxena et al 1999) and infectious disease (Reading 1997).

Low birth weight is associated with a higher risk of infant mortality
and greater likelihood of health problems in childhood and adulthood
(Acheson 1998) as well as lower cognitive ability, even when socio-
economic factors known to affect cognitive function are taken into
account (Richards et al 2001). Inequalities in birth weight therefore lie
behind many of the other inequalities that emerge early in life, which in
turn can have a lasting effect. 

One in 12 babies born into social class V are low birth weight
compared to one in 16 babies born into social class I (ONS 1997).
Babies with families of social classes IV and V have a birth weight that
is on average 130 grams lower than babies with families in social classes
I and II. There is also a higher risk of low birth weight among certain
ethnic minorities. Both first and second generation babies born in the
UK to mothers from the Indian subcontinent face a high risk of low
birth weight (Margetts et al 2002). This suggests that the environmental
benefits of living in the UK have not been sufficient to reduce the risk of
low birth weight among this group.

The foundation for life

The early stages of life are critical in determining later development.
Genetic endowment is part of the equation. New discoveries emerging
from the human genome project are increasing our understanding of the
extent of our genetic inheritance. However, they are also revealing that
our make-up is not hard-wired in our genetic code. Rather, it is the
dynamic and complex relationship between nature (genes) and nurture
(experience) that shapes human development. 

Pregnancy and the first 12 months are a profoundly significant
period in determining this relationship. One important example is the
way the brain develops. Whilst some have contested the evidence that
the early months are a ‘critical period’ for brain development (Wilson
2002) there is now a considerable body of evidence which suggests
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that early life experiences strongly influence the way the brain
develops and that this can have a long-term impact.

Parents’ interactions with their children appear to have an important
and lasting effect on this process. For example, the amount of verbal
interaction parents have with their infants has been shown to influence
language development and reading ability during later childhood (Hart
and Risley 1995) the effects of which may persist into adult life. Stark
differences in cognitive ability emerge at a young age. Research has
found a 14 percentage point difference in cognitive development
between children from social classes 1 and 2 compared with those from
social classes IV and V by the age of 22 months (Feinstein 1998).
Although the wiring of the brain is not a once-only process and we
continue to learn and relearn during life, the early years of life clearly
have a profound effect. 

Parent-infant interactions are also crucial in shaping children’s later
social and emotional development. It is during the earliest period of
life that the pattern of parenting is established and the nature of the
parent-infant relationship is formed. The quality of the parent/child
interaction is particularly important because it enhances an infant’s
feelings of self-worth, self-esteem, a sense of belonging and a degree of
control, which in turn can help protect them from the stress of social
disadvantage. In the rare situations in which infants do not have the
opportunity to form an attachment with a trusted adult, their
development can deteriorate rapidly and dramatically (James 2002). 

A wide range of other developments during pregnancy and the
first twelve months can help lay the foundations for later life. During
this period, children may be exposed to risk factors, such as poverty,
abuse and neglect, but also to protective factors which can aid
healthy development. Vital vaccination programmes, which prevent
the onset of diseases like diptheria, whooping cough, polio and
meningitis C, take place before children reach the age of one. Parents’
actions, again, play a crucial role during this period. For example,
research demonstrates that breastfeeding not only decreases the risk
of infant mortality and the incidence and severity of infections during
infancy and later childhood, but may also protect children against a
range of illnesses during adult life (Acheson 1998). Recent research
suggests that cognitive development may also be linked to breast-
feeding (Angelsen et al 2001).
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Early intervention is important

It must be emphasised that the links between early childhood and later
outcomes are in no sense deterministic. The idea that it might be
possible to accurately identify all children ‘at risk’ of adverse outcomes
and intervene to prevent problems from ever coming into being is
beguiling but ultimately flawed. Risk is certainly not destiny. 

Nevertheless pregnancy and the first year of life offer the most
important opportunity to intervene to reduce the risks that undermine
healthy child development and to increase the potential for children to
thrive. While an individual’s development is by no means set for life –
and later experiences can either undermine or ameliorate early
development – an individual’s capacity to overcome adversity and
benefit from life opportunities is significantly enhanced by positive
experiences in the early months of life.

The evidence that early childhood is influential in terms of
subsequent healthy development (both physical and mental),
educational attainment, employability, income potential or behavioural
characteristics (Kuh and Ben-Shlomo 1997; Schweinhart et al 1993;
Bradshaw 2001a) suggests that early intervention is likely to have the
biggest impact on life chances. Unsurprisingly, those who are concerned
about how to improve the health, educational and social wellbeing of
society are most likely to note that the earlier the intervention the more
effective (and cost-effective) it is. 
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3. What makes a difference?

The complexity of the world into which children are born defies a
simple definition of the optimal environment for an infant to flourish.
Even if we try to account for genetic inheritance and the influence of the
physical, social and psychological circumstances into which children
are born, the individual differences between them can astound us. Some
children appear to thrive against all the odds. 

Nevertheless, research has identified consistent factors that appear to
benefit or undermine healthy development. These factors are central to
our search for greater equality in child outcomes and should determine
the direction of public policy.

Among the most important risk factors to an infant’s early
development are maternal ill health during pregnancy, abuse and
neglect, poverty and deprivation and a difficult or damaged relationship
between a parent and infant. An infant’s early experience is largely
based in the home but since two-thirds of women who are in a job
when they become pregnant return to paid employment within ten
months of the birth (DTI 2000), other factors such as the quality of
childcare can be influential. In this chapter we look at each of these
issues in turn to explore the extent and nature of their impact on a
child’s development.

Preconception, pregnancy and the postnatal period

Among the most powerful predictors of child outcomes are those that
are in evidence in parental circumstances before a child is born: parental
education and employment, the financial circumstances of the family,
and maternal and paternal health and wellbeing. 

Unsurprisingly, the health of the mother-to-be is particularly
important during pregnancy. Two principal determinants of a baby’s
weight at birth (and subsequent health) are the mother’s pre-pregnant
weight and her own birth weight. For example, children of women who
are underweight are at increased risk of developing non-insulin diabetes
and raised blood pressure in adult life (Ravelli et al 1998; Clarke et al
1998). 

A healthy pregnancy is likely to lead to better outcomes for children.
An inadequate diet, smoking, alcohol and drug use, exposure to
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environmental hazards, depression and stress can all lead to poor
developmental outcomes for children. Smoking during pregnancy, for
example, is associated with reduced birth weight and increased risk of
cot death (Blair et al 1996).

A child’s cognitive development is also indirectly influenced by
experience in utero. Low birth weight babies are more likely to grow up
with a lower cognitive ability than babies born with a higher birth
weight, even when socio-economic factors known to affect cognitive
function are taken into account (Jefferis et al 2002).

But the exact nature of the relationship between parental
(particularly maternal) wellbeing during pregnancy and child health and
cognitive functions remains uncertain. In particular the relative
importance of pre-conception and in utero experience to post
conception experience is not yet fully understood.

Key to understanding the relative importance of preconception and
prenatal intervention is new research that considers the risks to, and
later consequences of, brain development during gestation. Risk factors
believed to be associated with in utero brain development include
maternal smoking, drug or alcohol use, exposure to toxic agents such as
radiation, obstetric complications such as sustained oxygen reduction,
and psychosocial stress. Some scientists believe that a number of
neurological conditions (ranging from subtle deficiencies in learning
ability to schizophrenia) may also be linked to in utero risk factors. 

However, the evidence on these links is often contradictory, and
therefore highly contested. Despite the vast literature exploring the
relationship between in utero risk factors, brain development and later
nervous system disorders, the research raises more questions than it
answers. The relative significance of prenatal complications to later
illness and the extent to which environmental factors in the womb
interact with genetic risk for disease are particularly unclear.

During the immediate postnatal period, breastfeeding is highly
beneficial for infant health, decreasing the incidence and severity of
infections. Human milk contains a range of nutrients that seem to play
a crucial role in protecting children against adverse outcomes in later
life. Premature babies fed with breast milk are less likely to suffer from
high blood pressure in adulthood and it is possible that all babies could
benefit in a similar way (Singhal et al 2001). Breastfeeding also seems to
aid cognitive development. Children who are breastfed for less than six
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months have been found to achieve lower cognitive scores between the
aged of one and five than children who are breastfeed for six months or
more (Angelsen et al 2001).

Not every mother is able, or chooses, to breastfeed and feeding
infants with supplemented infant formula can lead to better outcomes
for children compared to unmodified cows milk. For example, ij14

ron deficiency in infants is associated with developmental delay and
providing iron supplemented infant formula in place of unmodified
cows milk can help prevent iron deficiency (Booth and Aukett 1997).

In making decisions about priorities for public policy it is important
to acknowledge the limits to our understanding of the complex range of
factors that are likely to have an impact on child development,
particularly during the preconception and prenatal periods. However,
there is no doubt that improving the health of the population,
particularly the health of pregnant women and women of childbearing
age, will be crucial to the successful development of future generations
of children (Acheson 1998). 

Abuse and neglect

That child abuse and neglect have a detrimental impact on a child’s
development is obvious. Proportionately, the risk of abuse is small:
around 3,000 infants under one are placed on the child protection
register in England and Wales each year. However, children under the
age of one are at the greatest risk of being placed on the register
(Department of Health 2001) and the homicide rate for under ones is
almost five times greater than the average (Home Office 2003). For
these reasons there is a special need to consider how best to prevent
child neglect and abuse during the first year of life. 

The most likely perpetrators of child abuse and neglect are parents,
although the associated risk factors are complex. Parental mental ill
health and a range of social and economic factors (often associated with
emotional stress and depression) are associated with an increased risk of
child abuse. However, since only a small proportion of the parents who
exhibit risk factors will actually abuse (or even kill) a baby, targeting
interventions at the most vulnerable is extremely difficult.

The risk of damage resulting from physical punishment of an infant
under the age of one is surprisingly high. Subdural haematoma, often
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resulting from an infant being shaken, is found in around one in 4,000
children under one (NSPCC 2002) and is associated with a mortality
rate as high as 25 per cent and a morbidity rate of 50 per cent. Between
50 and 75 per cent of parents smack their children at this age (Smith
1995; Nobes and Smith 1997). The fragility of infants and the ease
with which parents can damage a child is often poorly understood,
although there have been moves to raise awareness through educational
campaigns. 

The complexity of risk factors that are associated with child abuse
and neglect suggest that all services that come into contact with parents
and children should be attuned to the potential for children to be at risk.
Improvements could be made to the co-ordination of responses across a
range of professions (Kendall and Harker 2002). However, the most
important steps in preventing child abuse and neglect will be to support
parents in their parenting roles, their relationships with babies and with
one another. 

Poverty and deprivation

Growing up in a poor family has an immediate and long-term impact on
a child’s development. Children born into low income families are more
likely to be of low birth weight (which is in itself a health risk), die in the
first year of life or suffer significant episodes of illness such as respiratory
infections (Spencer 2000). The long-term impact of poverty is also
significant. Children growing up in poor households are more likely
than their better-off peers to have low educational attainment, leave
school at 16, have poor health, come into early contact with police, be
unemployed as young adults, have low expectations for the future and
end up earning a relatively low wage (Gregg, Harkness and Machin
1999; McCulloch and Joshi 1999; Bradshaw 2001a; Ermisch et al
2001).

Living in poverty can mean an infant being denied basic needs such
as warmth and nutrition. In addition poverty restricts a family’s ability
to participate in everyday activities, limiting aspirations as well as
educational and recreational activities. In addition, poverty can also
have a deleterious impact on parents’ opportunities and their emotional
wellbeing and these in turn can have an impact on a child’s
development.
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It has been argued that poverty during the early years of a child’s life
is particularly harmful as it is more powerfully predictive of later
achievement than poverty at any subsequent stage of development
(Shonkoff and Phillips 2000). While we know that the first year of life
is very important in terms of a child’s development, few studies have
isolated the direct impact of income poverty during these first few
months. However, studies involving older children have identified a
direct link between poverty and child outcomes. Evidence from two
Canadian surveys (the National Longitudinal Survey of Children and
Youth and the National Population Health Survey) have shown a clear
link between family income and 27 different factors that are critical to
child wellbeing, including learning capacity, behaviour and health
status. For 80 per cent of these factors, child outcomes improved
substantially as annual family income rose (Ross and Roberts 1999). 

In the UK evidence from the 1970 British Cohort Study suggests
that at least a third of the raw correlation between family income and
educational attainment is due to the effect of income alone (Blanden et
al 2001). Both Canadian and UK findings appear to be supported by
the experience of US welfare programmes. This suggests that
encouraging mothers to take up employment without additional in-work
financial support rarely has a significant effect on child outcomes
(Duncan and Chase-Landsdale 2000).

While such evidence suggests that poverty can have a direct impact
on a child’s development, the impact of poverty on parents, and
therefore indirectly on children, is likely to be as crucial. For example,
lack of income can limit a mother’s diet during pregnancy, which (as we
have already seen has a significant impact on a child’s development.
Increasing a mother’s level of income during pregnancy has been shown
to help reduce the likelihood of low birth weight. In a study undertaken
between 1970 and 1974 in Gary, Indiana in the United States, low-
income mothers who received a guaranteed minimum income during
pregnancy were found to have heavier babies than those who did not
receive additional financial support (Keher and Wolin 1979).

The impact of poverty and disadvantage on parents’ mental health is
also significant. (The issue of parental mental health is returned to
below.) Parental depression is strongly linked to children’s behavioural
problems and low cognitive ability. Mothers in disadvantaged families
are more likely to suffer from depression but less likely to have their
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condition detected. Evidence from Canada suggests that children in low
income families are over three times as likely to be living with a parent
who exhibits frequent signs of depression as children in high income
families (Ross and Roberts 1999).

The relationship between poverty and detrimental outcomes is
complex. The links between the experiences of child poverty and
medium and long-term child outcomes, and the intervening effects of the
family, local services and neighbourhoods, are not well understood
(Plewis et al 2001). However, all the available evidence points to the
same conclusion: increasing the level of a family income can help
improve children’s life chances.

This report has already stressed that the associations between
poverty, disadvantage and later outcomes are in no sense deterministic.
Many children who grow up in poverty do not experience health,
behavioural, cognitive or emotional problems later in life. Low socio-
economic status reduces the chances of success rather than leading
inevitably to diminished attainment.

Factors such as the presence of dependable caregivers, self-
confidence and self-esteem, a sense of optimism and control, the
capacity to reflect and solve problems and clear aspirations have all
been found to be important in determining a child’s resilience. One
longitudinal study in Australia found that a third of children who
experienced chronic adversity from a young age went on to succeed at
school, find meaningful employment and establish positive relationships
with their immediate family, peers, teachers and neighbours. The
children who were resilient in the face of disadvantage were found to
have strong attachments to their primary caregiver (not necessarily a
parent), an ‘easy’ temperament and above average intelligence. They
also received a considerable amount of positive attention and had three
or fewer siblings, with children spaced by at least two years (Werner
1997).

So the evidence suggests that children are more likely to be resilient
in the face of adversity when they develop certain social and emotional
skills. The role that a strong family environment can play in helping
children to acquire these skills underlines the importance of supporting
parenting as well as seeking to ameliorate the disadvantaging effects of
poverty through tax and benefit policies.
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Maternal education and employment

Maternal education may be a particularly important factor affecting early
cognitive development because it can be a key determinant of the level
of verbal interaction mothers have with their children. Children’s test
scores have been found to be strongly related to a mother’s level of
education, even after controlling for income (McCulloch and Joshi
1999). However there is no clear evidence as to whether improvements
in maternal education after the birth of a child can have a direct impact
on children’s outcomes. One US study found that improving maternal
education had no impact on young children’s achievement scores, but
another found that an additional year of maternal schooling during the
child’s first three years had a significant positive effect on children’s
vocabulary (Rosenzwig and Wolpin 1994).

The impact of maternal employment on child outcomes is even less
clear (and the impact of paternal employment hardly ever explored). In
the US, researchers have tended to find an adverse association between
employment begun in the first year of a child’s life and a child’s
development, both in terms cognitive development and behavioural
adjustment, but there is also evidence to the contrary.

In the UK, Joshi and Verropoulou (2000) examined the impact of
maternal employment during a child’s first year on maths and reading
and emotional adjustment scores at school age and later, using data
from the National Child Development (second generation) Study. They
found that poorer outcomes were associated with early maternal
employment but that this was only statistically significant for reading
scores. Small positive associations with later outcomes were found when
mothers re-entered employment after their child was one year old. While
there was some evidence for a detrimental impact of a mother working
before her child is one year old, the study concluded that poor economic
circumstances in the home and the mother’s own academic ability and
attainments were more important predictors of child academic and
aggression scores.

Other research suggests the circumstances of the work mothers
undertake and its impact on maternal wellbeing matter more than
mothers’ employment per se. Non-standard working hours, especially
long hours during the first year of life, may pose a risk for child
development, especially when combined with poor quality childcare.
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How mothers feel about working during the first year of their child’s life
also appears to be critical to children’s outcomes. In the US, Hoffman et
al (1999) found that the positive effects of work on a mother’s sense of
wellbeing may be crucial in providing later advantages for children. In
this country, Kiernan (1996) has shown a positive association between
lone mothers’ employment when children are teenagers and children’s
qualifications, suggesting this may be due to the effect of positive role
models.

Sweeping conclusions about the impact of maternal education and
employment on children’s development are misleading. It appears that
there may be an association between a mother’s level of education
attainment and a child’s cognitive development. But improving
educational attainment in the wider population may be as (if not more)
effective as education programmes targeted at new mothers. The impact
of maternal employment appears to be especially complex. Maternal
employment during a child’s first year may be associated with a slightly
higher risk of poor child development outcomes but the evidence is not
sufficiently compelling to suggest that maternal employment should be
discouraged during this period of a child’s life. Indeed, any negative
impact needs to be balanced by the positive impact that maternal
employment has on family income and parental self-esteem. In contrast
to the well-trodden analysis of the affect of maternal employment, the
impact of paternal employment on child development remains largely a
mystery.

Parent-child interaction

A crucial feature of early child development is the acquisition of skills
and experience that help infants face new or challenging situations, and
provide an awareness of how to influence the world around them. The
relationship between an infant and their caregiver is critical in this
process. The key period during which an infant establishes stable
relationships with those around them is between six to eighteen months.
Well before their first birthday, infants exhibit clear preferences for, and
special responsiveness to, certain adults (Shonkoff and Phillips 2000). 

The style of parenting that emerges during this period can have a
long-term impact on a child’s development. Healthy child development
is associated with what has become known as ‘positive parenting’.
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Positive parenting styles are seen as being warm and affectionate,
predictable and consistent, recognising and emphasising good qualities,
and being responsive to children’s needs whilst at the same time setting
clear limits. Concomitantly, ‘negative’ parenting styles are usually seen
as providing harsh and inconsistent discipline, being highly critical and
rejecting, neglectful and lacking in supervision.

The impact of the parent-child relationship on emotional and
behavioural development may only become apparent later in childhood.
Some research suggests that behaviour problems of clinical severity are
evident in as many as one in five children (Patterson et al 2002).
Children with more secure parental attachments appear less likely to be
socially isolated and aggressive in pre-school and school. Conversely,
various forms of insecure attachment, resulting from a lack of emotional
engagement between parent and infant, can have long-term
consequences, for example in increasing the likelihood of a child
developing attention deficit hyperactivity disorder (ADHD) and other
disruptive behaviours.

Early parent-child interaction can also influence an infant’s capacity
for learning. The amount of verbal interaction that infants have with
their parents influences language development and later reading ability.
During this period the auditory centres of the brain are stimulated by
the repeated sounds that infants hear and this can be important for later
language development (Logue 2001). As this report has already
outlined, social class differences in language ability in young children
have been traced to the quantity and variety of language to which
children are exposed (Hart and Risley 1995).

We are only beginning to understand the mechanisms that link parent-
child interactions and developmental outcomes. There is some emerging
evidence that early interactions have a direct impact on brain
development. Research suggests that the number and quality of early
interactions between parents and their children influence the development
of critical neural pathways in the young brain (Thatcher et al 1997).
Connections are built from experience. Experiences that are repeated often
appear to have a significant impact on how the brain is ‘wired’, with
repeated, daily actions and interactions having the most effect.

During the early years of life, a child’s brain is customised to match
his or her daily experiences and the nature of these sensory experiences
can affect how the brain develops, which in turn affects subsequent

What makes a difference?      19



behaviour and learning (Chugani 1997). For example, it has been
suggested that troubled early relationships can cause a child’s brain to
consume glucose to deal with stress, when glucose would otherwise be
used for cognitive activity (Evans 2002). Early and repeated exposure to
stress or violence can cause the brain to reorganise so as to increase
receptor sites for alertness to chemicals, which in turn may be linked to
later impulsiveness and aggression (Logue 2001). 

The influence of the relationship between parent and child during
the early months of life has often been overlooked in public policy. Yet
the evidence suggests that the style of parenting behaviour established
during this period may have a profound impact on later child
development and that the effects may persist into adult life. It also
appears that a positive family environment may be crucial for children to
demonstrate resilience in the face of adversity. For these reasons, we
should be paying greater attention to the ways in which parenting
support during the early months of life could be improved.

Parental mental health

Parental mental health is one of the factors most likely to influence a
parent’s interaction with an infant. Poor parental mental health is
relatively common after the birth of a child. The arrival of a new baby is
a stressful event that can have a deleterious impact on emotional wellbeing
and on a couple’s relationship. Indeed, research suggests that the birth of
a child can be a common trigger for relationship problems (McAllister
1995) and the way parents manage their relationship as a couple can
have an impact on child development (Cowan and Cown 2000). In some
cases emotional wellbeing can deteriorate significantly. Postnatal
depression occurs among 10 to 15 per cent of mothers during the first
year following birth – a time of intense mother-child interaction. Its peak
onset is typically between two and four weeks after delivery, often lasting
for six months and sometimes up to a year if left untreated.

The precise interaction between different forms of parental
depression (including postnatal depression), early attachment and child
development is yet to be fully understood. Nevertheless there is evidence
of poor parenting skills among depressed mothers, including less
attentive behaviour. One consequence of inattentive parenting may be
that babies learn that their responses ‘don’t matter’. Such parenting has
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been consistently associated with poorer child outcomes (James 2002)
and there is some evidence that poor parental mental health can
influence early brain activity in infants and long-term behavioural
outcomes (Dawson et al 2000). 

Research indicates that the impact of maternal depression can be
seen in children up to the age of four, even though the mother may no
longer suffer from depression at that time (Logue 2001). Maternal
depression that persists throughout the first twelve to fourteen months
of a child’s life may be linked to a child’s behavioural problems and low
cognitive ability during pre-school years. Children of depressed parents
have been shown to be two to five times more likely to develop
behaviour problems (Cummings et al 2000). They are also more likely
to have problems relating to others, to have emotional and conduct
disorders and to have problems with substance abuse in later life (Ross
and Roberts 1999).

However, the link between parental depression and adverse child
outcomes is by no means certain. There is evidence that successful
treatment of depression can remove any adverse effects on a child’s
development. The research suggests that it is important to consider the
impact of parents’ emotional wellbeing on young children and that it is
possible to ameliorate the worst impact of parental depression. 

Fathers’ involvement

While most research focuses on the mother-infant relationship, the
father-infant relationship is often overlooked. Yet on average fathers
now carry out one-third of parental childcare (EOC 2003). Fathers’ and
mothers’ involvement with children has been found to be of a different
nature, particularly when their children are young. Fathers are more
likely to engage children in play activities while mothers tend to spend
more time in routine caregiving activities (Parke 1996). Yet despite this,
it is thought that mothers and fathers influence their children in similar
ways with regard to the development of competence in social
interactions, academic achievement and mental health (Lamb 1986).
The gender of the parent is less important for child development than
broader parenting style. 

There is some evidence to suggest that the nature of the father-infant
relationship in the first few months is important. Fathers who express
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positive attitudes about their three-month old babies are more likely to
form secure attachments with their children as they grow older than
fathers who do not. In turn, children with more secure parental
attachments appear less likely to be socially isolated and aggressive later
in childhood (Moore et al 1999).

Again, the first few months of life are likely to be important in
establishing the style of parental relationship that can have a longer-
term impact on child development. Studies of pre-schoolers have found
that fathers providing as much as 40 per cent of their care demonstrate
more cognitive competence, increased empathy and a greater sense of
control over their surroundings (Kraemer 1995). Other research
suggests it is the quality of the relationship between fathers and their
children that matters more than the amount of time they spend together.
Children with good relationships with their fathers have been reported
to be more psychologically well-adjusted, to do better at school, to
engage in less antisocial behaviour and to have more successful intimate
adult relationships (Lamb 1996).

A number of studies have found that men take on greater roles in
looking after children following their experience of taking parental leave
(Moss and Devon 1999). One study of parental leave in Sweden found
that men who took parental leave were twice as likely as other men to
take equal responsibility for child care when their child was between
two and three years old (Haas 1992). 

Swedish evidence also suggests that those fathers who do not take
parental leave may nevertheless be affected by its availability, the
campaigns which promote it and the overall importance given to men
looking after children. The time men spend caring for children in
Sweden has increased over recent years, and the majority of fathers now
report that (regardless of whether they take parental leave or not) they
make adjustments to their work to accommodate their desire to play a
greater role in childcare. About 60 per cent of Swedish fathers have
reduced their work hours, turned down a promotion or avoided
working overtime in order to be together with their children (Moss and
Devon 1999).

There has been some research into the effects on fathers’
relationships with their children according to whether they live with
them or not. Unsurprisingly, there is likely to be less contact between
fathers and their children when they do not live in the same
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household and this contact may diminish over time. Fathers who do
not live with their children tend to be more involved when they live
nearby, when they have a positive relationship with the child’s
mother as well as when they have financial resources and are in work
(Burghes et al 1997). Yet while contact is obviously important, the
evidence suggests that non-resident fathers’ parenting styles are a
more important predictor of good child outcomes than frequency of
visits (EOC 2003).

Public policy has so far only played a limited role in encouraging
and supporting paternal involvement during children’s early years in
general, including the first twelve months of life. Whilst limited, the
evidence that is available suggests that the father-infant relationship is as
important as the mother-infant relationship during this period.

The wider environment

It is difficult to isolate the impact that growing up in a particular
environment has for child development over and above that of the
immediate family. There is limited research in this area and what does
exist largely relates to outcomes for older children. However, this
research is useful in illuminating issues which may also be important
during the first year of life.

For example, US research using data from the US National
Longitudinal Survey of Youth (NLSY) and the Infant Health and
Development Project (IHDP) found a strong and significant association
between the presence of affluent families in a local neighbourhood and
children’s IQ scores at age three. The study pointed to the absence of
relatively affluent families being important, rather than the presence of
low-income families. There also appeared to be an association between
the level of male joblessness and behavioural outcomes in young children.

The reason why these neighbourhood factors may have had an effect
on children’s outcomes is unclear. The study’s authors suggest that the
presence of affluent families could lead to better local services and
community resources being provided, whilst the impact of male
joblessness could be related to the type of role models available for
children (Chase Lansdale et al 1997). However, much about the
relationship between neighbourhoods and child development remains
to be explored.
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Better understood is the impact of care given by someone other than
the primary caregiver on an infant’s cognitive ability and behaviour in
later life. A key concern has been whether entering childcare during the
first year of life harms a child’s ability to form secure attachments with
adults. Some evidence suggests that childcare begun in the first year of
life has a different effect on emotional adjustment and cognitive
development than care begun later. Baydar and Brooks-Gunn (1991),
for example, found that childcare during the first year of life has a
negative effect for some groups, whilst care for children aged over one
year has a positive effect. However, very few studies have controlled for
the quality of childcare being provided. Those that do have found that
it plays a vital role (NICHD 1997). 

Recent studies have focused on the impact of the length of time
young children spend in non-parental childcare. There have been some
claims (notably by Jay Belsky) that longer experiences of childcare are
associated with more aggressive behaviour among children. However
other studies have demonstrated that spending many hours in non-
parental care during this early period does not undermine children’s
healthy development. In fact, young children may benefit from
opportunities to develop close relationships with different caregivers
(Shonkoff and Phillips 2000). 

The quality of childcare seems to be particularly important in
relation to children from low income families. A comprehensive review
of studies of childcare programmes across the developed world in the
mid 1990s found that the quality of childcare exerted more influence on
the development of children from low income families compared to
other children.1 For disadvantaged children, there was a greater positive
impact as a result of high quality care and a greater negative impact
from poor quality care (Boocock 1995). Other research supports this
finding. For example, low income children’s cognitive development has
been found to benefit more from high quality child care compared to
children from other families (Caughy et al 1994). This may be because
the child care environment is more optimal (for example in terms of
exposure to language) than the children’s home environment.

Most of the evidence about the impact of the quality of childcare on
later outcomes comes from the US. Although we can learn a great deal
from carefully conducted research in other countries, there are important
differences in the quality and type of care that is available in the UK.
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Longitudinal research will be crucial if we are to fully understand the
effects both of different types of childcare and the quality of childcare
being provided on later outcomes in this country.

Conclusion

There is still much to learn both about the factors that are critical to
child development during pregnancy and the first year of life and the
way in which these factors have an impact. But the existing research tells
us that the following issues are particularly important:

● Levels of income and material circumstances

● The quality of the parent-child interaction (both mother-child
and father-child interaction)

● Mothers’ physical health during pregnancy

● The emotional wellbeing of parents

● The wider environment (including the quality of childcare).

It is these critical factors that policy makers need to take into account
when considering the support that is necessary during pregnancy and
the first year of life. They also need to consider the balance of
importance attached to these different factors. The harmful impacts of
poverty, neglect, abuse and deprivation are well understood and
protecting the health of mother and child has long been a public policy
issue. But less acknowledged, in public policy terms at least, is the
profound impact that the parent-child relationship has on an infant’s
development. 
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4.  The impact of public policy

Parents and children can come into contact with a range of support and
services during pregnancy and the first 12 months. However, there are
some common elements to the support that is offered: antenatal and
postnatal services (principally delivered by midwives and health
visitors), financial support through the benefit system, and parenting
and childcare services (both of which are underdeveloped). New
approaches to the early years – Sure Start and the emergence of Early
Excellence Centres (and in future ‘children’s centres’) – are shaping the
experience of families in some parts of the country, offering lessons as to
how support might be developed in future.

In this chapter we look at antenatal, financial, parenting and
childcare support to consider how they might achieve better – and more
equal – outcomes for children.

Antenatal support

Throughout Europe routine antenatal care has long been considered an
essential part of health services. The wide variety of provision in
different countries does not allow for strong conclusions to be drawn
about the link between types of antenatal support and different
outcomes. However, there is some evidence that those countries with
low perinatal mortality rates are more likely to have one dominant
system separate from general health services, based on midwives
providing care outside hospitals (Hemminki et al 2001). This evidence
suggests that community midwifery services and the type of support
being developed under Sure Start programmes are likely to be of
particular benefit in terms of foetal and infant health.2

What is less clear is whether the UK’s system of antenatal care offers
the optimal level of support in terms of the frequency and timing of
interventions. In the UK women are offered a relatively high number of
antenatal visits. Most women attend around 13 antenatal visits, similar
to women in Finland and Sweden (Lenton 2000). This is high by
European standards. In France, for example, it is usual for women to
attend seven antenatal visits. 

However, attendance is much lower among certain groups.
Antenatal visit attendance rates in England and Wales are much lower
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among Pakistani (24 per cent) and Bangladeshi (14 per cent) women,
compared to white women (77 per cent), for example (Department of
Health 1997). Other research suggests that there are insufficient
numbers of antenatal classes to cater for all prospective parents in some
parts of the country (Henricson et al 2001). Thus whilst antenatal
services are widely provided, they are not universally experienced.

There is little clear evidence as to the importance of the frequency,
timing or content of antenatal support, apart from the unsurprising
finding that extremely poor antenatal care is associated with poor
maternal and foetal outcomes (Delvaux and Buekens 1999). The need
for more research in this area is clear, for example the Audit
Commission has recommended controlled evaluations of antenatal
services in the UK (Audit Commission 1999).

While it has been universally accepted that antenatal care is an
important factor in determining the outcome of pregnancy for high-risk
women, it is not necessarily the case that the current level of support is
necessary for all pregnant women. Indeed there is concern that antenatal
care may be over-utilised and some research has shown that reducing
the number of antenatal visits may be clinically beneficial (McDuffie et
al 1996). A World Health Organisation systematic review of
randomised controlled trials of routine antenatal care concluded that
the number of antenatal visits could be reduced in many developed
countries without risk to mother or baby (Carroli et al 2001).

Twenty years ago the Royal College of Obstetricians and
Gynaecologists recommended nine antenatal visits for first-time mothers
and six visits for mothers of second and subsequent children (RCOG
1982). Other experts have made similar recommendations (US
Department of Health and Human Service 1989). Reviewing the
literature, Lenton (2000) concludes that the frequency of antenatal visits
should be reduced to eight for low risk first-time mothers and six for low
risk second and subsequent births with women who encounter
problems between antenatal visits being able to access advice from
midwives and primary care teams.

We know from research that early pregnancy is particularly
important for certain health outcomes. It is known, for example, that the
first trimester of pregnancy is a key period whereby a mother’s nutrient
intake can have an effect on an infant’s birth weight (Doyle and Rees
2001). One study found that initiating antenatal care after the first
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trimester was associated with poor pregnancy outcomes (Gissler and
Hemminki 1994). However, these findings are not universally
supported (Thomas et al 1991). There is insufficient evidence to
increase the number of antenatal interventions at this stage of
pregnancy. Although some have advocated the development of pre-
pregnancy care, there is little documented experience of its effectiveness
(Czeizel 1999) and obvious difficulties of identifying a target group for
support since between 30 and 50 per cent of pregnancies in England
and Wales are unplanned (Maternity Alliance 2002a).

Aside from the frequency and timing of antenatal support, there is
the question of the content of antenatal visits. Current antenatal care
programmes in the UK originate from early 20th century models, which
were largely focused on preventing maternal morbidity. The core of
these models remains practically unchanged (Lenton 2000). 

The importance of the antenatal period in terms of personal support
and preparation for parenthood, as opposed to traditional antenatal
healthcare, has been comparatively overlooked, despite demonstrations
of the potency of even short periods of such support. Hodnett’s (1998)
review of the evidence found that women who received support from a
trained person had shorter labours, less analgesia and operative
delivery and their babies were in a better condition at birth. Some
studies have reported the positive effects of home visiting during
pregnancy. Elbourne et al found that women were more likely to be
more content and less nervous at the birth and more likely to breastfeed
(Elbourne et al 1989). The health effects of home visits are less certain,
(Roberts 1997; Oakley 1992; Hodnett 1998), although one
randomised controlled trial found that home visits by nurses during
pregnancy was associated with reduced pregnancy-induced
hypertension (Kitzman et al 1997).

There have long been calls for better information and support for
parents not simply about the process of giving birth but also about
motherhood, fatherhood and the social and emotional changes they are
likely to face remains (Pugh and De’Ath 1984, Pugh et al 1994). There
are a number of features which programmes for expectant parents might
seek to address including: improving maternal education and diet,
promoting potential parents’ self-confidence and self-esteem, and
building the skills required to promote key ‘resilience’ or protective
factors in children.
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While the UK has a well-developed system of antenatal support that
undoubtedly makes a contribution to improving the wellbeing of
expectant mothers and their infants, we know little about the exact value
of different aspects of provision. The available research suggests that
there is little need to increase the frequency of antenatal contact. Indeed,
there may be grounds for decreasing contact, although this might have
a damaging impact on parents’ confidence and emotional wellbeing.
What is not in doubt is the need to ensure that antenatal provision
meets all the needs of expectant parents, by providing emotional
support and preparation for parenthood, as well as routine advice about
the process of giving birth.

Midwifery and health visiting support

Of all the professionals that work with families during pregnancy and
the first year of a child’s life, midwives and health visitors are the most
important. This is partly because of the level of contact that they have
with parents and children during the antenatal and postnatal period
(midwives oversee 70% of births in the UK and health visitors aim to
reach all families in the immediate postnatal period) but it is also
because of the adaptable and empowering ways in which they can work.

Both midwives and health visitors are proactive in developing their
work with families rather than having to be responsive to demands for
care. Both groups of professionals also work in and outside the clinical
setting, managing their work autonomously but in partnership with
other professions. The health visiting service is predominately
unsolicited and is not offered in relation to specific care needs, so it is
able to respond to a range of service and community needs. Although
there is some evidence that parents believe that health visitors’ chief
role is to police families (Foster 1988), in general both midwives and
health visitors appear to be accepted by the community. They are
allowed into people’s homes without much hesitation as they command
a relatively high level of public credibility and trust.

Midwifery and health visiting are closely allied to the nursing
profession but at times have had difficulty sustaining their status in the
medical world. Because of its complex history and roots in the public
health field, health visiting has sometimes fallen foul of the medically-
focused health service. Many health authorities reduced the number of
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health visitors in the 1990s in the belief that health visiting was not an
effective service (particularly on grounds of cost) because of its primary
focus on child health screening (Naish 2002). The continued dominance
of acute care in health services has undermined the prospect of health
visitors developing their wider public health role. 

The midwifery and health visiting roles

Since the health visiting profession was founded there have been heated
debates about its role and purpose. This has continued to the present
day. In 1999, the current government rejected a recommendation that
health visiting should be regarded as a specialist branch of nursing,
instead reaffirming the statutory basis of health visiting as a separate
profession. Nevertheless its place in the medical field is closely allied to
the nursing profession, not least because since 1962 health visitors have
been required to undergo nurse training before qualifying as health
visitors.

Both midwifery and health visiting have a wide remit and a
significant amount of autonomy to develop services to meet local needs.
While midwives are required to provide medical advice and support
during the antenatal period and supervise the birth, they can also offer
a wide range of support in preparation for, and during, parenthood. The
health visitor role is broader in that it can encompass the health and
social wellbeing of the whole community (although with a particular
focus on families with children under five). Health visitors can, for
example, provide advice on employment and benefit rights, support
fathers in their new role, give information on local support networks
and advise on options for child care.

However, the wider roles of midwives and health visitors are often
highly limited in practice. The support that is given in the antenatal and
postnatal period largely focuses on routine physical examinations of
mothers and babies rather than other dimensions of health such as the
impact of having a baby on marital and family relationships. Much of
the work involves routine child development assessments, increasingly
coupled with the development of specialist health visiting services (for
example in the field of infant mental health) (Salmon et al 2002). The
need to move away from a routine assessment function to a wider public
health role is being increasingly recognised with the acknowledgement
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that services often fail to give due importance to parent’s emotional
support and relationship needs (Singh and Newburn 2000; NCT 2000).
The new competency framework agreed by the Nursing and Midwifery
Council (implemented from September 2002) reaffirms the view that
health visitors are expected to consider the parent’s social and emotional
wellbeing – taking account of the quality and nature of social support
networks and the impact of the transition to parenthood. 

However, in many parts of the country, social support still remains
less of a priority. Naish (2002) argues that the work of midwives and
health visitors should focus more on ‘the spaces between parents and
children, between parents themselves and between families and their
wider communities’. In other words the practical and emotional support
that families need in the few months following the birth of a child needs
to be valued as much as work to support the healthy development of the
newborn infant. This goes against the grain of the majority of health
work, because of the lack of mainstream attention still given to tackling
inequalities in health and the unwillingness to ‘interfere’ in family
matters. 

Yet the potential for achieving better outcomes for children and
parents by offering emotional and social support remains. MacArthur et
al (2002) tested the impact of extending midwifery support in this way
in a randomised controlled trial and showed that, four months post
childbirth, women’s mental health measures were significantly better.
Interestingly it was the content of the contact with mothers and children
that changed rather than the number or duration of visits made. Other
research has shown positive benefits of health visitors undertaking
counselling interventions with mothers who are depressed (Acheson
1998) or with couples on the impact of having children on their
relationships (Home Office 1998).

There would need to be changes to the way in which midwives and
health visitors work if they are to provide greater socio-emotional
support. Despite recent efforts, the nature of the client-professional role
has rarely been characterised by partnership (Bidmead 2002). The
earliest health visitors were employed to advise working class women on
clean and hygienic living. The role was that of an expert trying to
provide for the needs of the underprivileged. Changes to this approach
were attempted during the 1970s. The 1976 Department of Health and
Social Security report ‘Fit for the Future’ claimed: ‘we believe that in our
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generation there is the opportunity to make the next essential step and
to move to share responsibility.’ Research during the 1980s and 1990s
showed that health visitors were still not working in partnership with
clients and favoured a top-down approach (Bidmead 2002). In their
systematic review of health visiting Elkan et al (2000) have suggested
that service managers may not construe partnership working as being
‘real’ work.

While health visitors have embraced many different styles of
working, the profession is still too often characterised by professional
dominance and control rather than by acting as an advocate for parents.
The benefits of adopting a more empowering approach to supporting
parents have been demonstrated (Barker 2002). In action research
where health visitors have supported parents to identify solutions to
their problems, improved outcomes for children and parents have been
demonstrated. Some commentators have advocated the introduction of
midwife assistants and community volunteers to work alongside health
visitors and midwives to boost the practical and emotional support
available to parents (Page 2002). This way of working is already being
introduced in some Sure Start areas. 

There appears to be particular value in encouraging peer support
programmes to supplement the work of midwives and health visitors in
relation to issues such as breastfeeding support. Despite considerable
efforts to encourage breastfeeding in the UK, rates have remained static
for the past 20 years with a strong disparity between social classes and
ethnic groups. Just over half of new mothers from social class V make
attempts to breastfeed compared to 90 per cent of new mothers from
social class I. The decision to breastfeed seems to be influenced by
practical knowledge and from seeing breastfeeding rather than by
theoretical knowledge about its benefits (Hoddinott and Pill 1999).
Peer-to-peer support with breastfeeding appears to be successful,
possibly because it offers a more empowering approach to encouraging
women to breastfeed.

Workforce issues

Current limitations in the scope of midwifery and health visiting services
are in part due to capacity constraints. This may explain parents’ varied
experience of services across the country (Edwards 2002). There are
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currently around 18,000 midwives and 10,000 health visitors working
in England (Department of Health 2002). These figures relate to the
number of full-time equivalents and the number actually practising is
greater since many work part-time. There are currently 33,000
practising midwives (Nursing and Midwifery Council 2002) and an
estimated 20,000 practising health visitors. 

Despite efforts to recruit to the professions, midwifery and health
visiting both face staff shortages. The highest ever vacancy rates were
recorded in the 2002 Royal College of Midwives annual staffing survey,
throwing into doubt the likelihood of the Government reaching its target of
recruiting 2,000 more midwives by 2004. The national midwifery vacancy
rate is 2.8 per cent, with vacancy rates in London as high as seven per cent
(Department of Health 2002). Similar vacancy rates are being experienced
in the health visiting profession. As a result of these recruitment difficulties,
many of those working in midwifery and health visiting are unable to fulfil
their current roles let alone adopt new approaches and working practices;
the sheer quantity of work they face means that they can not do more than
provide a minimal service. There are reports of a reduction in the number
of home visits undertaken by health visitors, with mothers being
encouraged instead to attend clinics (Spooner 2001). 

These problems are unlikely to abate in the near future. The
midwifery and health visiting professions both have an ageing
workforce. Around a third of health visitors and 20 per cent of midwives
are over the age of 50 (Department of Health 2001; Nursing and
Midwifery Council 2002). Almost all are women: only 0.2 per cent of
midwives and 1.4 per cent of health visitors are men (Nursing and
Midwifery Council 2002). The numbers of new entrants to the
professions are not sufficient to replace those retiring, there are too few
training places coming on stream, and there are fundamental concerns
that levels of pay are insufficient to attract new people into the
professions. 

Co-ordination of services

Despite the fact that midwives and health visitors both work with
parents and children3 they rarely meet. They do not share a common
identity and while they are working with identical population groups in
practice they rarely exchange ideas and information about the
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population they work with and do not share a practice framework
(Naish 2002).

The majority of midwives and health visitors have their caseloads
organised by GP attachment, working to one or more GP practice, rather
than on the basis of geographical area. This can create tensions with
geographically defined services – such as those provided under the
auspices of Sure Start. Where midwives and health visitors are being
organised around geographical areas, there are more opportunities for
cross-agency working, a reduction in duplication, high levels of knowledge
about local issues and more effective community based support. 

Both professions are largely self-managed and the lack of clarity of
roles can lead to duplication of effort and gaps in services (Audit
Commission 1994). Health visitors plan and deliver their work largely
on their own. There is no infrastructure to support them in their work or
help make decisions about where to focus. Some have suggested
bringing midwifery and health visiting closer together under the remit of
Primary Care Trusts’ public health teams (Naish 2002).

Universal or targeted?

Health visitors offer a minimal universal service to all families with pre-
school children. Every family with children under five has a named
health visitor who can advise on child development and parenting issues
such as teething, sleeping, feeding, immunisation and any special needs. 

Yet in practice, few families have more than very occasional contact
with a health visitor. There is also evidence which suggests that parents
who are more likely to be in need can be less likely to receive a home
visit or attend a clinic (Audit Commission 1994). 

There has never been a serious attempt to redistribute health care
resources and health workers towards greatest need, according to social
deprivation or other measures. The Government has already proposed
distributing resources to the most deprived areas by giving community
practitioners and health visitors their own community budgets to spend
on improving health outcomes in the poorest communities, although the
budgets are tiny at £5,000 a year. Some have called for the health visitor
and midwifery workforce to be distributed according to measures of
social deprivation indices as a proxy for need for health care – not
simply on the basis of population size (Naish 2002).
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The benefits of providing a universal service are that it is non-
stigmatising and best able to achieve early intervention. However, it
may be possible to supplement this provision with more effective
targeting of additional resources. This is the direction in which health
visiting is already heading. It is increasingly recognised that universal
health care for young children may need to be defined in a new way (see
for example Hall 2001). The universal points of contact with the health
service during pregnancy and the first year of life should be fully
examined to see whether there is a case for reducing some face-to-face
contact in order to redirect resources on targeted interventions.

The work of midwives and health visitors is a crucial component of
the support given to parents and children. There are strong grounds for
reforming these roles so they meet a wider range of parents’ needs,
particularly providing emotional and social support in the early months
following birth. Such a transformation will involve considerable
challenges. Capacity problems due to workforce shortages remain a
significant barrier to change. As well as measures to tackle these
problems, the balance of the universal and targeted work of midwives
and health visitors needs to be carefully considered. Even with these
changes, it is likely that the increase in social and emotional support that
parents need during pregnancy and the first few months of an infant’s
life will not be met by these professionals alone.

Parenting support

There is now a variety of different parenting programmes available in
the UK, including parenting education projects, counselling and therapy
services, self-help groups and information services. Services are provided
by health professionals, social workers and independent counsellors, as
well as the voluntary sector.

However, the evidence suggests that services fall well short of
providing universal support. One survey found that just under half of
parents did not know where to go to get advice and help for family
problems (MORI 1999). Substantial gaps in provision have been
identified. Henricson et al (2001) found that early preventative services
are in short supply and that some services are having to forgo their
preventative function to meet gaps in specialist and crisis intervention.
Particular gaps include support for minority ethnic families and (all)
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fathers, as well as support for families with disabled children, for
teenage parents and for families with experience of mental health
problems. Relationship support services are very poorly developed. The
Lord Chancellor’s Department has acknowledged that pregnancy and
the birth of a child is a key transition point when relationship support
can be beneficial stressing that all those who have contact with parents
in the postnatal period (including health visitors) must sufficient training
to identify and help with couple’s emotional problems (Lord
Chancellor’s Department 2002).

As well as gaps in the content of support that is available to parents,
many services also fail to fit in with modern family life. A recent survey
showed that a quarter of mothers and 45 per cent of fathers regularly
work in the evening and 38 per cent of mothers work at least one
Saturday a month (La Valle et al 2002). The challenge for policy makers
and practitioners is therefore not only to provide the right type of
support to parents, but in ways which fit in with the lifestyles of today’s
families. 

Developing effective programmes to support good parenting has
proved problematic because it has been difficult to determine what is
required to alter parenting behaviour (Shonkoff and Phillips 2000). In
addition, almost all existing evaluations of parenting support relate to
work with older children; there is not a substantial body of evidence
evaluating parenting support in the early months.

There is, however, evidence of the effectiveness of programmes
targeted at infants among high-risk populations (see for example Avon
Premature Infant Project 1998; Aronen and Kurkela 1996). This
suggests that where developmental or social support is given to families
of pre-term children (children born at 32 weeks gestation or less) during
the first two years of life, small, but significant improvements in child
development can be detected (Avon Premature Infant Project 1998).
Parent advisor schemes produce a similar effect as developmentally
focused interventions, suggesting the effect may be the result of
improving maternal confidence, wellbeing and self-esteem.

Similar evidence has been found in relation to older children.
Controlled trials (Webster-Stratton et al 1989; Sanders et al 2000) and
systematic reviews (Barlow and Coren 2000) have shown that it is
possible to influence parenting in ways which are beneficial to the
emotional and social development of children and the mental health of

36 An Equal Start?



parents. Parenting programmes have been shown to improve maternal
psychosocial health (Barlow and Coren 2000; Patterson et al 2002)
relationships (Grimshaw and McGuire 1998), and reduce child
behaviour problems (Patterson et al 2001; Scott et al 2001).

Evaluations of successful parenting programmes have shown that
the best outcomes seem to be associated with the availability of regular
support focused on the whole needs of the family and based in the
community, accompanied by additional intervention for high-risk
groups. The most effective programmes tend to start early, preferably
during pregnancy, are continuous, occur with some intensity, take
account of multiple factors, develop an appropriate alliance with
parents, target the most needy, relate help to need, are home based and
use well trained and supported staff. Although long-term programmes
(lasting one to five years or more) can be effective, particularly for
promoting cognitive and academic progress, the evidence is less clear in
terms of mental health outcomes (Mental Health Foundation 2002).

Centre-based support

Centre-based (as opposed to home-based) educational interventions for
older children are associated with improved cognitive and language
development and subsequent school achievement (Mental Health
Foundation 2002). Group based programmes have been shown to be
both effective and cost-effective: community-based parent training
schemes may be up to six times as cost effective as individual clinic-
based programmes (Barlow 1999).

Parents have strong views about the nature of the support they
would like to receive. Studies show parents feel there is insufficient
information about what it is like to become a parent, too little advice
about the ‘pitfalls’ that might be experienced and insufficient sources of
immediate help and advice if they need reassurance and guidance
(Curtice 1989; McCormick 2001). 

When asked about their preparedness for parenthood, parents
openly express uncertainty about how to approach certain tasks and
say that they would welcome practical help and guidance on the basics
of caring for a baby (such as feeding, bathing, sleep and feeding
patterns, breastfeeding and changing nappies). Parents also request
more help with child development issues and in particular want to know
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more about the role they can play in developing the emotional, social
and cognitive skills of their babies (Edwards 2002).

Yet little time is devoted to helping new parents in learning to
undertake these new tasks. Parents say that the support offered to them
after the birth of a child can often be child-focused and insufficiently
family-focused (Moorman and Ball 2001). Fathers feel particularly
under-supported in the parenting role; they report feeling sidelined at
clinic appointments, not being allowed to stay with their partner in
hospital after the birth (outside of visiting hours) and feeling unable to
ask questions or to get time off to attend antenatal appointments
(Edwards 2002).

Parents say they want to be acknowledged as experts in their own
lives, active agents who must be listened to and involved with planning
services, rather than passive recipients of advice (Ghate and Hazel
2002). They often express the need simply to talk over issues of concern
with someone (Cragg et al 2002). Continuity of support for parents is
also important. One study of thirty families where there was concern
about a baby’s growth and development found that parents wanted to
be able to build a relationship with one professional over a period of
time rather than see different people and have to repeat questions to
different professionals (Underdown 2000). Some parents welcome the
idea of there being more support in the home in the weeks after having
a baby (Edwards 2002).

Parents seem to value the help, support, advice and feedback they
get from non-experts, including their peers (Pugh et al 1994).
Qualitative research conducted with expectant mothers and mothers
with young babies in Scotland found that mothers favoured advice and
support from other women who were pregnant or already had children,
rather than professional sources, with most women welcoming more
opportunities to meet other women in a similar situation (McCormick
2001). Some studies have found no difference in outcomes between a
well trained lay home visitor and an MSc level professional. Others
question whether such workers are able to influence parenting
behaviours arguing that their greatest strength instead lies in improving
mothers’ emotional wellbeing (Mental Health Foundation 2002).
Nevertheless, the impact of volunteer-based programmes such as Home-
Start have been shown to be beneficial, and non-directive support
provided by lay workers has been shown to have a positive impact on
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child development for at-risk populations (Buchan et al 1998; Davis
and Ali Choudry 1987).

Home-visiting schemes

Home-visiting is now a common feature of Sure Start programmes, with
most programmes offering at least one routine home visit per child
under the age of one, with additional (but not necessarily universal)
home visiting support available. 

Studies have shown that home-visiting schemes undertaken in
infancy are associated with fewer problems among adolescents (Aronen
and Kurkela 1996). They have also been shown to be successful in
reducing child abuse and neglect and improving maternal mental health
(Gomby et al 1999; Olds et al 1997). A 15-year follow up of a
randomised controlled trial in the US found that those who had received
home visits had fewer behavioural problems associated with the use of
alcohol and other drugs, received welfare support for a shorter period
and had fewer arrests (Olds et al 1997). However, home visiting
programmes are not always associated with significant improvements in
child development or child outcomes (Gomby et al 1999).

There is some evidence that home-visiting by lay people during
children’s early years, if well-designed, of adequate intensity and
duration and carried out by carefully selected, trained and supervised
home visitors, can have positive short- and long-term effects. For
example, a systematic review also found that programmes of home visits
by professional or specially trained lay care givers tended to be
associated with decreased rates of childhood injury (Hodnett and
Roberts 1998). 

In the UK most evidence of the impact of home visiting by lay
people comes from evaluations of Home-Start projects. Home-Start is a
voluntary organisation that offers support and practical help to young
families under stress in their own homes, in an attempt to prevent family
crisis and breakdown. Where Home-Start projects work successfully
they bridge the gap between a universal service provided by health
visitors and targeted services provided by social services. Schemes
employ organisers, supported by administrative assistants, who recruit,
train and support volunteers, usually mothers themselves, who offer
support to mothers with children under five. Other similar voluntary
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schemes exist in the UK, including Newpin, a voluntary group that
provides support to parents under stress.

The majority of families supported by Home-Start schemes are
economically vulnerable, lone parents, living in rented accommodation
and suffering from high levels of ill health. In as many as one in ten
families participating in the scheme in some areas there had been or
were child protection concerns (Frost et al 2000). Since it is a voluntary
scheme Home-Start is widely seen to be non-stigmatising and trusted.
However, there is some evidence that support is not always welcomed
and intervention can sometimes be seen as stigmatising (Frost et al
2000).

Evaluations have demonstrated that access to Home-Start may
improve emotional wellbeing in around one in two cases. The aspects of
the service that are seen by parents to be important are receiving regular
support from someone who listens, improving informal networks of
support and having another source of support when the help from a
health visitor ends. There is evidence that parents find it important to
have someone with whom they can share feelings, who is non-
judgmental, shows concern and in whom they can confide. Around half
of families participating in Home-Start schemes show improvements in
their parenting skills (Frost et al 2000).

Despite evidence of the beneficial impact of centre and home-based
parenting support, its impact may not be sustained. Parents can have
difficulties gaining the support of partners in implementing the
techniques learned, changing their established habits and those of
their partners, finding time to parent together and incorporating the
techniques into their already busy lives. In addition most programmes
have an attrition effect: between 20 per cent and 67 per cent of
families leave home-visiting programmes without completing them
(Gomby 1999). This means that evaluations of parenting programmes
may over-estimate the beneficial impact. In addition, since many of the
existing parenting programmes are locally based, the extent to which
their success can be replicated in national programmes must be
considered.

Understanding the exact nature of the benefits of providing parental
support (particularly in relation to parents of younger children) remains
difficult, particularly because of the scarcity of evidence. The studies that
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have been undertaken have mainly taken place in health settings and
with high-risk populations; their findings may not be applicable across
the population as a whole. Nevertheless the evidence is sufficient to
suggest ways in which support for parents with young children could be
enhanced and where significant gaps in provision still need to be filled.
The success of both group-based parenting programmes and individual
home-based support suggest that a range of services would be beneficial.

Childcare

For many children, the quality of the non-parental childcare they receive
in the first year of life will be an important factor in their development.
Two thirds of mothers taking maternity leave from paid employment
return to work within 10 months of the birth. The majority of families
rely on relatives for childcare support, but formal childcare outside the
family home is now an important reality for many.

The introduction of the national childcare strategy in 1998 placed
childcare higher on the political agenda than ever before. Considerable
investment has since gone into improving the UK’s level of childcare
provision, traditionally one of the least developed in Europe.

Overall, change in childcare policy has come faster than change in
practice. By 2001 there was one registered childcare place per seven
children under eight years of age, compared to one per nine children in
1997. The Government aims to create 1.6 million new childcare places
by 2004.

For younger children the level of childcare provision remains limited.
Care in the home of the parent or carer is the most common form of
formal care for children under the age of one with registered
childminders or unregistered nannies. The number of childminders has
actually decreased in recent years, a trend exacerbated by problems with
the registration process. Despite a government recruitment campaign,
there remain significant problems recruiting childcare workers. 

Where good quality group-based care has been developed – such as
in a number of Early Excellence Centres – it can provide an environment
in which children can thrive. Yet nursery-based care for under ones is
limited and can be very expensive. Overall British parents typically pay
£6,650 per year for childcare for a child under two (Daycare Trust
2003). Help with costs via the childcare tax credit, while more generous

The impact of public policy      41



than its predecessor, does not meet full childcare costs and only those
who are in employment for more than 16 hours a week are eligible for
support. Families with more than two children get no extra help with
childcare costs, exacerbating the difference in financial support between
smaller and larger families.

Improving the quality of childcare services remains an objective of
government. All registered childcare provision is now inspected by
OFSTED. In addition the first major UK study on the effectiveness of
early years’ education (the Effective Provision of Pre-School Education
project) is underway. This will provide much-needed evidence of the
contribution that different forms of pre-school provision in the UK (as
well as the home environment) can make in terms of children’s
development. 

In July 2002 the Government announced details of a new integrated
budget for childcare and early years learning worth £1.5 billion a year
by 2005/6. The Government also announced the creation of children’s
centres in disadvantaged areas, where possible building on Sure Start
provision and other existing facilities, but going on to provide services
for an additional 300,000 children by 2005-6. Funding for childcare is
set to more than double in real terms between 2002-03 and 2005-6.

There are many opportunities to develop support for parents and
children under the umbrella of Sure Start. However, the reach of Sure
Start initiatives remains limited. 520 local programmes will be
established in the poorest areas of the UK by 2003/4, but this will only
cover an estimated one-third of children under four living in poverty.
One option would be to extend Sure Start to all geographic areas,
something that would require a very high level of public investment.
Another would be to seek to ‘mainstream’ the Sure Start approach across
different public services. There is currently much debate about which of
these approaches, or some combination of the two, is more appropriate. 

However, an equally substantial challenge remains on the policy
horizon: that of increasing the availability of good quality childcare
provision required for young children to a level that is more in keeping
with the needs of modern families. Despite high demand, the childcare
market is not delivering nearly the amount of good quality, affordable
childcare required. Without a substantial growth in provision, only a
small – and privileged – minority will benefit from the experience of
good quality early years’ provision.
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Financial support 

When asked about the kind of support that they would want
government to provide, parents are most likely to cite the need for
greater financial support. Practical support in the form of cash benefits,
childcare places or paid parental leave are often considered more
obvious interventions for government than guidance on parenting,
healthy eating or parent-child interaction (Edwards 2002).

The financial support available for parents has altered substantially
in the last 50 years and now consists of a complex mix of means-tested
and non-means-tested support, both in cash and in kind (Bennett 2002).
In the past the UK has had comparatively low levels of financial support
for parents. There has also been a significant financial penalty attached
to motherhood, compared with many other industrialised countries.
However, a number of changes in financial support have been
introduced in recent years. 

In 1999 the Prime Minister set the ambitious target of eliminating
child poverty within a generation. Young children have become a
particular focus of government policy and, following the publication of
research revealing that parents spent roughly the same on younger as on
older children (Middleton et al 1997), were the subject of benefit
improvements from the 1999 Budget onwards. By October 2002,
income support rates for younger children had nearly doubled in real
terms since 1997. A new ‘baby tax credit’ was introduced in April
2002. This provides an extra payment on top of the children’s tax credit
for the first year of a baby’s life. In addition. a new Child Trust Fund is
being introduced. This will provide a universal endowment for all
babies with a higher endowment for poorer families.

Changes have also been made in relation to maternity, paternity and
parental leave. Maternity leave with pay has been extended (from April
2003) to 26 weeks, with a further 26 weeks of unpaid leave, and the
qualifying service period has been reduced. Instead of having to take 11
weeks of maternity leave prior to the birth or losing it, women can now
choose when to start their leave. 

The UK now has the longest maternity leave in Europe but half of
the leave entitlement is unpaid and the remainder is paid at a relatively
low level of income replacement (90 per cent of earnings for six weeks
plus 20 weeks at £100 from April 2003). There is some additional
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support for those who are not eligible for statutory maternity pay and a
lump sum maternity grant is available for some groups on low incomes.
The Sure Start Maternity Grant was introduced in 2000 to replace the
maternity payment from the Social Fund. The grant was increased in
stages, and is now worth £500 and is conditional on contact with a
health professional. Despite these recent improvements, the fact that
most of the maternity leave entitlement is either unpaid or paid at a
low flat-rate means that the overall the financial support for maternity is
low by European standards. 

Unpaid time off for (emergency) family reasons was introduced in
December 1999 with no qualifying service. Each parent of a child under
16 can take up to ten days per year. Parental leave was introduced at the
same time and is also unpaid. Leave can be taken for up to 13 weeks in
total, available to each parent of children under six (or older for disabled
children), as long as they have completed one year’s qualifying service.
Up to four weeks can be taken in any one year, in blocks of one or
more complete week(s) at a time, although this may be able to be
changed in negotiation with the employer. Employers can defer the
leave for business reasons, and there has been no real attempt to
encourage fathers to make use of it. 

Take up of parental leave has so far been lower than expected.
Survey evidence collected by the Department for Trade and Industry in
autumn 2000 found that 3 per cent of employed parents had taken
parental leave – lower than the 10 per cent of fathers and 50 per cent of
mothers who had originally been estimated to take leave. Interestingly,
take-up rates for mothers and fathers were identical, although a gender
difference may have been obscured by the overall low take-up rate. The
DTI has since lowered its estimate of take up to 3-12 per cent.

From April 2003 fathers are entitled to two weeks paternity leave
paid at the same rate as flat-rate statutory maternity pay. Fathers can
take the leave at any time in the first eight weeks following the birth of
their child. The Government is currently considering whether to extend
the period of paid paternity leave or introduce additional unpaid leave
(HM Treasury/DTI 2003).

Reform of in-kind support for low-income families is currently under
consultation in the UK. The Welfare Foods Scheme was established
over 60 years ago and provides tokens for milk (both in liquid form and
as infant formula) and vitamins to expectant and nursing mothers, and
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to infants and children under 5. It also provides milk to those in day
care and for a very few disabled children. Eligibility is restricted to those
on low incomes (those receiving income support and working families
tax credit). Around 55,000 pregnant women and 808,000 mothers and
children in England, Scotland and Wales benefit from the scheme. 

Several problems with the scheme – in particular the perception that
it offers a disincentive to mothers to breastfeed, and the fact that the
scheme does not meet the wider nutritional needs of pregnant women
and young children – have led the Government to review it (Department
of Health 2002). It is proposed that a new scheme – Healthy Start –
should be launched in 2004. This scheme will include a broader range
of foods such as fruit and vegetables, cereal-based food and other foods
suitable for weaning. A fixed value voucher will be introduced, instead
of the present token, to enable pregnant women and mothers to buy a
wider range of foods broadly equivalent to the value of seven pints of
liquid milk (vitamins would be delivered separately). Healthy Start will
be used to build better links between the NHS and the mothers and
children who will be covered by the scheme, aligning more closely the
arrangements for pregnant women between Healthy Start and the Sure
Start Maternity Grant. Mothers-to-be will register for Healthy Start by
attending an early antenatal booking visit for health advice. Registration
will be renewed at a child health clinic within three months of the birth
and through clinic attendance at twelve to fourteen months.

Such a rapid period of policy development is likely to result in
improvements for families with children. A recent analysis of the ‘child
benefit package’ of financial support for children in 22 countries at July
2001 found a significant improvement in the UK’s relative position
compared to a similar cross-national comparison in 1992 (although
these figures are not broken down by age group) (Bradshaw and Finch
2002). In 2000/01 about half a million fewer children were living in
low-income households compared to 1996/7. The Government may
well meet its interim pledge to cut child poverty by a quarter between
1998/9 and 2004/5, although some have argued that further measures
will be needed even to achieve this (Piachaud and Sutherland 2002).

However, there remain concerns about the likelihood of reducing
child poverty to acceptable levels. Child poverty rates in the UK remain
among the highest level in the European Union. Despite substantial
improvements to benefits, child poverty rates have not fallen rapidly.
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Both employment rates among families with children and benefit rates
would need to rise substantially to eradicate child poverty. This is partly
because of the difficulty of reducing relative poverty in the face of
persistent (and rising) income inequality.

There also remain some notable gaps in financial provision, with
some groups left out or left behind (Bennett 2002). In 1999/2000, 52
per cent of mothers having children received neither statutory maternity
allowance (though more would qualify now).4 Poverty rates are also
particularly high among lone parent families and those living in large
families. In addition there is concern that current poverty rates may
underestimate the level of poverty among young children because the
McClements equivalence scale used to calculate the official poverty
statistics gives a low value to young children (Bennett 2002).

Despite considerable improvements to financial support for families
with children, substantial further changes will be required to protect
families from poverty. The availability of improved leave arrangements
is undermined by the low or unpaid nature of the financial support that
accompanies them. And despite the case being made for years by
maternity groups and others there have been no moves to improve
financial support for those on low incomes during pregnancy. 

Conclusion

It is vital that the Government redoubles its efforts to lift families out of
poverty. At the same time, it must also begin to address a significant gap
in provision during pregnancy and the first year of life – that of
improving the emotional and social support available to parents. This
gap needs to be tackled at every major stage of public policy
intervention in the antenatal and postnatal period, through the work of
midwives and health visitors, parenting schemes, childcare and home
visiting programmes. The success of lay worker and peer-to-peer
parenting schemes suggests that additional support can be delivered by
non-professionals. Supplementary support of this kind may also help
deliver the level of services required to ensure that there is base-line
universal access to parenting support, onto which additional targeted
help can then be added.
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5. Improving support for parents and 
children

Despite a strong commitment to tackling child poverty and improving
support for parents and children, the current Government has never
been entirely comfortable with articulating an explicit commitment to
reducing inequality, nor has it found its voice on the role of public
policy in relation to family life. 

New Labour has not shied away from a policy of redistribution in
order to improve the living standards of poor families, but neither has it
trumpeted one. Increases to benefits, new tax credits and the
introduction of the new Child Trust Fund (or ‘baby bond’) have meant
that low-income families have received the lion’s share of improvements
in financial support. Yet despite the Government’s pledge to eradicate
child poverty within a generation, such changes have generally been
introduced without much fanfare. 

What is more, quiet redistribution has yet to produce the outcomes
the Government hoped for. Although benefit and tax credit levels have
increased and absolute living standards among poor families have
generally improved, relative poverty rates remain high and the gap
between rich and poor in Britain has hardly changed.

In this context the Government has been coy about being seen to
adopt an explicit agenda in pursuit of greater income equality. Beyond
continuing to pursue its redistributive tax credit and benefit strategy, it
has not indicated that it is willing to go further, to address the kinds of
issues that would need to be tackled if inequality was to decrease.
Income and inheritance tax reform, for example, has yet to feature on
the policy-making agenda. 

Having not sought out public support for the tax credit and benefit
strategy, the prospect of convincing the public of the need for more
radical changes has inevitably been reduced. On the basis of current
plans, the inequalities that emerge soon after birth are unlikely to be
significantly reduced. For that to be possible, the Government would
first need to convince the electorate of the importance of a more
ambitious approach towards tackling inequalities, including during the
early years.

It is also clear that a bolder income strategy would not be enough to
achieve greater equality in life chances. In the past public policy has
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paid too little attention to the impact that the social and familial context
has on a child’s development. A strategy that focuses solely on money as
the means to reduce inequality will fail.

The question of the appropriateness of the State’s involvement in
family life has long been debated. Historically it has been the Right
with the stronger story to tell. It has argued that government policies
have systematically undermined the institution of marriage, which in
turn has led to family breakdown with consequential problems for
society. The Right has sought to convey family support as an
infringement of individual liberty:

The family’s most dangerous enemies may not turn out to be
those who have openly declared war...It is less easy to fight
against the armies of those who are ‘only here to help‘ – those
who claim to come with the best intentions but come armed,
all the same, with statutory powers and administrative
instruments….What is objectionable is not merely that these
public officials are frequently wrong – though they are. Nor is
it for the most part that we have no means of controlling or
challenging their activities – though that is often true too. What
is always affronting, offensive and distressing is the simple fact
of their intrusion into our private space. (Mount 1982)

Such exaggerated concerns about the infringement of personal liberty
have not been met by an equally robust retort from the Left. The
Government has claimed that is has tried to pursue a family policy
which is ‘neither a ‘back to basics’ fundamentalism, trying to turn back
the clock, nor an ‘anything goes’ liberalism which denies the fact that
how families behave affects us all’ (Home Office 1998). But the
consequence has been continued uncertainty about the extent to which
public policy should become involved in family life.

The political enthusiasm to embrace a more preventative and
proactive approach to family support, witnessed at the time the National
Family and Parenting Institute was established by the Government,
appears to have waned. A consultation paper on the Family, published
in 1998, was followed by an apparent loss of confidence within
government about its own position. No White Paper emerged and
specific policy proposals were shelved. 
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As a consequence a notable gap in family policy has occurred
whereby family support as it relates to ‘failing’ families has had greater
prominence in the Government’s agenda than support for all families
with children. Policy makers are more confident of the legitimacy of the
State’s involvement in family life in such circumstances. Yet this
emphasis on ‘failing’ families has served to reinforce a message that
family support is about instructing and changing poor behaviour and
consequently it is often perceived to be intrusive and unwelcome.

Unsurprisingly the notion of government intervention to develop
parenting skills is not automatically welcomed by parents (Edwards
2002). The National Family and Parenting Institute notes that ‘there are
anxieties over how intrusive the state should be and the degree to which
parenting may become ‘professionalised’ by too great a focus on social
support.’ (Henricson et al 2001). In a recent study over half of parents
of 8-12 year old children surveyed said that they did not feel parents
needed professional advice and guidance to help them bring up children
(Gillies and Edwards 2003). For the Government to be able to provide
greater support to parents with their parenting role – support which
appears to be critical to improving children’s development – it must
first convince parents of the legitimacy of the State’s involvement in
family life. 

Part of the answer must be a greater acknowledgement of the range
of factors that have an impact on children’s development, and increased
efforts by government to approach policy in a more joined-up way.
There is now greater prospect of the Government achieving this goal.
The establishment of the Children and Young People’s Unit (with a
cross-government remit but based within the Department for Education
and Skills) and the new integrated budget for childcare and early years’
education offer the opportunity for more joined-up policy development.
The national framework documents (such as the Department of Health’s
forthcoming National Service Frameworks for Children, the Home
Office’s National Framework for Parenting Support, and the
Department for Education and Skills’ Framework for Effective Practice
for practitioners working with children under 3s) similarly promise a
more co-ordinated approach to policy-making.

The introduction of Sure Start in some areas of the country also
provides a basis on which to build greater acceptance of the value of
parenting support. In offering universal support in certain (geographically
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defined) populations, Sure Start now provides a framework for a wide
range of services that are flexible, community based and centred on the
needs of parents and children. This different approach to public policy
making has resulted in a bottom-up, non-uniform, universal set of
services and a new focus to the kind of support offered to parents and
children; the recognition that parents require emotional and practical
support, as well as health advice and financial support. It provides a
solid foundation on which future services could be built.

The combination of the Government’s timidity in tackling inequality
and a continued reticence about being seen to cross the threshold into
the private world of the family is constraining progress on achieving
more equal life chances for children. Both pose considerable challenges
politically; but they are both crucial to achieving change.

Universal or targeted?

Traditional health support for children and families in the early months
of life is universally provided, with targeted interventions for at risk
populations. Sure Start follows in the same tradition, albeit on a
geographical basis. Given that as many as one in three first time parents
report feeling unprepared for parenthood, with middle-class parents,
those on low incomes and single parents all equally ill-prepared (Home
Start 2000), the value of providing universal support during this period
is clear.

Despite the fact that most parenting programmes focus on parents of
children who already have behavioural problems, there are some studies
(albeit involving older children) that have demonstrated the effectiveness
of open access services in preventing problems emerging (Webster-
Stratton and Hammond 1997). Interest in attending a parenting
programme is not related to social-class but can be better predicted by the
existence of behaviour problems in children. Although children from
deprived backgrounds are one and a half times as likely to suffer from
behaviour problems as children from non-deprived backgrounds, research
suggests that the use of a selective approach of support would miss two-
fifths of children with problems (Patterson et al 2002). 

As this report has already outlined, the extent to which universal
health service support should be complemented by targeted
interventions is a live debate (Hall 2001). Given the current demands
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on public services there is a clear need to ensure that midwifery and
health visiting services are able to respond to the greatest needs in local
communities while at the same time retaining a meaningful (but
reduced) level of contact with all families. Enhanced levels of social and
emotional support for parents cannot be provided by these professionals
alone. The Government should aspire to be able to offer a universal
guarantee of some form of parenting support but this could only be met
with the help of a wide range of professional and lay- run community
services.

Early preparation for parenthood

Given that prospective mothers in the UK are offered a greater number
of antenatal visits than in many other countries, and the fact that there
is no evidence of any risk associated with having fewer visits, there
might be a case for reducing the number of appointments in the
antenatal period.

However, two factors would need to be taken into account. Firstly
parents tend to report that they received the right amount of antenatal
appointments and do not support the suggestion that they should be
reduced (Edwards 2002). Even if there was no greater clinical risk of
reducing the number of antenatal visits, the psychological impact of
reducing support in this period may be undesirable. Secondly, it is clear
that not all prospective parents attend antenatal visits, particularly those
that are most at risk.

Given the comparative lack of emotional and practical preparation
for parenthood in the antenatal period, increasing the amount of parent
preparation support but keeping the same number of antenatal visits
appears a more preferable approach. However, in general there is a
need for much more rigorous evaluation of antenatal services. For
example, home-visiting antenatal support should be more widely piloted
and evaluated. 

Transforming the health visiting and midwifery roles

Given current recruitment difficulties, the future of health visiting and
midwifery lies primarily in finding ways to renew an ageing and
declining workforce. The need for better workforce planning and a
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strengthened recruitment drive is evident. However, more fundamental
change may be needed if a younger generation of health visitors and
midwives is to be attracted into the professions. One option that should
be considered would be to allow direct entry into training for health
visitors, returning to the pre-1962 position whereby health visitors did
not need to be qualified as a nurse before undertaking training. 

If midwives and health visitors are to be able to provide the social
and emotional support to parents that research indicates is vital for child
development (and which many practitioners themselves want to
provide), the nature of their role will need to change. It will need to
move away from a child health monitoring approach to a more rounded
role in supporting families; a move that is already taking place as the
profession enhances its public health role.

This would require greater emphasis on the role that health visitors
and midwives play in supporting adults in preparation for, and support
during, parenthood. Midwives and health visitors should provide
greater emotional and social support to both fathers and mothers in the
first months following the birth of a child and health visitors should
have more contact with parents prior to the birth. To avoid such an
approach being seen as judgmental or ‘policing’, health visitors and
midwives will need to strengthen the ways in which they work in
partnership with communities, and with fathers as well as mothers.
Such skills will need to be given more emphasis in midwifery and
health visitor training. Arguably moves towards working in partnership
with parents might be undermined if professionals are given a greater
role as gatekeepers for welfare benefits, as is being suggested under
the Government’s proposals to reform the Welfare Foods Scheme.

Given the current shortage of health visitors and midwives, any
broadening of their role at this time will be difficult to deliver. This
brings into question the nature of the universal service that midwives
and health visitors can realistically provide. There is a case for better
targeting of resources to areas of high deprivation with the health
visitor and midwifery workforce distributed according to measures of
social deprivation indices as a proxy for need for health care – not
simply on the basis of population size. This suggests that in future,
the universal support that health visitors provide in the postnatal
period will need to be supplemented with additional non-professional
support.
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Home Visitors: a new type of service

In additional to enhancing the social and emotional support provided to
parents by midwives and health visitors, and by parenting groups or
classes, a new service to provide practical and emotional support for
parents should now be explored. The service would consist of an ‘on
your side’ advocate and mentor for parents, someone who would be
able to provide regular and continuous support from the third trimester
of pregnancy, during the early months of a child’s life and potentially
throughout the first year.

A Home Visitor could be an experienced parent or grandparent or
someone who has trained as a midwife or health visitor. They would
take on a different role to health professionals in acting as a mentor
and personal adviser – providing a gateway to a range of services for
parents. They would be active in the community in helping develop
services to meet parents’ needs.

The idea of a home visitor was supported by parents interviewed
in IPPR’s qualitative research (Edwards 2002). Parents are drawn to
the notion of a support person who is also an experienced parent and
liked the idea of being in touch with someone slightly removed from
mainstream public services. Such support could be directed at fathers
as well as mothers. The relationship between a home visitor and
parents would be less formal than might be possible to achieve by
those working in a professional capacity with parents. Parents
sometimes describe how they are unable to be frank about their own
experiences (such as post natal depression and not forming an
immediate bond with their baby), and claim that they feel that they
have to put on a ‘front’ for the midwife or health visitor. They say
they might find a home visitor easier to talk to. 

Parents raise some qualifications about the role of a ‘lay’ home
visitor (Edwards 2002). Parents would want to get to know the home
visitor during pregnancy rather than meet them for the first time after
the birth, in order to build trust and confidence in the relationship.
Some (although relatively few) felt that this role was already filled by
their health visitor. Others said they were confident in seeking
information and advice themselves, and wouldn’t necessarily want
another layer of visits imposed. Not all wanted the visitor to be a
‘home’ visitor, saying they would be more comfortable visiting this
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‘on your side’ advocate in another setting, or contacting them by
phone. Among the least confident mothers (often also the youngest)
the idea of seeking outside support, even in this more informal
format, was not welcomed. There is a real challenge in getting
support services to those most in need in a way they feel comfortable
with.

Such concerns would need to be taken into account in developing
new services. Lessons from existing projects would also need to be
learnt, since there are already many successful volunteer and/or peer
initiatives on which the home visitor role could be based. Schemes
that have been shown to be successful in providing practical and
emotional support to parents include Home-Start, ‘community
mother’ schemes and para-professionals working in Sure Start areas.
Many Sure Start programmes are already employing non-clinical staff
to visit families at home to provide information about services, to
undertake practical tasks, to support breastfeeding, to accompany
group activities and other social support and to provide continuity
between midwifery and health visiting services. Local mothers have
been trained in these roles. 

Responses to the National Family and Parenting Institute
consultation on developing family support suggested the introduction of
community volunteers to boost practical and emotional support to
parents before and after the birth of a child would be welcome (Page
2002). Development of a home visitor role could also complement the
emergence of new roles in health and social care (Kendall and Harker
2002). This would be in keeping with the desire to evolve multi-
professional local networks of parenting support, involving parents and
others in the community in the design and delivery of services
(Wolfendale and Einzig 1999). Funding to encourage the development
of Home Visitor support could be ring-fenced as part of the
Government’s plans for a £25 million parenting fund, as announced in
the 2002 Spending Review.
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Children’s Centres

The Government has announced the intention to introduce children’s
centres in some of the most deprived areas in the country. Along with a
range of services for children and parents, these centres will provide the
focus for good quality childcare services in a locality. 

Children’s centres could provide a one-stop centre for all parents,
providing universal access to high quality provision for children of
all ages, allowing for better co-ordination of all local services for
children and engaging families and communities in their
organisation and development. Children’s centres could build on
existing best practice – the range of services already being offered in
some areas by Sure Start and Early Excellence Centres. The centres
would co-locate different services and offer a single place in the
community where all help for parents and children could be sign-
posted. Parents could have contact with a local centre for different
reasons: for prospective parents to attend antenatal classes and later
to attend parenting support groups; for parents to seek health advice
and attend a child health clinic; for parents to find information
about local services and advice about benefits; and to provide access
to good quality childcare for the children of both working and non-
working parents.
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A Home Visitor Service would:

● Offer practical and emotional support to mothers and fathers in their home
from the third trimester to the early months and potentially throughout the first
year

● Offer ‘on your side’ support for parents 

● Be delivered by experienced parents, grandparents or those who have
previously trained as a midwife or health visitor but are no longer working in
that role

● Build on existing provision in Sure Start areas and in areas where home-
visiting schemes are being run by voluntary organisations

● Direct parents to other services in the community and represent parents’
views and needs in shaping the development of local services

● Develop in response to individual and local community needs, rather than
adopting a ‘one size fits all’ model

● Be developed through funding from the Parenting Fund



To date children’s centres have been seen as primarily offering a
future model for childcare provision. However, the model could be
extended to other forms of support for parents and children. The
dearth of parenting support in the UK – and the continued focus on
‘failed’ or ‘disadvantaged’ parents – could be reversed through
investment in children’s centres where a wide range of locally-
determined support groups for parents could be seen as an integral
part of children’s centres. 

Tackling poverty and disadvantage

Financial support for families with children, particularly those with
young children, has substantially improved in recent years. Yet the
persistence of high levels of poverty among families with young children
(as well as projections for the impact of changes yet to be implemented)
suggests that further improvements are necessary.

Given the importance of pre-pregnancy health and diet, and the
difficulty of targeting a prospective parent population, the adequacy of
social security support for the under 25s should be reviewed.
Preconception health status is crucial in determining the wellbeing of a
child. Under 25 benefit rates for single childless people should be
increased to the 25-plus level. 

Evidence that financial support during pregnancy can lead to better
child outcomes provides a compelling argument for the introduction of
financial support in recognition of pregnancy. There are two issues that
need to be resolved: the method and timing of such a payment. The
advantage of extending the payment of child benefit earlier into
pregnancy would be its universal nature and consequently its high take-
up rate (Kendall 2001; McCormick 2001). On the other hand it is
difficult to imagine benefit being paid for a person whom the law does
not recognise as existing in their own right (Bennett 2002). The same
argument applies to the child tax credit. 

An alternative approach would be an additional premium paid to
pregnant women receiving income support. While some would argue
that once pregnancy is confirmed the most important period for
augmenting nutritional status has passed, others argue that later
trimesters are also important, and that supplements given at these
stages can also be effective. Qualitative research suggests parents would
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support a pregnancy premium that was paid from the 20th or 30th
week of pregnancy (Edwards 2002).

The Sure Start Maternity Grant has now been raised to £500, closer
to the actual costs associated with buying essential items for a new baby
(estimated to be £565 in 1998 (Maternity Alliance, quoted in Bennett
2002)). But there is anecdotal evidence that there is confusion about
whether or not parents are eligible to apply for the Sure Start Maternity
Grant, particularly if they do not live in Sure Start areas (Edwards
2002). For this reason the name of the benefit should be changed. 

Additional financial support should be given to large families.
The UK is unusual in providing relatively more generous support for
one-child families. Yet the child poverty rate among six-child
household is 71 per cent, despite the fact that the largest recent fall in
poverty have been among these families (Piachaud and Sutherland
2002). By 2004 over half of children in low income families will be
living in large families. Greater support for large families could be
achieved by increasing the payments per child (for example in the
child tax credit and/or child benefit for second or subsequent
children) as a priority over increasing the rates per family. For
example, there is evidence to suggest that doubling the baby tax
credit (paid per family and to be integrated into the child tax credit in
2003/4) would not on its own make a substantial contribution to
reducing child poverty (Sutherland 2002). 

In-kind support for parents could also be improved. The proposals
to extend the Welfare Foods Scheme to a wider range of foods is
welcome and in line with parents’ own views (McCormick 2001;
Edwards 2002). The change also rightly proposes equalisation of
benefits between breastfeeding and non-breastfeeding mothers,
although without increasing the financial value of the support there is
scepticism as to whether the scheme will make a significant difference
to the nutrition of poor mothers and children. However, as they stand
the proposals have been described as ‘a nutritional sticking plaster for
the gaping wound of poverty-related health inequalities’ (Maternity
Alliance 2002b).

Getting the practicalities of the scheme right will be crucial to
successful implementation; vouchers will need to be flexible enough to
be used in different shops, including local stores and markets. The link
between health advice and registration for the scheme is more
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contentious. While the desired outcome (better health of children and
parents) is laudable, using the benefits system to try and achieve this aim
is problematic. There are two concerns. Firstly, debates about poverty
and relative disadvantage increasingly emphasise the importance of a
(lack of) power and sense of control as a key factor in that experience.
While the benefits/tax credits system is a tempting tool in the hands of
governments, attempts to shape the behaviour of people reliant on it
runs the risk of exacerbating the sense of powerlessness experienced by
parents living in poverty, rather than increasing their sense of control.

Secondly, placing responsibility for compliance in the hands of
health professionals may have an impact on the professional-client
relationship. There is an understandable reluctance among health
professionals to be seen to ‘police’ parents; indeed, for them to be seen
to do so may undermine the open, trusting supportive nature of their
relationship with parents. Some health visitors report anecdotally that
they are willing to sign Sure Start Maternity Grant forms even when
parents have not received health advice. The response to the
Government’s consultation on Healthy Start suggests strong
philosophical (as well as practical) objections to requiring health
professionals to take on this role (Maternity Alliance 2002b).
Government needs to tread wearily before extending conditionality in
this way.

Improving maternity and parental leave

After only six weeks of earnings-related statutory maternity pay (at 90
per cent of previous earnings) UK mothers only get flat-rate pay for 20
weeks, followed by 26 weeks unpaid leave, unless their employer offers
more generous provision. In 1996 only one in five mothers received
extra-statutory maternity pay (DTI 2000). Many other European
countries provide payment for the whole of maternity leave and most
(although not all) replace wages in full (Bradshaw and Finch 2002). 

Further improvements to maternity pay are needed if the risk of
poverty associated with having a child is to be reduced and mothers are
to have genuine choices about whether to return to work or not in the
first year of their child’s life. The Government has argued that increasing
the earnings-related element of pay would benefit better-paid women,
who tend to return to employment anyway (DTI 2000). If this concern
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is widely shared replacement rates can always be paid up to a ceiling;
although attempts to level inequalities via the design of maternity
provision have been argued to be mistaken (Bennett 2002).

The UK is unusual in Europe in having a comparatively long period
of maternity leave (much of it unpaid) and unpaid parental leave, rather
than having a shorter period of better-paid maternity leave followed by
paid parental leave. Bradshaw and Finch (2002) have noted that most
recent developments in maternity/parenthood provision in industrialised
countries have focused on parental leave more than maternity leave.
The emerging evidence of the impact of fathers’ earliest interactions
with their children on later outcomes, outlined in this report, support
this trend. While the UK’s comparatively generous maternity leave
entitlement is welcome, comparatively low levels of maternity pay,
covering only half the leave period, mean that lower-paid women are
much more likely to leave the labour market after childbirth. Because
maternity leave cannot be shared with the father, a gendered division of
labour is entrenched.

The UK Government must take action to encourage a more equal
sharing of parental responsibilities in the first year of life. Various steps
are needed. Paternity leave should be lengthened; but the priority must
be to pay it at a higher level. Payment for parental leave and leave for
family reasons must also be introduced; since unpaid leave is much less
likely to be taken, particularly by fathers (OECD 2001). 

Earnings-related payment (up to a ceiling) for parental leave
should be introduced. The limit on the number of weeks of parental
leave (up to a maximum level) that can be taken in the first year
should be abolished. For two-parent families, once parental leave is
paid, some period should be reserved for fathers. This ‘daddy quota’
could be given on a ‘use it or lose it’ basis, so that it is forgone if
fathers do not take it. In Norway where an additional four weeks of
parental leave is available only to fathers, use of this special quota
rose to 85% in 2000 (EOC 2003). Some might argue that a ‘daddy
quota’ already exists in the UK since parental leave is available per
parent, rather than per child, but since the leave is unpaid, this
provision is fairly academic.

Ultimately the ambition must be to achieve a better balance of paid
leave and childcare support to enable both parents to spend time with
their baby, especially during the first year of life. 
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The critical importance of the early months of life for a child’s
development requires careful consideration of the effectiveness of the
public policy support provided during this period. While the UK has
substantially improved its parental and early years support in recent
years, there is no room for complacency. Children’s life chances
remain extraordinarily unequal from birth, perhaps the most
significant hindrance to achieving a more socially just society. Across
a wide range of existing support and services there is evidence of
unmet needs.

Traditionally public policy has sought to protect the health of
children and to reduce the impact of poverty. This must continue.
However, growing evidence of the impact of the social and emotional
context in which infants are raised – and in particular the parent-infant
relationship – on child development requires us to consider the role
that public policy could make in supporting parents. Enhancing
support for parents during this period, through the development of
group support, but also by increasing the parent-support role of
existing professionals and through the development of home visitor
services, would contribute to ensuring that young children have a
more equal start.
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Equal at One: support during pregnancy and 
the first 12 months

Parents (and prospective parents) should expect:

● Antenatal support that includes information about child development and
preparation for the social and emotional impact of becoming a parent.

● Social, emotional and practical support in the postnatal period from a health
visitor, supplemented by ‘Home Visitor’-type support.

● Access to a children’s centre – a place in the local community which offers a
range of support during pregnancy and pre-school.

● Opportunity to influence the development of local services. Services should
be driven by parents’ and children’s needs.

● Social security support to reduce the risk of poverty during this period.

● The opportunity for mothers and fathers to take paid leave to care for a child
during the first year of life
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Key recommendations

Reforms to midwifery and health visiting services
● Retain the number of antenatal appointments but devote a greater proportion

of time to preparation for parenthood

● Increase the emphasis on social and antenatal support in health visiting and
midwifery, with implications for training and recruitment

● Consider allowing direct entry into training for health visiting

● Consider redistributing health care resources and the health visitor and
midwifery workforce according to measures of social deprivation.

Home Visitors
● Increasing funding to enable the kinds of volunteer and peer-to-peer

schemes available in some areas to become universally available to parents
in the first year of their child’s life

Children’s Centres
● Implement a model that combines childcare for working and non-working

parents, sessional early education places, out of school care and family,
parenting and health services would offer support to all parents in their local
community. 

Social security
● Review benefit rates for under-25s.

● Introduce a pregnancy premium.

● Raise the level of support for large families.

● Implement proposed changes to the welfare foods scheme but without
extending conditionality 

Leave arrangements
● Increase levels of maternity and paternity pay.

● Introduce payment for parental leave, preferably earnings-related.

● Introduce a ‘daddy quota’ as part of parental leave and lift restrictions on
number of weeks that can be taken in the first year after the birth of a child



6. Conclusion

The evidence set out in this report demonstrates that all those who wish
to achieve a more socially just society must concern themselves with
reducing the unequal life chances that emerge soon after birth.

This raises difficult issues for progressive politics, such as the power
of inherited privilege and the tension between parents’ liberty to do the
best for their children and the desire to achieve a fairer share of
opportunities. Whilst these issues are beyond the scope of this book,
they will need to be addressed head on if a rhetorical commitment to
achieving an equal start in life for all children is to be delivered in
reality. 

Policy makers also face a more immediate challenge; that of the
relative attention that has been given to factors that profoundly shape a
child’s development during and after birth. The need to prevent poverty,
neglect, child abuse and deprivation is well understood. Along with
protecting the health of mother and child, these have long been
important public policy issues. 

Less acknowledged, in public policy terms at least, is the profound
impact that the parent-child relationship has on an infant’s
development. This is an area in which the State has chosen to tread
carefully, reluctant to interfere in the private realm of family life other
than in the most desperate of circumstances.

Yet if we are serious about giving children an equal start in life we
can not overlook the significance of the parenting role. Public policy
must be prepared to cross the threshold into the private world of the
family; to consider ways in which social and emotional support for
parents can be improved.

Increasing support for parents and children in this period will have
a profound and long-term impact on the wellbeing of society. While an
individual’s development is by no means set for life, their capacity to
benefit from life opportunities is significantly enhanced by positive
experiences in the early months of life. Without a step change in the
quantity and quality of support for parents and children during this
crucial period of development, an equal start for children will remain no
more than a worthy statement of ambition.
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Endnotes

1 These studies were not controlled trials and excluded programmes in
the US. 

2 Virtually all programmes offer new or extended antenatal care
including home visiting by midwives.

3 Health visitors also work with other groups of the population,
particularly the elderly.

4 This was because their employment record or earnings were
insufficient to qualify, because they left employment after one birth
and had another baby without returning to employment, or because
they did not have a job at all. 
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