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1. Introduction 
 

1.1 Overview 
The Big Lottery is funding A Better Start (ABS) with the aim of improving 
outcomes for children in early life (0-3 years). The programme focuses on three 
important areas: nutrition, socio-emotional development and language. It aims 
to achieve better outcomes in these areas for the most disadvantaged children 
through changes to whole systems at the level of practice, services, organisations 
and policies. ABS is beginning in three to five local areas but intends for the 
learning to be sustained and replicated across the country. 
 
In The Science Withini we emphasised that the time from conception to a child’s 
fourth birthday is an important window of opportunity, as well as a time of risk. 
Intervening during this period is, as such, important work that requires strong 
evidential foundations. Parents need to trust and be confident that what they are 
participating in will benefit their children and themselves. Practitioners need to 
know that what they do and how they work makes a difference. Funders need to 
invest increasingly limited money carefully. This paper summarises what is 
currently known about ‘What Works’ to support parents and parenting during 
pregnancy and the child’s first four years. 
 
Although we have identified many evidence-based programmes, there is 
currently not enough high quality research evaluating the effectiveness of 
interventions for this time period (i.e. conception to three years) in the UK, and it 
is therefore still too early to know if many of the science-based promising 
approaches are effective. There is also a lack of evidence about the impact of 
universal services, primarily because of difficulties in evaluating whether such 
population level approaches are effective. As we said in The Science Within, much 
of the evaluation and implementation science is relatively new, and even when 
we feel confident about particular ways of working, the real world is a messy 
place with different contexts, cultures and systems to complicate the delivery 
process. This means that ‘what works’ is ‘what is most likely to work’. We will 
update this paper as new evidence emerges. 
 

1.2 From ‘The Science Within’ to ‘What Works’ 
In order to achieve the outcomes for which we are aiming, we need to implement 
a range of interventions – policies, programmes, practices, processes, quality 
improvement, and population-level strategies (see Appendix 1 for definitions of 
these). In The Science Within we pulled together evidence from a number of 
fields, highlighting what we now know about the key influences on a child’s early 
development, how this takes place, and the areas where we can make a 
difference. The resulting framework enabled us to begin to identify where 
activities that are aimed at improving nutritional, socio-emotional and language 
outcomes for children from conception to three years should be focused. In What 
Works we provide an overview of the best available evidence for such activities. 
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A fundamental ethical principle of ABS activities is that they should benefit 
children and families and, at a minimum, ‘do no harm’. As practitioners and their 
managers know, prevention activities in early life bring significant 
responsibilities, and children and parents need to be confident that what they 
are being offered will benefit their children and themselves. The most effective 
activities are ‘done with’ not ‘done too’ children and parents. This means that 
families need to be active participants in services. Sharing the evidence and 
being open about testing and learning is an ethical requirement, and helps to 
build trust and engagement. 
 
Although much of the most rigorous evidence (i.e. from randomised controlled 
trials – RCTs) focuses on the effectiveness of programmes, we have also 
endeavoured where possible to identify relevant policy and practices (see 
Appendix 1) where there is ‘consensus’ that such policy or practice is optimal. 
The interventions to which we refer in this document are mostly what we call 
evidence-based, meaning that they have been tested and found effective using 
robust comparison group studies (typically RCTs). ABS sites may also seek to 
implement interventions that are what we are referring to as science-based, 
meaning that while they are rooted in the best-available evidence in terms of 
their development, they have yet to meet that standard in terms of evaluation, 
quality and impact. Where this is the case, there will need to be a systematic 
process of development, testing and evaluation, so that such new developments 
can be more widely implemented if found to be effective. 
 

1.3 Programme Mechanisms 
The interventions or ways of working that we highlight are all effective because 
they involve the use or delivery of mechanisms that address some aspect of the 
problem being targeted. These mechanisms are part of a programme’s ‘logic 
model’ and they capture exactly which aspects of a programme’s content can 
bring about change in terms of the targeted outcome identified in The Science 
Within. 
 
Take infant massage programmes. They are typically utilised with disadvantaged 
mothers in order to achieve two things: improve postnatal depression and 
promote the mother’s relationship with the baby. Research has identified that for 
infant massage to be effective in achieving these goals, it must utilise 14 
‘mechanisms’. For instance, one of the significant factors associated with 
postnatal depression is isolation. This means that infant massage programmes 
need to provide opportunities for social engagement if they are to be effective in 
reducing the mother’s depression. Similarly, promotion of the relationship with 
the infant requires that facilitators have the technical skills and personal 
qualities to deliver the programme; that they are able to model sensitive 
interactions with a doll; and that they can teach about infant states and cues. A 
recent study, however, showed that of eight sites offering infant massage 
programmes, only two had 10 or more of the 14 key mechanisms available.ii 
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In a similar vein, the Family Nurse Partnership has 18 ‘core model elements’, 
covering the clients, nurses and supervisors and the organisational 
infrastructure. When the programme is implemented in accordance with these 
model elements, organisations, funders and practitioners can have a high level of 
confidence that results will be comparable to those measured in the research. 
 
Programmes that do not specify and ensure the delivery of the key programme 
mechanisms are not likely to be successful in bringing about change. Sites 
therefore need to ensure that staff are aware of the key programme mechanisms, 
and that they are being delivered. 
 

1.4 Type/Level of Evidence 
Where possible we have focused on interventions, or types of intervention, that 
have been tested and found to be effective. In order to achieve this, we have 
sought evidence from individual evaluations where children or parents who 
receive the intervention are compared with similar children or parents not 
receiving the intervention, or systematic reviews of such evaluations. These 
studies include RCTs, where the groups are assigned randomly, and quasi-
experimental designs (QEDs), where no random assignment occurs. It is 
important to note that not all of the interventions listed in Table 1 have this level 
of evidence (we have indicated where this is not the case). It is also important to 
note that while we have focused on identifying interventions according to the 
method of evaluation, we have not sought to differentiate between studies in 
terms of their quality.  
 

1.5 Levels of Intervention 
Within each section in the text that follows, and in Tables 1 and 2, interventions 
are categorised according to the level of prevention they address. This 
framework was developed for the Institute of Medicine in the US by a group of 
scientists and is now widely adopted.iii It has six levels: promotion; universal 
prevention; selective prevention; indicated prevention; treatment; and 
maintenance. It is important to note that some interventions cross two or more 
levels. Further, care is needed – combining knowledge of risk with professional 
judgement – when assessing families’ needs and selecting the appropriate level 
of intervention (see sections 4.2 and 4.3 of this paper). The six levels correspond 
to the traditional categories of primary, secondary and tertiary prevention as 
follows: 
  
Primary prevention Promotion activities and interventions are delivered to 

everyone within a particular population and involve the 
use of both individual methods of working (i.e. advice 
from practitioners to individual families) alongside the 
use of media-based methods that can be delivered both 
to individual families (e.g. infant nutrition leaflets) and 
more widely across the population (e.g. advertising 5-a-
day using widely displayed posters).  
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Universal activities are aimed at preventing the 
occurrence of problems in the first instance by offering 
services and interventions routinely to all members of a 
population. For example, the Healthy Child Programme, 
maternity and health visiting services are offered on a 
universal basis, but other universal level interventions 
can include policy and legal changes. The key features of 
universal services is that they are seen as being a ‘social 
good’ for everyone, and they can be used to promote 
well-being (i.e. promotion above) and also to prevent 
problems by identifying families in need of additional 
services (i.e. selective, indicated, treatment). The latter 
may require ongoing contact over a period of a child’s 
development. 
Selective methods are delivered to families where there 
are risk factors that could impact on a child’s outcomes. 
The aim is to prevent the development of problems that 
may have an impact on the developing foetus or the 
infant/toddler. As such, selective interventions might 
target groups of parents where outcomes are known to 
be poorer due to single or multiple risk factors – for 
example, parents with low psychological resources (e.g. 
relating to self-esteem, mastery, locus of control, mental 
health), teenage parents, families whose first language is 
not English, pregnant women or women with poor 
social support, women with unresolved trauma, couples 
experiencing relationship problems, and any families 
who may have factors that place them at risk over and 
above the standard socio-demographic risk, such as 
workless families or families in ‘unsuitable’ housing .  

Secondary 
prevention  

Indicated interventions are those delivered to families 
where there are early signs of problems that, if not 
addressed, may pose significant difficulties in terms of 
both the development of the foetus and infant and the 
family’s capacity to care for their child in early life. This 
includes, for example, women showing signs of anxiety 
or depression, couples experiencing relationship 
problems, women who are obese or who smoke and 
couples experiencing parenting problems. 

Tertiary prevention  Treatment interventions are provided to families 
experiencing diagnosed problems with the aim of 
reducing the negative impact of the particular problem 
being targeted. For example, women experiencing 
severe and ongoing mental health problems, substance-
dependency problems and domestic abuse will require 
treatment for the primary problem (e.g. substance 
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dependency, violent partner) alongside further 
intervention to address the parenting problems that are 
involved.  
Maintenance interventions are delivered to families 
who have been identified or diagnosed as having a 
specific problem that will pose significant difficulties in 
terms of both the development of the pregnancy and 
their capacity to parent in the postnatal period, with the 
aim of enabling them to sustain the changes resulting 
from treatment programmes. This might include the 
ongoing services provided to women who are no longer 
substance dependent, or who are no longer at threat 
from domestic abuse.    

 

1.6 The Ecological Perspective 
An ecological view of pregnancy and early life means understanding the 
interactions between the many factors and systems that impact on foetal and 
early childhood development. These include: a child’s individual genetic make-
up, epigenetic changes and gender; parental age, education, health and 
relationships; socio-economic circumstances; the community environment; 
services; and macro cultural, economic and politico-legal systems. By integrating 
all these factors, a human ecology perspective provides a helpful explanatory 
framework for understanding inequalities in health and well-being throughout 
life. 
 
An ecological approach also recognises that no single part of the system can 
affect change for children in its own. Change depends on services that attend to 
children’s psycho-educational development and social and economic 
circumstances at multiple levels in a coherent and integrated way. The 
framework for ‘Preparing for Pregnancy, Birth and Beyond’ goes some way 
towards this by describing four levels where expectant parents learn starting 
with friends and family (including social media), followed by community 
provision, then routine, universal services and finally, specialist interventions 
tailored to specific needs.iv Applying an ecological perspective to What Works 
therefore involves addressing the way in which each of these systems impacts on 
the families with whom the sites are working.    
    

1.7 Providing Additional Evidence-Based Services within the Context 
of the Healthy Child Programme 
The Healthy Child Programmev (HCP) 0-5 years is the universal preventive 
service in England, providing families with a programme of health and 
development reviews, health promotion, parenting support, screening and 
immunisations. The programme has changed its name over the years but has 
been a core maternal and infant public health service since before the NHS was 
established. The HCP was updated in 2009 and is due to be updated again to 
incorporate new evidence and recent policy changes.  
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The HCP includes a wide range of promotional activities aimed at supporting 
children’s health and socio-emotional development. However, there is a need to 
improve the quality of the implementation of the HCP and to strengthen its 
impact on the three outcome areas that are the focus of ABS. Therefore, while the 
HCP provides the core service model and intervention within which ABS should 
be provided, we describe below the specific evidence-based interventions that 
explicitly address the areas highlighted by The Science Within. We think that this 
will give sites the optimal opportunity to strengthen and build on the HCP to 
achieve the goals of ABS to improve the nutritional, socio-emotional and 
language/learning outcomes of disadvantaged children. 
 
Alongside the HCP, the Early Years Foundation Stage (EYFS)vi sets standards for 
the learning, development and care of children from birth to five years, including 
assessments at two to three and five years of age. It focuses on seven areas, 
including communication and language, physical development, literacy and 
personal, social and emotional development. 
 
One of the goals for sites will be to identify innovative ways of offering some of 
the evidence-based interventions we have highlighted as part of the standard 
services that are already being provided by a range of practitioners (e.g. 
midwives, health visitors, early years workers, social workers) across a range of 
settings (e.g. maternity, HCP, general practice, child care). Funding for ABS 
provides a unique opportunity for sites to integrate these evidence-based 
programmes. For example, in Oxfordshire, health visitors developed an 
innovative model of integrated working across the statutory and voluntary 
sectors by incorporating the Baby PEEPvii programme into their routine 
provision of baby clinics by health visitors. This involved the development of a 
new multi-disciplinary/integrated model of delivering baby clinics in which 
evidence-based PEEP practitioners were introduced into the routine baby clinic 
to offer additional services aimed at enhancing the development of babies (i.e. by 
providing opportunities to promote parent-infant interaction). Families and 
practitioners rated this new model of providing baby clinics very highly in terms 
of the early development of infants.viii In the care pathways below we have 
described a number of other ways in which evidence-based programmes can be 
integrated into standard services, with the aim of improving outcomes for 
families. 
 

1.8 Order of What Follows 
The remainder of this paper is divided into three sections. 
 
The first summarises the evidence according to The Science Within framework, 
focusing respectively on maternal physical health in pregnancy, maternal mental 
health in pregnancy, birth, child nutrition, child socio-emotional development, 
child language and learning, family economic situation and the wider 
environment. The text is accompanied by three tables: 
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 Table 1 describes the interventions we have identified and the evidence 
that supports them; 

 Table 2 depicts the way in which a selection of the interventions might be 
provided chronologically; 

 Table 3 provides website addresses for the named interventions. 
 
A reference list provides sources for the items examined in the literature search, 
including all of those cited in Table 1. 
 
We then outline a number of possible ‘care pathways’ to show how the types of 
intervention highlighted in the What Works review of the evidence can fit 
together chronologically over the period from conception to a child’s fourth 
birthday.  
 
The final section outlines some important issues that sites should address to 
ensure that evidence-based interventions are implemented effectively. 
 

2. Overview of What Works 
 

2.1 Summary 
In this section we highlight current evidence about What Works. In some areas 
the evidence is partial and inconclusive, but we have endeavoured to identify 
some of the key approaches that sites might wish to implement, focusing mainly 
on those that are supported by evidence from RCTs or QEDs. The material in the 
next section has been organised using The Science Within main headings.  
 
All of the following methods of working should be implemented as part of a 
wider ecological approach in which familial, social, cultural, relational and 
economic factors are addressed when planning interventions. There is inevitable 
repetition as several evidence-based interventions, such as Family Nurse 
Partnership, impact on multiple outcomes across the chronological stages. 
 

2.2 Maternal Physical Health in Pregnancy 
In The Science Within we identified that good maternal physical health in 
pregnancy is fundamental to later infant and child well-being, and we focused in 
particular on the need for a healthy diet and exercise, smoking cessation, 
elimination of alcohol and substance use, and good general health.    
 
We have identified a number of promotion and universal interventions that 
involve the provision of guidance about diet and exercise (in addition to or as 
part of routine maternity care); evidence-based selective programmes that 
target families who are at increased risk such as teenage parents (e.g. Family 
Nurse Partnership – FNP) and that can also be utilised to promote good diet and 
physical health; and indicated/treatment strategies to address issues such as 
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smoking (e.g. CBT/Motivational Interviewing, which can be used alongside the 
standard NHS telephone counselling and STOP smoking clinics) and drinking (e.g. 
Motivational Interviewing).   
 

2.3 Maternal Mental Health in Pregnancy 
In The Science Within we showed that good maternal mental health is also 
important in terms of the development of the foetus, and we highlighted a range 
of opportunities to promote development. We also noted potential problems, 
including unplanned pregnancy, unresolved trauma, poor maternal reflective 
function, domestic abuse and alcohol/drug dependency. 
 
We have identified a number of media-based promotional activities (e.g. 
distributing materials such as ‘The Pregnancy Book’ix and ‘Birth to Five’x) and 
other sources of universal support that can be provided alongside access to 
telephone helplines, websites, NHS Direct, children's centres and Sure Start 
information. We have also recommended the universal delivery of Antenatal 
Promotional Interviews at 28 weeks, which can be used to identify families in 
need of additional support.  
 
We have also identified interventions that can be provided as part of a selective 
programme to teenage pregnant women (e.g. FNP) and indicated/treatment 
interventions for women with unresolved trauma as a result of experiencing 
domestic violence (e.g. counselling). We have also highlighted universal and 
selective interventions to help with preparing for parenthood, such as groups for 
parents-to-be – including fathers (e.g. Family Foundations). 
 
Indicated/treatment programmes should be provided to women who drink (e.g. 
brief behavioural counselling, Motivational Interviewing) or who are anxious 
and/or depressed (e.g. Interpersonal Therapy, CBT). Practitioners working with 
families who may be experiencing relationship problems should receive special 
training in dealing with such issues (e.g. Brief Encounters).  
 
We identified a number of evidence-based treatment programmes that target 
women experiencing a range of problems that will affect the developing foetus 
and infant/toddler, including domestic abuse (e.g. CBT) and substance 
dependency (e.g. Parents under Pressure). These programmes should be used 
alongside other standard services (e.g. substance dependency treatment 
programmes) to target both the primary problem and the associated parenting 
problems.   
 

2.4 Birth  
In The Science Within we identified a number of aspects of the birth that are 
important in terms of promoting the optimal development of the child, including 
the opportunities for early breastfeeding and bonding.   
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A number of universal interventions (e.g. Birth Centre and continuity in midwife-
led care) may be provided as part of the adoption of the UNICEF UK Baby-
Friendly Breastfeeding Initiative (BFI), including skin-to-skin care and a breast-
feed within the first hour of delivery.  
 

2.5 Nutrition  
In The Science Within we identified that in order to achieve good nutritional and 
health outcomes infants need to be breastfed and introduced to weaning foods at 
the appropriate time, and toddlers need to be introduced to healthy eating 
patterns and activities.   
 
We have identified a range of evidence-based promotional and universal 
methods of supporting breastfeeding during pregnancy (e.g. informal, practical 
breastfeeding education in the antenatal period that is delivered in combination 
with peer support programmes plus a single session of informal, small group and 
discursive breastfeeding education) and following birth (e.g. UNICEF UK BFI) 
and beyond (e.g. breastfeeding-specific, practical and problem-solving support 
from a health professional/practitioner plus peer support programmes).   
 
Examples of universal and selective methods of encouraging appropriate 
weaning and early activity include professional advice delivered as part of a 
structured series of home visits or in dietician-led groups (e.g. those tested in the 
INFANT and NOURISH trials) or at pre-school (e.g. Hip Hop to Health Jr.). 
 
We have also identified a number of evidence-based methods of supporting 
healthy foods and eating patterns and encouraging activity in toddlerhood that 
can be delivered as part of a selective/indicated prevention strategy in a range of 
settings, in particular the home (e.g. Community Mothers, Healthy Beginnings).  
 

2.6 Socio-Emotional Development 
In The Science Within we identified a number of aspects of the early parenting 
environment as being important during infancy (e.g. parent-infant interaction, 
parental sensitivity, parent mind-mindedness, positive/tolerable levels of stress) 
and toddlerhood (e.g. positive discipline, low stress, and positive parenting 
practices – including warmth and love, appropriate supervision and boundaries).  
 
A range of promotion and universal evidence-based methods can be 
implemented to support the above, including media-based techniques (e.g. The 
Social Baby Bookxi) and interventions that are delivered either individually (e.g. 
temperament-based anticipatory guidance, infant massage, Sunderland Infant 
Programme) or in groups (e.g. PEEP Learning Together programme).    
 
We have also identified a range of selective methods of working to support 
parents who are experiencing problems in the above domains in the immediate 
postnatal period. The Postnatal Promotional Interview at eight weeks following 
the birth can be used to promote well-being and identify families in need of 
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additional services, and also to screen for problems such as postnatal depression. 
Interventions such as infant massage, the PEEP Learning Together programme 
and other group-based programmes, which will reduce social isolation and 
depression, have been found to promote the type of parent-infant interaction 
that will lead to secure attachment and strengthen early development.   
 
In terms of selective provision we have highlighted a number of interventions 
that could be delivered to women whose infants and toddlers are at increased 
risk of poor outcomes because, for example, they are teenage parents (e.g. FNP) 
or have learning disabilities (e.g. selected individually administered home-based 
behavioural interventions). 
 
The Science Within also identified the need for early identification and treatment 
of postnatal depression and the need to address early relationship problems.  
The NICE Guidance on Antenatal and Postnatal Mental Healthxii recommends 
screening for postnatal depression (PND) at eight weeks using the EPDS 
(Edinburgh Postnatal Depression Scale) or Whooley questions.xiii However, this 
screening can also be done using the Postnatal Promotional Interviews (which 
incorporates the Whooley questions) and the EPDS as appropriate. The evidence, 
which is summarised in the NICE Guidance, supports the use of a range of 
interventions for mild or moderate depression (e.g. self-administered 
computerised CBT, self-help materials combined with support for their use from 
professionals, and group-based support such as mindfulness-based stress 
reduction programmes) and moderate to severe anxiety/depression (e.g. Referral 
to IAPTxiv for brief psychological treatments, and individual support such as CBT 
or Interpersonal Therapy – IPT). There is also evidence to suggest that where the 
depression is affecting parent-infant interaction (see section 3.2 below on 
identification tools) additional interventions should be offered to address this 
(e.g. Video Interaction Guidance – VIG). 
 
We have also identified a range of evidence-based methods of working to 
support parents where there is evidence of attachment problems using 
interventions that target parents on a one-to-one basis (e.g. VIG, Child-Parent 
Psychotherapy, Watch, Wait and Wonder) or on a group basis (e.g. Circle of 
Security). A range of manualised individual (e.g. FNP, Minding the Baby) and 
group-based (e.g. Incredible Years, Triple P) interventions can be used to 
address other parenting problems, or where there is evidence of child emotional 
and behavioural problems. It should be noted that a number of group-based 
parenting programmes are now available, which are promising but still have 
currently limited evidence of effectiveness. Some of the newly developed 
programmes that explicitly target parents of infants, appear to offer more 
programme mechanisms that will achieve the goal of secure infant attachment 
because they focus more explicitly on parent-infant interaction (e.g. Mellow 
Babies) rather than on parent and infant behaviours (e.g. Triple P). We have also 
identified interventions for indicated problems such as partner relationship 
problems (e.g. Brief Encounters) and concerns about maltreatment (e.g. Parent-
Child Interaction Therapy) – see section 3.2 below. 
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The Science Within also identified the need to prevent maltreatment. This can be 
done in various ways, including by (a) offering the above methods of support, 
and (b) providing additional support (e.g. indicated and treatment level 
prevention) to women experiencing problems (e.g. domestic abuse, 
alcohol/substance dependency – see section 2.3 and relevant sections of Table 1) 
or in the case of parent-infant/toddler relationship problems (e.g. SEEK, 
SafeCare). Such support is likely to be provided as part of high-risk care 
pathways (see section 3.3.3 below).  
 

2.7 Language and Learning 
In The Science Within we identified that in order for disadvantaged children to 
achieve good outcomes in terms of both language and cognitive development, 
they need good play and verbal exchanges in infancy, and early positive parental 
input (e.g. warmth, sensitivity, responsiveness, support for autonomy, and early 
participation in literacy and learning) in addition to limited household chaos and 
regular routines during toddlerhood.  
 
The Two-Year-Old Education Offer will provide 40% of two-year-olds with 15 
hours of early education in good and outstanding settings. Given poverty levels 
in ABS areas, this is likely to be virtually universal in these areas. A range of 
curricula can be used to improve language and learning outcomes for children 
via pre-schools (e.g. High Scope, Curiosity Corner).   
 
In addition we have highlighted a range of selective and indicated evidence-
based home- (e.g. PALS, Community Mothers) and centre/nursery-based 
interventions that can be used during the immediate postnatal period (e.g. Baby 
PEEP) and beyond (e.g. It Takes Two to Talk) to address The Science Within 
domains highlighted above.  
 
Treatment interventions include specialist interventions for children with 
delayed speech (e.g. Milieu Teaching Therapy). 
 

2.8 Family Economic Situation  
In The Science Within we noted that there is a strong association between the 
economic situation of families and children’s nutrition, social and emotional 
development and language development; children from poorer backgrounds 
tend to do worse than those who are better-off. The economic and social policies 
pursued by some countries, notably those in Scandinavia, appear to be the most 
successful in reducing inequality and poverty through employment, taxes and 
benefits.   
 
We have highlighted several welfare-to-work programmes from North America 
that have been shown to improve participants’ earnings, income and 
employment rates, and to reduce poverty and dependence on benefits. In some 
cases programmes demonstrate gains for children’s education and behaviour. 
These programmes vary, but commonly entail practical support with finding 
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work and financial support during the transition to work. There are, however, 
questions about the scalability of such interventions given their cost. 
 

2.9 Wider Environment 
In The Science Within we identified evidence showing that features of the 
neighbourhoods where children live can affect children directly, but also 
indirectly, as a result of their impact on their parents’ mental health and 
behaviour. Although some aspects of the wider environment may support 
children’s development, others can be harmful. So, giving children a better start 
means attending to the families’ physical environment and the social networks, 
facilities and institutions that surround them. 
 
We have identified programmes that provide financial support with housing, 
which can be effective in reducing overcrowding and homelessness, and also 
reduce rates of victimisation and social disorder in the neighbourhood. A 
number of interventions have also been demonstrated to increase 
neighbourhood safety, including Neighbourhood Watch, street lighting and hot-
spot policing. Home safety can also be improved through education, the 
provision of safety equipment and parenting and home visiting interventions. 
 
There is evidence that changing aspects of the physical or built environment can 
increase people’s level of physical activity, for example through the development 
of bicycle lanes, traffic-calming measures, and improving access to existing 
facilities. One study found that providing a safe play space increased children’s 
physical activity. 
 
Many parents of young children work, but this can sometimes make it harder to 
raise children well, particularly for single parent families. We identified evidence 
which shows that changing aspects of how the work environment is organised, 
for instance by altering shift patterns and involving employees in decision-
making, can have several benefits, including improved health and reduced stress. 
 
While parents work, children are often in childcare. The need to improve the 
quality of such childcare is widely acknowledged. Aside from specific early years 
programmes identified earlier, we found two interventions that seek to improve 
the competencies of pre-school staff in the areas of social-emotional 
competencies, language and literacy. Results include improved teaching and 
interaction with children as well as improved behaviour and language for the 
children.  
 

3. Fitting Everything Together 
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3.1 The Concept of a ‘Care Pathway’ 
Care pathways represent one of the main tools used to manage healthcare 
quality by standardising care processes. Their implementation has been shown 
to reduce the variability in clinical practice and improve outcomes. They 
promote organised and efficient patient care based on evidence-based practice. 
 
While most commonly associated with healthcare, care pathways may help ABS 
sites to specify clearly (a) the identification process, (b) the ‘route-map’ by which 
families with particular problems should be ‘managed’, and (c) the different 
levels of prevention being implemented within the overall local strategy. The 
remainder of this section describes how sites might develop such care pathways. 
 

3.2 Methods of Identifying Families with Additional Need 
The identification of families with additional needs is complex! It involves 
understanding the presence and impact of historical and current risks and 
strengths, and being clear about the ways in which interventions might work to 
support change. There is also a need to be realistic and to accept that some 
things can’t be changed. Where this is the case, safeguarding may be the primary 
role of practitioners.   
 
While risks are on the whole associative rather than causal, multiple risk factors 
have an exponential negative impact. However, prediction is an inexact science, 
and known risk factors at a population level cannot be applied at an individual 
level. Furthermore, many children and families do well in spite of the risk factors 
present. The labelling of families results in low expectations, causes 
disengagement and may result in wasted resources on interventions that may do 
no harm, but may not be needed. Identifying strengths is important as these 
provide the foundations for change from which practitioners and parents will 
work together. 
 
Sites need to develop good referral pathways and cross-service collaboration, 
and use methods of working with families that do not make them feel 
‘interrogated’ (see for example the Ante and Postnatal Promotional Guides).xv 
 
All of the families being served by ABS will have strengths and be experts in their 
own lives. They will also be at increased risk of poor outcomes as a result of the 
socio-economic disadvantage to which they are exposed. Many of them will be 
experiencing a range of problems that will add to that risk, including anxiety and 
depression, domestic abuse, substance/alcohol dependency and parenting 
problems (see The Science Within for further details). 
 
Early identification will take place over a period of time as the child develops and 
the parent builds trust in the practitioner, and as the practitioner is able to 
assess and analyse the information from an ecological perspective. There is also 
a need for sites to have: 
 

http://en.wikipedia.org/wiki/Clinical_medicine
http://en.wikipedia.org/wiki/Patient


Better Evidence for A Better Start  
 

 15 

 Good population data and an information system for assessing and 
monitoring population level needs and risk in order to support 
practitioner and service planning; 

 Practitioners who can balance knowledge about risk with professional 
judgement and who recognise that the assessment of risk is a dynamic 
process over time because a child develops rapidly at this age, families 
change, parents disclose as trust builds (they need more than one 
assessment); 

 Good assessment processes involving the synthesis of information from 
multiple sources often in reflection with others; 

 The need for adapting oneself and the activity to the family as part of a 
continual process; 

 Methods to promote engagement (because non-engagement means no 
change). 

 
In section 3.3 below we highlight the key points at which such additional risk 
should be identified, and using what methods, and in section 4.4 we discuss the 
engagement of parents.  
 
In order to identify which families need additional support over and above the 
Promotion and Universal level strategies highlighted above, it will be necessary to 
use the following key Universal points of contact to identify families with 
progressively higher levels of need (e.g. Selective, Indicated, Treatment; 
Maintenance). In Table 2 we have indicated the chronological points at which 
such identification could take place as part of the universal provision of the 
Healthy Child Programme and maternity services: 
  

 Booking-in visit at 12 weeks 
 Promotional interview 28 weeks 
 New baby review 14 days postnatal 
 Promotional Interview, eight weeks postnatal, and Comprehensive Health 

Review 
 Review at three months 
 One year health review 
 Two-and-a-half year review 

 
Midwives working within the ABS sites can be supported to use the booking-in 
visit to (a) promote well-being and (b) identify families in need of additional 
services. Promotional interviews at 28 weeks antenatal and eight weeks 
postnatal can help health visitors to promote well-being and to identify families 
in need of additional support.xvi They can be supplemented by the use of other 
standardised tools (e.g. EPDS to identify the level of postnatal depression if 
evidenced by the Whooley questions, which is part of the Promotional Guide; 
Spousal Assault Risk Assessment (SARA)xvii to identify the likelihood of domestic 
abuse; Parent-Infant Interaction Observation Scale – PIIOSxviii). The standard 
health reviews that are also recommended by the HCP (e.g. New Baby Review, 
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three months, one year and two-and-a-half year reviews) can also be used to 
promote well-being and identify additional need.  
 

3.3 Model Care Pathways 
The above identification strategy will help with the early identification of women 
experiencing problems that put them at high risk in terms of poor outcomes for 
their baby or toddler (e.g. domestic abuse; substance dependency; mental health 
problems), including abuse (i.e. exposure of babies and toddlers to domestic 
abuse and substance abuse is a source of emotional abuse). A care pathway will 
help address these issues, for example by having clear protocols for the referral 
and management of women from booking-in onwards. Such protocols should 
involve the following: a clearly defined multidisciplinary group of practitioners 
with responsibility for the care pathway; infrastructure to support its delivery; 
and training to ensure that the relevant staff have the skills to (a) identify and 
engage families and (b) motivate and work therapeutically with them. 
 
This section provides examples of the type of care pathways that will need to be 
in place to ensure that the above interventions are optimised in terms of 
achieving their overall aims. We have developed some suggested care pathways, 
indicating possible trajectories from pregnancy to the postnatal period for three 
groups defined by level of risk: low risk (i.e. women who have no additional risk 
over and above demographic factors); medium risk (i.e. women experiencing a 
number of risks or early signs of problems in addition to demographic risk); and 
high risk (i.e. women experiencing problems that pose serious risks to the well-
being of their baby or toddler). It is important to state that families with complex 
needs also need universal services.  
 

3.3.1 Low-risk Care Pathways 
At booking-in many of the women (possibly around a third) will present with no 
additional problems other than their social disadvantage. However, even without 
other more complex problems, poverty and social disadvantage are indicators of 
poor educational and health outcomes in later childhood. Attention to diet/ 
nutrition and language development is particularly important for this group. 
These women should continue through a low-risk care pathway that involves (a) 
the delivery of promotional and universal level services to support their well-
being, and (b) on-going monitoring and assessment for the development of 
problems. For example, at the 28-week Promotional Interview, the health visitor 
may identify that a woman who was low-risk at booking-in, now has moderate 
risk because she is presenting with relationship problems and 
anxiety/depression. At this point she should be provided with additional 
evidence-based services that are explicitly aimed at addressing the identified 
need, alongside on-going monitoring to address the extent to which the need has 
been met, and to identify other needs that may emerge later. Women who 
present with no additional needs at 28 weeks and eight weeks postnatal will 
continue along the low-risk care pathway until later assessment indicates 
additional need.  
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3.3.2 Medium-risk Care Pathways 
Women who are identified with additional need during either pregnancy or the 
postnatal period, should be offered additional services and monitored as part of 
a medium-risk care pathway. For example, women who become moderately or 
severely depressed during the postnatal period will require treatment services 
to address this need and to support them in their interaction with their baby.  
They may also require services to support their relationship with their partner 
and reduce their social isolation. Ongoing monitoring may then indicate that the 
woman can move back to a low-risk care pathway, or that she needs to continue 
on the current pathway, or indeed move to a more high-risk pathway (see 
below) if, for example, it becomes clear that there are child protection concerns. 
Care pathways that are designed to address the needs of women with medium- 
level risk during the postnatal period, should incorporate the use of the Child 
Assessment Framework (CAF). This will enable sites to (a) provide additional 
assessment of families whose children are ‘in need’, (b) deliver some of the 
evidence-based interventions highlighted in Table 1 as part of multi-strategy and 
multidisciplinary (i.e. team around the child) models of care, and (c) provide 
access to high-risk care pathways, such as the one described below, when 
families need access to children’s social care services.  
 

3.3.3. High-risk Pathway 
At booking-in, the midwife will identify a group of women (i.e. as many as 20-
30% in very disadvantaged areas) where there is a high risk of poor outcomes 
for the foetus/infant/toddler. This group of women will be experiencing a 
number of factors that will increase the risk to their baby or toddler significantly 
(i.e. in terms of toxic stress). So, for example, women who are substance 
dependent, or experiencing domestic abuse, or who have already had a child 
removed, or who have a serious mental health problem (e.g. personality 
disorder) will not only have the presenting problem, but be experiencing a range 
of other problems. For example, women who experience domestic abuse have 
often experienced child abuse themselves, meaning that they have both 
unresolved and current trauma, and they may also be experiencing depression, 
isolation, a lack of social support and poor housing. 
 
An example of this level of pathway is provided by Oxfordshire Children’s Social 
Care Services, which has developed an innovative multi-disciplinary model of 
care that involves referral of this group of women by midwives as soon as 
possible after booking-in, to a specially trained team of social and family support 
workers. These workers have all been trained to use a range of specialist 
assessment tools, in addition to an evidence-based model of service delivery, 
aimed at working therapeutically with parents (e.g. all staff have been trained to 
deliver the Parents under Pressure programme).    
 
Following referral, the care pathway involves an assessment by the lead social 
worker, undertaken in partnership with the woman and her partner, followed by 
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the delivery of Parents under Pressure. This programme is ecologically-based 
and offers practitioners a range of modules to draw upon to support different 
aspects of parental functioning, including parenting (e.g. using VIG), mental 
health (e.g. using mindfulness-based strategies) and wider social problems 
parents may be facing. It involves the use of Goal Attainment Scaling (i.e. 
providing explicit goals for each family that are assessed regularly).   
 
The care pathway involves regular assessment periods (e.g. 28 weeks, post-birth, 
six months) using a range of standardised tools that are aimed at assessing 
parental mental health, social support, reflective function, parent-infant 
interaction and willingness to engage. Where necessary, the standard legal 
processes are employed to ensure the safety of the child (e.g. Care Orders).  
 
The aim of this pathway is to optimise risk management in conjunction with 
wider statutory services, and where necessary to make an assessment about the 
need for removal by six months of age at the latest, with early removal being 
viewed as a ‘success’, where the family has been unable to achieve the necessary 
change. Other aspects of this care pathway include the use of concurrent foster 
care, aimed at avoiding the traumatisation of infants by the system through 
repeated movements when they have become attached to a foster carer, and 
post-removal counselling of parents, to address the trauma associated with such 
loss. Efforts are also made to prevent early pregnancy by encouraging the use of 
Long-Acting Reversible Contraception.  
 
Women who are no longer at risk following this period are provided with 
maintenance support to ensure that the progress is sustained over time.  
 

4. Towards Successful Implementation 
 

4.1 Introduction 
Past efforts to support the implementation of evidence-based programmes and 
practices have been characterised as ‘letting it happen’ – leaving it to policy 
makers and practitioners to use research findings on their own – or ‘helping it 
happen’ – for instance, through website and manuals. ‘Making it happen’ involves 
the use of implementation teams in which experts use evidence-based 
implementation strategies to actively support implementation. This has been 
estimated to produce higher rates of implementation success (80%) than in 
cases where they are not used (14%).xix  
 
In this section, we briefly outline important considerations for ensuring 
successful implementation. There are several useful guides on this subject that 
might also be consulted.xx The people involved in promoting implementation 
need several core competencies, including: knowledge and understanding about 
core programme components and linkages to outcomes; knowledge about 
implementation science and recommended practice for implementation; 
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understanding of the local ecology and its impact on programme 
implementation; and experience of using data for programme improvement and 
continuous quality improvement.xxi It is also essential that there is clear 
management buy-in to facilitate the necessary time to do things well and 
‘permission’ to stop doing things that are not supported by the evidence, in 
addition to staff support such as Restorative Supervision.  
 

4.2 Identification  
The implementation of a successful strategy for identifying families with 
additional need involves the following: 
 

1. Assessment points being used as an opportunity for promotion of well-
being as well as identification of risk (e.g. the Promotional Interview); 

2. The use of a model of partnership working (e.g. the Family Partnership 
Modelxxii provides training to facilitate this), and there is much to learn 
from the FNP; 

3. Staff having the skills to use a range of standardised assessment tools 
alongside their professional skills and knowledge base, to facilitate the 
assessment process: 

 Parental mental health (e.g. EPDS; Generalised Anxiety Disorder 
Assessment – GAD-7xxiii) 

 Parent-infant interaction (e.g. PIIOS – independent observation; 
Ages and Stages Questionnaire (ASQ)xxiv – parent report) 

 Social Support (e.g. Social Support Scalexxv) 
 Child development, including growth and measurement (e.g. ASQ, 

Peds-QL,xxvi UK-WHO growth chartsxxvii). 
4. Infrastructure arrangements to enable the reviews to take place: 

 Management communication about the importance of these 
checks;  

 Permission and time to conduct them, and the necessary multi-
agency working to enable them to be successful (e.g. to inform the 
28-week antenatal review health visitors, who need information 
on pregnant women from midwives);  

 What other tools are available that can be used as part of such 
assessments (e.g. ASQ). 

5. Clarity about what is being assessed and how:  
 Links need to be made between the overall goals of the ABS 

programme (i.e. improving infant nutrition, language and socio-
emotional development) and how the reviews are being used to 
identify risks to these outcomes.  

6. Staff development to undertake the above: 
 Training will be required to ensure that all health visitors have the 

skills to undertake promotional interviews (see the Centre for 
Parent and Child Support – www.cpcs.org.uk). 
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4.3 Matching Needs and Services 
The contextual factors that families bring will range from the highly individual, 
including their own early life experiences, attachment patterns, mental health 
problems, social support and willingness to engage, through to wider economic 
factors affecting them, such as income, housing and the neighbourhood 
environment. Each parent and child will therefore bring a unique configuration 
of factors and, as described above, one of the key activities of each site will be to 
undertake a programme of screening and identification in order to assess what 
these are and the extent to which they provide resilience or increase risk. This 
will ensure that families can be matched in terms of their level of needs and the 
programmes that are available.   
 
A number of factors need to be carefully addressed in terms of matching 
individual women, children and families with services. It is important to bear in 
mind that not all families will benefit from a service that is on offer. For example, 
infant massage programmes are beneficial for disadvantaged mothers and those 
who are experiencing postnatal depression; they are not, however, sufficiently 
intensive on their own to support women experiencing more diverse problems. 
Further, families change, and maintaining engagement requires the skilful 
matching of agendas between practitioner and parent on a contact-by-contact – 
and sometimes minute-by-minute – basis. 
 

4.4 Reaching the ‘Hard to Reach’ 
Although a family’s level of need may be well matched with a particular service, 
additional key mechanisms will need to be present to promote uptake, continued 
attendance and overall change in families, whose willingness to engage and 
readiness to change are lower than normal. Difficulties in engaging families, 
including both recruitment and retention, are one of the main reasons for 
interventions failing. Data suggest that around only one-third of parents who are 
invited actually enrol in the programme and that around 50% of these may then 
drop out. Parents facing severe problems are least likely to engage with 
programmes. However, too often the problem of so-called ‘hard-to-reach’ 
families is more a problem of ‘hard-to-access’ services. There is now substantial 
research on the nature of the problem and ways to address it,xxviiiand much to 
learn from FNP, where over 80% of eligible families enrol on the programme and 
over 60% are still engaged at the end of the programme. 
 
First, there is a need for a clear recruitment process, with understanding and 
commitment from those at the beginning of this process. Next, active and 
creative outreach work is often necessary to recruit families. Investment in 
building relationships with parents is critical, ideally by skilful practitioners who 
can build trust and adapt their approach to match family and programme 
priorities. Such practitioners are also ideally resilient, quick to see client 
strengths and slow to interpret rejection personally. They are also able to judge 
readiness to change and connect with client motivations. Ongoing practical and 
emotional support is needed to enable families to stay involved. This includes the 
provision of transport, childcare and food, as well as reminders by phone or text 
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about the next session. Incentives for providers to boost recruitment and 
retention can help to promote continuation. 
 
A family’s readiness to change will be a key factor in engagement, and below we 
have identified some of the interventions that can help with this, alongside a 
range of methods of working that will facilitate the type of practitioner-client 
relationship that will enable such lack of readiness to be addressed (e.g. 
Partnership working; Motivational Interviewing). 
 

4.5 Working with Families 
One of the key factors in facilitating change is the relationship that programme 
staff are able to establish with the participating families. Such relationships need 
to be based on a partnership model of working – that is, they need to be 
supportive, guiding, motivating, strengths-based and consistent. One of the key 
factors that will promote the success of the programmes being offered across the 
sites is continuity – the extent to which pregnant women and new 
mothers/parents are provided with the opportunity to establish a small number 
of key relationships across the period. Ideally, women would be allocated one 
midwife who stays with them from booking to delivery; one health visitor (or in 
FNP a family nurse) who oversees the HCP for that child and establishes contact 
at 28 weeks antenatal and continues through three years; programme facilitators 
who deliver entire programmes; and, where necessary, just one social worker 
and one family support worker.  
 
Where there are a number of services available, families should be involved in 
the decision-making process about which ones they use. For example, some 
adults (i.e. with an avoidant attachment style) may be more able to benefit from 
a programme such as VIG, which is focused on the ‘here and now’, than from a 
programme such as parent-infant psychotherapy, which may involve them 
thinking about the past.   
 

4.6 Family Readiness to Change 
A number of interventions have been developed to promote parent engagement 
with programmes by providing practitioners with core sets of skills to enable 
partnership and collaborative working. For example, the Getting Readyxxix 
programme is used as an adjunct training and service to augment existing 
curricula and services and is aimed at promoting family and child school-
readiness by explicitly focusing on the relationships between practitioner, 
parent and child. It involves a range of collaborative and partnership-based 
strategies to help the practitioner to develop the parent-professional 
relationship in ways that will promote the parent-child relationship. The Family 
Partnership Modelxxx is a similar approach based on an ‘explicit model of the 
helping process that demonstrates how specific helper qualities and skills, when 
used in partnership, enable parents and families to overcome their difficulties, 
build strengths and resilience and fulfil their goals more effectively’.xxxi In 
addition, the FNP programme gives family nurses the skills, knowledge, 
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materials and support to be able to build deep, trusting relationships that help 
clients to change how they care for themselves and their child. 
 

4.7 Practitioner Motivation and Readiness to Change 
A range of factors can affect a practitioner’s readiness to take on board the new 
practices involved with the delivery of new ways of working and new services, 
including cultural beliefs/attitudes, social systems and relationships, current and 
persistent stressors, and personal characteristics including motivation, qualities 
and skills. 
 
Several practices can help ensure that new programmes and services are 
delivered optimally: selecting staff with the right attitudes and qualities (this is a 
significant predictor of programme success); once staff are in post assessing 
their readiness to change using standardised tools designed for this purpose; 
delivering ‘preparation for change’ training to increase readiness, motivation 
and confidence; and providing coaching and supervision for those who are ready 
to change. 
 
It is also important to understand and respond to practitioners’ motivations.xxxii 
Practitioners are concerned to address social injustice and improve child 
outcomes, which they see as being achieved by building relationships with 
children and families. They derive a sense of accomplishment from seeing their 
actions contribute to improved child outcomes. They enjoy having professional 
autonomy and discretion, and many are motivated by professional and learning 
opportunities, intellectual challenge and the opportunity to master new skills. 
Lastly, practitioners are motivated by having adequate support and resources, 
including supportive supervision, opportunity for reflective practice and being 
part of a team. 
 
These points need to be taken into account when designing and introducing 
evidence-based programmes.xxxiii For example, the programme guidance should 
clarify the processes required for cultural adaptation and the degree of flexibility 
and autonomy that is permissible. Fidelity to the design is important (see section 
4.8 below), so any adaptation should preserve core intervention components, 
ensuring that the programme mechanisms are left intact, and be done in close 
collaboration with the programme developer. Such programmes should be 
introduced as an opportunity for staff wanting to develop their skills, with 
information about how implementers can become accredited. It should be 
emphasised that implementing parenting programmes creates an opportunity to 
spend quality time with children and families. The programme should be 
adequately supported in terms of learning materials, technical assistance, 
internal quality assurance capability, and supervision. Lastly, continuous ‘live’ 
feedback to practitioners using data dashboards can help practitioners to track 
the differences their intervention is making.  
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4.8 Fidelity 
Programme fidelity involves ensuring that evidence-based programmes are 
replicated as closely as possible to the design in order to avoid dilution and 
unintentional ‘programme drift’. It has four main components: adherence (i.e. 
was a component delivered?), quality (i.e. how well was it delivered?), dose (i.e. 
was the right amount delivered?) and engagement (i.e. did recipients engage 
with the programme?). 
  
The ‘zone of tolerable adaptation’ refers to the extent to which a programme can 
be adapted to meet local needs before the associated treatment effects are 
diminished. Some local adaptation or co-construction to ensure that a 
programme is delivered in a culturally sensitive way can result in the most 
effective delivery. However, adaptation that involves core programme 
components being delivered sub-optimally, or not at all, is likely to diminish the 
impact. Any adaptation should be undertaken in consultation with the 
programme developer.   
 
Various strategies are recommended to help strengthen implementation fidelity, 
including training and coaching.xxxiv Monitoring fidelity also increases the 
likelihood of faithful implementation and therefore that the delivery of evidence-
based programmes will achieve the desired change. Measures should capture the 
different elements of fidelity referred to above and data can be collected in 
various ways, including self-rating checklists and direct observation by, for 
instance, trainers, coaches or supervisors. Training should be given to all staff 
involved in the rating/assessment of fidelity in order to promote reliability 
across raters. A feedback system is required to ensure that fidelity data is used. 
 

4.9 Workforce Development  
Recruitment, training and supervision are all core to the effective delivery of 
evidence-based programmes. Starting with the first of these, good staff 
recruitment ensures that people who are appointed to deliver services and 
programmes not only have the necessary technical skills and expertise, but also 
the type of personal qualities that are associated with effective working (e.g. 
humility, honesty, being non-judgmental).xxxv Such staff also show a willingness 
to engage in ongoing training and development as part of the delivery of new 
methods of working.  
 
Further training will be required for many of the evidence-based ways of 
working that have been identified in Tables 1 and 2. A skilling-up of the 
workforce on an ongoing basis should therefore be a major part of the 
investment plans for each site. Sites should ensure a good skill-mix across their 
teams of staff. For example, while not everyone needs the skills to deliver VIG, 
sites should ensure that key members within each health visiting and social work 
team have such skills of working. Most of the methods of working that have been 
highlighted here have affordable UK-based training programmes available, many 
of which provide on-going support to practitioners. Sites should identify the core 
training skills for each group of practitioners and the optional or additional skills. 
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For example, all health visitors should have partnership working and 
Promotional Interviewing skills (see CPCS.org.uk). Additional training might 
include infant massage and/or VIG.  Sites should also ensure that sufficient 
numbers of key staff have training such as Level 5 Diplomas in Leadership for 
Children’s Care and Development (both Advanced Practice; and Management).   
 
Supervision is also key to the effective delivery of programmes. ‘Restorative 
supervision’ has been identified as being an effective method of supporting 
health visitors, family nurses and other staff working with vulnerable 
families.xxxvi 

 

5. Where Next? 
In this paper and the accompanying documents we identify numerous evidence-
based interventions, or types of intervention, that ABS can choose to implement 
as part of their strategies or use to inform science-based innovation. ABS sites 
should ensure that they provide a balance of universal and targeted/specialist 
interventions, and remember that nothing works if there is no engagement. 
While some of the programmes identified will work for specific ABS outcomes, 
others will contribute to multiple outcomes across all three domains: nutrition, 
language and socio-emotional development. Interventions will also only work if 
practitioners are chosen carefully, are committed to their work, feel valued, and 
have the skills and knowledge to build respectful and trusting relationships. 
 
The implementation of evidence-based interventions will only be successful if 
sites prepare well at the practitioner, community and system levels. Commitment 
by the organisation, in addition to the culture and behaviours of managers at 
every level, will impact on practitioner turnover and parent engagement, and 
ultimately on outcomes. The ‘implementation science’ will be core to helping 
sites deliver evidence-based interventions well.  
 
When selecting what interventions and services to offer families it is suggested 
that sites: 
 

 Use the Healthy Child Programme and the two-year childcare offer as core 
universal services to build on, and start with those interventions with the 
strongest evidence 

 Ensure that the services selected meet the specific needs profile of the 
population 

 Ensure that an appropriate ‘mix’ of the different levels of preventive 
services is provided to meet the developmental needs of children 

 Plan care pathways for families with different risk profiles (e.g. low, 
medium and high) 

 Ensure programmes have specified ‘programme mechanisms’ to structure 
implementation, and that systems for continuous monitoring and 
improvement are used 
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 Address the underlying factors that influence outcomes (e.g. effective 
early identification, engagement, the match between population need and 
service provision) 

 Use an ecological approach to build a comprehensive and multi-faceted 
ABS programme. 
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Appendix 1: Definitions of Types of Intervention 
 
Policies refer to a course of action (or inaction) decided by policy makers to 
shape how people behave – for example, banning smoking in public places, or 
withdrawing welfare to encourage people to find work – as well as the provision 
of resources – for example, to provide housing.  
 
Practices refer to the activities of practitioners and may be broken down into 
discrete elements or methods aimed at caring for people during times of change 
and difficulty and helping people to make changes – for example, forming 
trusting relationships with expectant and new parents, running groups where 
people can learn from each other, using communication skills that motivate and 
guide, modeling high-quality infant-caregiver interactions, and using smoking 
cessation methods. 
 
Programmes are discrete, structured packages of practices, often captured in 
manuals, providing tools to guide what should be delivered to whom, when, why, 
how, and in what order. A programme is usually accompanied by a system of 
support (for example, technical assistance) to ensure consistent high-quality 
replication. 
 
Processes refers to the operating systems that services use to support practices 
and programmes. These processes may define how families are to be offered 
services, how their needs are assessed, the competence and training of the 
workforce, funding, what information is collected and the governance processes 
that ensure safety and quality for children, families and practitioners. 
 
Quality improvement refers to systematic methods to improve the quality of 
provision to ensure that it is safe, effective, timely, efficient and equitable. 
Methods include gathering and engaging practitioners in analysing data, client 
feedback, reflective supervision, coaching, learning events and adapting 
activities and processes, such as making care pathways clearer. 
 
Population-level interventions are those activities that are aimed at changing 
factors that individuals alone cannot change (e.g. pollution, road safety, 
community resources, housing provision) as well as activities that effect change 
in the whole population (rather than targeted or specialist activities) with a view 
to changing the overall culture and thereby improving the functioning of the 
whole community as well as the more disadvantaged members of a population. 
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Table 1: Overview of Interventions Identified and the Evidence of their Impact 
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Level of 
prevention 

Type of  
intervention 

Intervention 

PREGNANCY - Maternal Physical Health  

  1. GENERAL 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
 

Antenatal education 
programmes 

 Antenatal education programmes [Nine RCTs examining effects on knowledge 
acquisition, sense of control, pain, labour and birth outcomes, and infant-care abilities: no 
evidence of effectiveness] A14 

 

Level 2: 
Indicated 
prevention  
 

None identified 
 

 

Level 3: 
Treatment, 
Maintenance 

None identified  

  2.EXERCISE 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
 

Maternal exercise  
 

 Importance of regular exercise, and starting exercise programme in second trimester 
[best practice guidelines] A10 

 
 Exercise programmes for pregnant women [RCTs: reduced excessive weight gain, 

reduced C-section, reduced saturated fat intake] A1 A2 A22 

Level 2: 
Indicated 
prevention  
 

Maternal diet and exercise 
programme  

 Exercise and diet programme for obese pregnant women [RCT: reduced dietary 
glycaemic load = beneficial for weight loss] A31 
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Level 3: 
Treatment, 
Maintenance 
 

None identified  

   3. SMOKING 

Level 1:  
Promotion,  
Universal 
prevention,  
Selective  
prevention 
 

Home visiting   Nurse Family Partnership [RCT: reduced smoking] A16 

Level 2: 
Indicated 
prevention 
 

CBT/Motivational 
Interviewing 
 
 
 
 
 
Clinic/physician based 
interventions  
 
 
 
 
Telephone counselling  
 

 CBT and Motivational Interviewing (MI) interventions, also offering incentives, giving 
feedback on foetal health status and noctine by-products measurements, nicotine 
replacement therapy, buproprion or other medications [Systematic review involving 72 
RCTs: increased cessation, reduced use, also reduced low birthweight and preterm birth] 
A25 A26 
 
 

 STOP Smoking (individualised motivational intervention for pregnant smokers) [pre-post 
only] A12 

 
 Physician-based intervention with pre-natal smokers (self-help materials, quit dates, 

volunteer counsellors) [RCT: increased cessation, reduced use] A18 
 
 Telephone counselling [Systematic review, including multiple RCTs: proactive telephone 

counselling helped smokers to quit, especially if multiple calls] A31b 
 

Level 3:  
 
Treatment, 
Maintenance 
 

Other  
 

 Various interventions e.g. behavioural focus with incentives, patient-led counselling, 
stress reduction strategies built into home-visiting [RCTs: increased cessation, reduced 
use] A3 
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  4. ALCOHOL/DRUGS 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
 

Home visiting  
 
 

 Nurse Family Partnership [RCTs: consistent effects on prenatal health behaviours, 
including reduced smoking and drinking] A16 

 

Level 2: 
Indicated 
prevention  
  

Parental education  
programmes  

 Two brief interventions for pregnant women who were current drinkers/at-risk for 
prenatal alcohol consumption [RCTs: drinking fell in both programme and control 
groups; in one of the trials the treatment group was five time more likely to abstain from 
drinking but authors state this finding is inconsistent with the rest of the literature] A11 

 
Level 3: 
Treatment, 
Maintenance 
  
 
 

Psychosocial interventions  
 
 
Contingency management 
 
 
 
Motivational Interviewing 
 
 
 
 
 
 
 
 
Home visiting  
 

 Psychosocial interventions [Systematic review: no evidence of effectiveness] A34 
 

 
 Contingency management (CM) techniques [Systematic review of five RCTs: minimum 

effect on illicit drug abstinence but effective in retention of pregnant women in illicit drug 
treatment programmes, no effect on birth outcomes] A34 

 
 Motivational Interviewing (MI) techniques [Systematic review of four RCTs: no effect on 

retention in treatment programmes or birth outcomes] A34 
 
 Motivational Interviewing [Systematic review and meta-analysis: reduced blood alcohol 

content and standard ethanol content] A31a 
 
 Motivational Interviewing with pregnant drinkers [RCT: reduced blood alcohol 

concentration (BAC) for women with highest BAC at outset] A16a 
 
 Home visiting programmes for drug- and alcohol-abusing pregnant women before and 

after birth [Meta-analysis: some positive results for retention in treatment programmes 
and marginal benefits for child behaviour and use of child protection services, but overall 
results ‘negative’] A13 
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PREGNANCY - Maternal Mental Health 

   1. MENTAL HEALTH PROBLEMS 

Level 1:  
Promotion,  
Universal 
prevention,  
Selective 
prevention 
 
 

Practices and policies  
 
 
 
 
 
 
 
Psychosocial and 
psychological interventions  
 

 Midwife-led care in the community during antenatal and postnatal period using evidence-
based guidelines [RCTs showing improved maternal mental health] B24 

 
 Midwife/obstetrician being trained to detect depression and offer support [NICE 

guidelines] 
 
 Referral to GP if mother is anxious/depressed [NICE guidelines] 

 
 Psychosocial and psychological interventions for preventing postnatal depression for 

pregnant and new (up to 6 weeks postpartum) mothers, including those with no known 
risk and those with risk of postpartum depression [Systematic review of 28 RCTs, 
including professional and lay support – home visiting, peer support, interpersonal 
psychotherapy: reduced postpartum depression] B8 

 
Level 2: 
Indicated  
prevention 
 

Psychosocial/Psychological 
interventions  
 

 Mindfulness-based intervention [RCT: reduced anxiety and negative affect] B38 
 
 [NICE guidelines based on review of evidence including RCTs: in the case of symptoms of 

depression/anxiety not meeting diagnostic criteria recommend brief psychological 
treatment e.g. Interpersonal Therapy Training (IPT) or CBT (if previous episode) or social 
support (individual/group) if no previous episode; where mild depression, recommend 
self-help (e.g. computerised CBT) or brief treatment (e.g. IPT, CBT, counselling)] B27 

 
 CBT (for low income, immigrant, pregnant women at high risk of depression) [RCT: 

significant effect on depressive symptoms but did not persist into postpartum period] 
B23b 

 
Level 3:  
Treatment, 
Maintenance 

Therapeutic interventions  
 
 

 Applied relaxation training to reduce stress/anxiety [RCT: reduced anxiety and stress] B3 
 
 Massage therapy [RCT: reduced maternal depression and anxiety, and lower incidence of 
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Pharmacological interventions 
 
 
 
 
 
 
Psychosocial/Psychological 
interventions   
 

prematurity and low birthweight] B10 
 
 
 Pharmacological interventions [NICE guidelines: for mild depression recommend 

withdrawing antidepressants and monitoring, also providing intervention like 
counselling, exercise, computerised CBT; for moderate depression recommend switching 
to psychological treatment and switching to lower risk antidepressant; for severe 
depression recommend combining drug treatment with psychological treatment, but 
switching to lower risk antidepressants]. B27 
 

 Interpersonal Psychotherapy (for pregnant women meeting DSM-IV criteria for major 
depressive disorder) [RCT: improved mood and higher recovery rate] B33d 

   2.  DOMESTIC VIOLENCE and UNRESOLVED TRAUMA 

Level 1:  
Promotion,  
Universal 
prevention,  
Selective 
prevention  
 

Routine care by midwives 
 
Patient information and 
education  
 
 
Provider education  

 Midwife support [Royal College best practice guidelines] B36 
 

 Prevention interventions delivered to patients in healthcare settings [RCT + cross-
sectional: improved knowledge, attitudes and practices (willingness to intervene in 
bystander scenario) relating to intimate partner violence] B27a 

 
 Provider education interventions [RCTs + pre-post: improved screening practices and 

clinical enquiry, including increased disclosures and referrals] B27a 
 

Level 2: 
Indicated  
prevention 
 

Multi-component therapy and 
advocacy  
 
 
 
Multi-component parenting 
and advocacy  

 Multi-component therapy and advocacy interventions for women and children at risk of/ 
who have experienced domestic violence [Systematic review: increased knowledge and 
awareness about violence and safety planning, improved self-esteem and self-
competence and improved interpersonal relationships] B27a 
 

 Multi-component parenting and therapy interventions for women and children at risk of 
/ who have experienced domestic violence [Systematic review: moderate improvement in 
children’s behaviour and emotions, knowledge about violence and reductions in mothers’ 
stress and improvements in their ability to manage children] B27a 
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Level 3:  
Treatment, 
Maintenance 
 

Motivational Interviewing 
 
Group therapy for male 
abusers  
 
 
CBT 
 
 
 
 
 
 
 
 
 
 
 
TFCBT/EMDR 
 
 
 
 
Brief psychological 
interventions (inc. 
counselling) 
 
 
 
 
 
 
 
Psychological therapy  

 Motivational Interviewing (for perpetrator) [RCT: increased motivation to change] B22 
 
 Group therapy for male abusers  (short-duration interventions i.e.16 weeks or less [RCTs, 

QED, pre-post: moderate improvement on attitudinal, psychological and interpersonal 
outcomes among abusers] B27a 
 

 CBT [RCT: no impact] B7 
 
 CBT for women survivors of domestic violence [RCT: reduced depressive symptoms and 

PTSD, but unclear if due to intervention] B19 
 
 Brief psychotherapeutic CBT group programme [RCT: no difference between groups] D13 

 
 CBT for improving PTSD and depressive symptoms and reducing future risk of 

interpersonal violence (IPV) among women survivors of IPV [RCT: improvements in 
PTSD, depressive symptoms and IPV] D19 
 
 

 [Systematic review: individual trauma-focused cognitive-behavioural therapy (TFCBT), 
eye movement desensitisation and reprocessing (EMDR), stress management and group 
TFCBT are effective in the treatment of PTSD] B4 

 
 
 Brief psychological interventions (inc. counselling) for women with experience of 

domestic violence [RCTs: mixed results but evidence of improvements in terms of PTSD 
symptoms, depression, anxiety, self-esteem, stress management, independence, support, 
reoccurrence of violence, birth outcomes for pregnant women, motivational level, 
readiness to change, and/or forgiveness] B41 B27a D33 

 
 Forgiveness Therapy [RCT: reduced depression and PTSD symptoms and improved self-

esteem, forgiveness, environmental mastery, and finding meaning in suffering] B32 B27a 
D23 

 
 Psychological therapy for women who have experienced domestic violence [RCTs + 
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 QED/pre-post]:  may be effective for improving various PTSD symptoms, depression, 
trauma symptoms, psychological and social outcomes, parenting or family-related 
outcomes and in some cases may reduce likelihood of future intimate partner violence or 
re-abuse] B27a 

 

   3. SUBSTANCE DEPENDENCY and ALCOHOL MISUSE 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
 

Screening 
 
 
Routine care by Midwives 
 
 

 Routine screening of women [advised] B12 
 
 

 Midwife support [Royal College best practice guidelines] B36 
 
 

Level 2: 
Indicated 
prevention  
 

Midwife support  
 
 
Behavioural counselling  
 

 Midwife support [best practice guidelines] 
 
 

 Brief behavioural counselling interventions in primary care settings to reduce 
risky/harmful alcohol consumption [Systematic review of 12 RCTs: reduced number of 
drinks, higher proportion of drinking at safe/moderate levels] B39 
 

Level 3: 
Treatment, 
Maintenance 
 

Contingency management  
 
 
 
 
Home visiting  
 
 
 
 
 
Drug treatment  
 

 Psychosocial interventions [Systematic review of nine RCTs: ‘contingency management’ 
(CM) led to better retention in treatment and minimal effect on illicit drug abstinence] 
B35 

 
 
 Home visiting during pregnancy and after birth [Systematic review of seven RCTs/QEDs 

focusing on women with drug/alcohol problems:  may increase the engagement of these 
women in drug treatment services and their use of contraception, but there were 
insufficient data to say if this improved the health of the baby or mother] B37 

 
 
 Attendance at methadone drug treatment [Meta-analysis: increase in birthweight and 

one-minute APGAR scores] B35 
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Incentives  

 
 
 External pressure (from housing, child protection, legal sources) to participate in 

treatment [RCT: increased participation, more likely to be tested as drug-free] B29 
 
 Financial incentives for attending drug treatment [RCTs: enhanced attendance] B20 B21 

 

     4. PREPARATION FOR PARENTHOOD 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
 

Groups for parents-to-be / 
couples  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Home visiting  
 
 
 
 

 Couples groups (for married/co-habiting parents expecting first child) [RCT: less decline 
in marital satisfaction] B33b 

 
 Family Foundations (ante- and post-natal sessions for couples) [RCT: positive effects on 

co-parenting, maternal depression/anxiety, distress in relationship with children, 
parenting positivity; by three years, benefits for child social competence and, for boys, 
externalising and internalising problems] B10a/b/c 

 
 Psycho-education group sessions (mostly before birth) for first-time pregnant women 

[RCT: increased mothers’ preparedness, and increased positive parenting after 
childbirth] B33a 

 
 Education to couples in pregnancy / first six months of a child’s life [Review of RCTs: 

reduced decline in relationship satisfaction typically associated with becoming a parent] 
B29a 

 
 Mellow Bumps – for pregnant women perceived to be ‘at risk’ [Pre-post only i.e. no 

RCT/QED: decreased maternal anxiety and outward-directed irritability] B24a 
 
 
 Nurse Family Partnership [RCT: fewer subsequent pregnancies/births, longer intervals] 

B23 B28 
 

 Pre- and post-natal home visiting for adolescent women pregnant with first child [RCT: 
reduced child hospitalisation in first year of life, improved immunisation rates] B23a 
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Parenting education 
programmes  
 
 
 
 
 
 
Parenting programmes 
targeting fathers  
 
 

 
 
 Baby Steps (previously Pregnancy, Birth and Beyond – NSPCC) [no RCT] 

 
 Teens & Toddlers youth development and teen pregnancy prevention programme [RCT: 

no effect on primary outcomes of self-reported last sex without contraception, >one 
episode of sex without contraception in previous three months, expectation of teenage 
parenthood; only effect was on self-esteem (reduced low self-esteem)] B9 

 
 
 Parenting programme for low SES first-time fathers [RCT: improved parental sensitivity] 

B30 
 
 Preparation for Parenthood [RCT: mothers reported greater satisfaction with men’s 

involvement in domestic and child care tasks at six-weeks postpartum] B25a 
 
 Father-focused discussion classes [QED:  increased use of reasoning during conflicts with 

their partners, increased involvement in housework, increased use of social support] B2 
 
 [Systematic review of 13 pre-post and QED/RCT studies: “if interventions involve active 

participation with or observation of the father's own child, the intervention may be 
effective in enhancing the father's interactions with the child and a positive perception of 
the child”] B25 

 
Level 2: 
Indicated 
prevention  
 

Screening and support for 
relationship problems  
 

 Health visitors screening for relationship problems and offering help if needed 
(supportive listening, advice or referral) [RCT: increase in number of women identified as 
needing help and then being offered help] B33c 
 

 Brief Encounters [RCT: positive effects on how practitioners respond to and support 
people with relationship problems] B5a 

 
Level 3: 
Treatment, 
Maintenance 

None identified  
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 BIRTH 

      1. BIRTH OUTCOMES 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
  
 

Midwife-led care 
 
 
 
 
Birth centres 
 
 
 
 
 
 
Home visiting  
 
 
 

 Midwife-led continuity of care model [Two systematic reviews of 13 and 11 trials 
respectively: improved birth outcomes e.g. fewer complications, reduced pre-term birth] 
C6 C10 

 
 
 Birth centres (midwifery-led units) [Systematic review: mothers less likely to have 

medical interventions (such as oxytocin augmentation of labour, epidural anaesthesia, 
episiotomy and caesarean delivery) and more likely to have spontaneous vaginal births, 
experience increased satisfaction with birth experience and continue breastfeeding at 
two months postpartum] C9 

 
 
 Nurse Family Partnership [RCTs: improved birth outcomes] C5 

 
 Healthy Families America [RCT: lower risk of low birthweight] C8 

Level 2: 
Indicated 
prevention  
 

Massage therapy   Massage therapy for depressed pregnant women [RCT: reduced incidence of prematurity 
and lower birthweight, better performance on Brazelton scale, also reduced maternal 
depression and anxiety] C3 
 

Level 3: 
Treatment, 
Maintenance 
 

None identified  

     2. BONDING 

Level 1: 
Promotion, 
Universal 

Touch-based interventions  Skin-to-skin contact [RCT: improved mother-infant interaction, attachment behaviours, 
infant behaviour and infant physical symptomatology. Skin-to-skin contact between 
mother and baby at birth reduces crying, improves mother-baby interaction, keeps the 
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prevention, 
Selective 
prevention 
  

baby warmer and helps women breastfeed successfully] C1 
 
 Kangaroo Care [RCT: increased parental attachment] C1 

Level 2: 
Indicated 
prevention  
 

Parenting techniques 
 
 
 

 PALS (Play and Learning Strategies) Responsive parenting techniques for babies born at 
term or with low birthweight [RCT: improved bonding i.e. increased responsive parenting 
behaviours, and this supported greater increases in infants’ social, communicative and 
affective skills] C7 

 
Level 3: 
Treatment, 
Maintenance 
  

None identified  

     3. TRAUMA 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
 

Screening  Identification of women at risk of PTSD post-delivery (i.e. history of child sexual abuse) 
No evidence 

Level 2: 
Indicated 
prevention  
 

None identified  

Level 3: 
Treatment, 
Maintenance 
 

Psychological intervention 
[best practice guidelines]  
 
 

 [Systematic review: while debriefing and counselling are inconclusively effective for 
PTSD, support such as Cognitive Behavioural Therapy (CBT) or Eye Movement 
Desensitisation and Reprocessing (EMDR) may improve PTSD status] C12 

 
 

POSTNATAL – Parent Outcomes 
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     1. MENTAL HEALTH PROBLEMS 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
  
 

Screening  
 
 
 
 
 
 
 
 
Home visiting  

 Screening tools to identify depression [Systematic review to assess effect of antenatal 
psychosocial assessment on perinatal mental health morbidity: may increase clinician’s 
awareness of risk, but insufficient evidence that routine antenatal psychosocial 
assessment by itself leads to improved perinatal mental health outcomes.] D3 

 
 Promotional interviewing [QED: may improve the ability of professionals to identify 

families that need additional support] D5 
 
 
 Home Start (volunteer home-visiting) [RCT: no impact on maternal depression] D7 

 
 Home visiting [RCT of home visiting programme (based on principles in the Social Baby 

book) in South Africa: reduced maternal depressed mood, not diagnosis/prevalence of 
disorder] D11 

 
Level 2: 
Indicated 
prevention  
 

Peer support  
 
 
 
Family-based intervention  
 
 
 
 
Parenting programmes  
 
 
 
 
 
 
 

 Telephone-based peer support [RCT: reduced depression, positive trend in favour of 
lower anxiety] D15 
 

 
 Individualised family-based intervention with preterm infants and their families [RCT: 

reduced maternal depression/anxiety, also increased mother-infant feeding interactions] 
D21 
 
 

 One-day parenting programme [RCT: improvements in maternal depression, stress and 
anxiety, also reduced child problem behaviour] D17 
 

 Parenting programmes (excluded studies that focused on parents with diagnosed 
psychiatric disorder) [Systematic review of 48 studies: short-term benefits for parental 
depression, anxiety, stress, anger, guilt, confidence and satisfaction with the partner 
relationship] D6 
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Home visiting  
 
 
 
 
Psychosocial interventions 
 
 
 
 
 
Multimodal interventions 
 
 
 
 
 
 
Various interventions  
 
 
 
 
 
 
Parent-infant psychotherapy 
 
 

 
 Home-visiting for families with newborns at risk of poor health/developmental outcomes 

[RCT of nurse home-visiting in Queensland: reduced depression, improved parent-child 
interactions, increased secure attachment] D1 

 
 
 Psychosocial interventions [Systematic review of 15 RCTs: “Overall psychosocial 

interventions do not reduce the numbers of women who develop postpartum depression. 
However, a promising intervention is the provision of intensive, professionally-based 
postpartum support” (from public health nurses or midwives)] D16 
 
 

 Multimodal interventions / enhanced home visiting for adolescent mothers [Systematic 
review of three QEDs/RCTs: increased self-esteem, reduced loneliness, BUT inconsistent 
over time, and unknown if gains translate into parenting skills/knowledge. Young 
mothers under the age of 16, or adolescents with depression, do not necessarily respond 
well to programmes that serve older adolescents or those who are not depressed] D20 
 
 

 [Systematic review (16 RCTs): (1) treatments for women with risk factors for depression 
particularly existing sub-threshold symptoms = some benefit; (2) interventions aimed at 
preventing depression in low-risk populations = no evidence of benefit; and (3) 
treatments aimed at preventing depression in the postnatal period that are not directly 
targeted at populations at high risk = no effect on future depression] D22 
 
 

 Mother-infant psychoanalytic treatment [RCT: reduced maternal depression, improved 
mother-infant relationship, increased maternal sensitivity] D25 

Level 3: 
Treatment, 
Maintenance 
  

Home visiting programmes 
 
 
 
 

 Home-visiting intervention for mothers receiving treatment for depressive symptoms [RCT: 
improved mother-child interaction and attachment, but no effect on depression] D31 

 
 Home-visiting programmes [Narrative review: “home-visiting programmes may not be 

designed to handle problems associated with high levels of stress or mental illness, which 
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Psychological treatments 
 
 
 
 
 
 
 
 
 
Physical interventions 
 
 
 
 
 
 
Pharmacotherapy 
 
 
 
 
Mother-infant interventions 

may be best treated in other settings. Although depressed mothers may gain parenting skills 
as a result of home intervention programmes, they are unlikely to feel less parenting stress 
or fewer depressive symptoms per se”] D18 

 
 Home-visiting with Video Interactive Guidance (VIG) (for mothers with clinical level 

depression) [three RCTs: improved parenting skills and child behaviour but no effect on 
depressive symptoms per se] D26 D31 

 
 
 Psychological treatments of depression in the postnatal period [Systematic review: at least 

moderate quality evidence of effect for Cognitive Behavioural Therapy (CBT), Interpersonal 
Psychotherapy Training (IPT), psychodynamic psychotherapy, non-directive counselling] 
D22 

 
 [Systematic review of nine trials: “any psychosocial or psychological intervention, compared 

to usual postpartum care, was associated with a reduction in the likelihood of continued 
depression, at the final assessment within the first year postpartum”] D4 

 
 
 Physical, non-psychological treatments of depression (infant massage, exercise, 

acupuncture) [Systematic review covering three studies: “the evidence is not of high quality, 
but one study supports the view that exercise may be of some benefit for depression. No 
evidence was found to support the use of infant massage or acupuncture to treat postnatal 
depression.”] D22 

 
 
 Antidepressants [Systematic review, including four RCTs, four uncontrolled studies: “some 

evidence of the efficacy of antidepressants in the treatment of depression in the postnatal 
period”] D22 

 
 
 [Systematic review of six RCTs: “interventions designed to improve mother-infant 

interactions can alleviate or prevent depressive symptoms in the mother even if the 
intervention was not designed specifically to target this”] D27 
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      2. SUBSTANCE MISUSE 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
  
 

None identified  

Level 2: 
Indicated 
prevention  
 

Counselling 
 

 Brief behavioural counselling interventions in primary care settings to reduce risky and 
harmful alcohol consumption [Systematic review of 12 RCTs: reduced average number of 
drinks per week, higher proportion drinking at safe or moderate levels] D32 
 

Level 3: 
Treatment, 
Maintenance 
 

Home visiting 
 
 
 
 
 
Parenting programmes  

 Home visiting during pregnancy and after birth for women with an alcohol or drug problem 
[Systematic review of seven RCTs/QEDs: may increase engagement in drug treatment 
services and use of contraception, but insufficient data to say if this improved the health of 
the baby or mother] D30 

 
 
 Parenting interventions with drug-dependent mothers [Systematic review:  “mothers in 

treatment in three of six programmes were more likely to have periods of abstinence from 
drug use compared with the control mothers. Although interventions were generally 
effective in influencing maternal adjustment (e.g. depression, parenting stress, potential for 
child abuse) with the exception of one multi-component intervention for adolescent 
mothers, none achieved marked or sustained improvement in mother-child interaction”] 
D28 
 

 Parents Under Pressure for methadone-maintained families [Pre-post and RCT: positive 
results on parental mental health, child abuse potential and methadone (but not alcohol) 
use, as well as positive effects on child behaviour problems and pro-social behaviour] A33 
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3. DOMESTIC ABUSE 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
  
 

Screening 
 
 
 
Patient information and 
education  
 
 
 
Provider education  

 Screening [two systematic reviews: little evidence of change in outcomes as a result of 
screening or assessment] D22 
 
 

 Prevention interventions delivered to patients in healthcare settings [RCT + cross-sectional: 
improved knowledge, attitudes and practices (willingness to intervene in bystander 
scenario) relating to intimate partner violence] B27a 
 
 

 Provider education interventions [RCTs + pre-post: improved screening practices and 
clinical enquiry, including increased disclosures and referrals] B27a 
 

Level 2: 
Indicated 
prevention  
 

Multi-component therapy and 
advocacy  
 
 
 
 
Multi-component parenting 
and advocacy  

 Multi-component therapy and advocacy interventions for women and children at risk of/ 
who have experienced domestic violence [Systematic review: increased knowledge and 
awareness about violence and safety planning, improved self-esteem and self-competence 
and improved interpersonal relationships] B27a 

 
 
 Multi-component parenting and therapy interventions for women and children at risk of/ 

who have experienced domestic violence [Systematic review: moderate improvement in 
children’s behaviour and emotions, knowledge about violence and reductions in mothers’ 
stress and improvements in their ability to manage children] B27a 

 
Level 3: 
Treatment, 
Maintenance 
 

Motivational Interviewing 
 
 
Group therapy for male 
abusers  
 
 
CBT 
 

 Motivational interviewing (for perpetrator) [RCT: increased motivation to change] B22 
 
 
 Group therapy for male abusers  (short-duration interventions i.e.16 weeks or less [RCTs, 

QED, pre-post: moderate improvement on attitudinal, psychological and interpersonal 
outcomes among abusers] B27a 

 
 CBT [RCT: no impact] B7 
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TFCBT/EMDR 
 
 
 
 
Brief psychological 
interventions (inc. 
counselling) 
 
 
 
 
 
 
Psychological therapy  
 

 CBT for women survivors of domestic violence [RCT: reduced depressive symptoms and 
PTSD, but unclear if due to intervention] B19 

 
 Brief psychotherapeutic CBT group programme [RCT: no difference between groups] D13 
 
 CBT for improving PTSD and depressive symptoms and future risk of IPV among women 

survivors of IPV [RCT:  improvements in PTSD, depressive symptoms and IPV] D19 
 
 Cognitive Processing Therapy in women with PTSD [RCT: benefits for PTSD symptoms] D24 
 
 
 [Systematic review:  individual trauma focused Cognitive Behavioural Therapy (TFCBT), eye 

movement desensitisation and reprocessing (EMDR), stress management and group TFCBT 
are effective in the treatment of PTSD] B4 

 
 
 Counselling for low-income mothers who experienced domestic violence [RCT: reduced 

symptoms of depression and PTSD but not on likelihood of major depressive disorder, PTSD 
or IPV] B41 B27a D33 
 

 Forgiveness Therapy [RCT: reduced depression and PTSD symptoms and improved self-
esteem, forgiveness, environmental mastery, and finding meaning in suffering] B32 B27a 
D23 

 
 
 Psychological therapy for women who have experienced domestic violence [RCTs + 

QED/pre-post]: may be effective for improving various PTSD symptoms, depression, trauma 
symptoms, psychological and social outcomes, parenting or family-related outcomes and in 
some cases may reduce likelihood of future intimate partner violence or re-abuse.] B27a 

 

POSTNATAL – Child Outcomes 

1. SOCIO-EMOTIONAL DEVELOPMENT 
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Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
  
 

Screening/promotion 
 
 
 
 
 
 
 
 
 
Guidance  
 
 
 
 
 
Parenting programmes  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Promotional interviewing to identify attachment problems [QED: may improve the ability 
of professionals to identify families that need additional support] E3 

 
 SEEK (Safe Environment for Every Kid) – identification and management of targeted risk 

factors of child maltreatment for families with children aged 0-5 [RCT: fewer child 
protection service reports, fewer instances of possible medical neglect documented as 
treatment non-adherence, fewer children with delayed immunisations, less harsh 
punishment reported by parents] E14c 

 
 
 Anticipatory guidance [Systematic review (including 20 RCTs and 10 QEDs): improved 

infant sleep patterns, reduced stress, increased parent confidence, and increased use of 
time-out instead of physical punishment, although not always effective for children with 
severe sleep problems] E3 E45  

 
 
 Baby Business Programme (concerned with infant sleep and crying patterns, involves 

anticipatory guidance) [RCT protocol only] E13 
 
 Mellow Babies [RCT: reduced maternal depression, improved parent-child interaction] 

E37 
 

 Triple P System [RCTs: reduced behaviour problems and child maltreatment] E45 E46 
 
 Parenting programmes for fathers x3 [RCT2: father greater involvement in childcare 

tasks, more activities with children on non-working days and higher levels of competence 
on measures of skill/knowledge and value/comfort] E51 

 
 Interventions with fathers of young children [Systematic review: improved fathers’ 

interaction with child and positive perception of child] E26b 
 
 Couples/fathers-only groups [RCT: benefits for father engagement with children, couple 

relationship quality and child behaviour] E13a 
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Centre-based early childhood 
education  
 
 
Home visiting  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contact-based interventions 
 
 
 

 PALS (Play and Learning Strategies) [RCT: improved maternal responsiveness and higher 
levels of nurturing behaviours, and improved child social and communication skills] E22a 

 
 Dare To Be You [RCT + QEDs: positive effects on school readiness, child behaviour, 

positive parenting (verbal reasoning / non-violent discipline, parental self-esteem and 
self-efficacy) E18b E36b E29a/b/c/d 

 
 Parents Early Education Partnership (PEEP) Learning Together programme [QED: 

improved quality of care-giving environment, and by age 5 benefits for children’s self-
esteem] E51 E53a 

   
 
 Centre-based early childhood education [Meta-analysis of 123 RCT and QED studies: 

improvements in child cognitive outcomes, school progress and social skills] E8a  
 
 
 Social Baby (home visiting programme based on principles in Social Baby book) [RCT: 

improved parental sensitivity to baby, improved attachment] E18 E46 
 

 MECSH (Miller Early Childhood Sustained Home-visiting) programme [RCT: positive 
effect on mothers being verbally and emotionally responsive] E18c 

 
 Family Nurse Partnership [RCT: reduced abuse/neglect, improved parent-child 

interaction] E18 E46 
 
 Keys to Caregiving [RCT with first-time adolescent mothers: improved interaction with 

infants] E23a 
 
 Avon Premature Infants Project [RCT: improved development] E40 

 
 
 Baby massage [systematic reviews: improved parent-child interaction, sleep and 

relaxation, reduced crying and a beneficial impact on a number of hormones controlling 
stress BUT no evidence of impact on quality of infant-mother attachment, on infant 
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Attachment-based programme 
 

cognitive development or on reduction of behaviour problems] E4 
 
 Infant massage programme [RCT: reduced maternal depression, better mother-infant 

interaction] E31 
 
 Soft infant carriers [RCT with low SES mothers: increased maternal responsiveness, 

increased attachment] E1 
 
 Skin-to-skin contact/Kangaroo Care with preterm infants [RCTs: mixed evidence, some 

indicating improved attachment, reduced infant stress, increased emotional/verbal 
responsiveness of parents] E45 E51 E14d 

 
 
 Sunderland Infant Programme [QED: improved attachment, improved maternal 

sensitivity] E46 
 
 

Level 2: 
Indicated 
prevention  
 

Home visiting  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Healthy Families America [RCT: reduced harsh parenting behaviours] E18 
 
 Early Start [RCT: improved parent attitude, non-punitive attitudes, reduced abuse/neglect] 

E18 
 
 European Early Promotion Project [QED: improved parent-child interaction] E40 
 
 Home visiting [Systematic review + meta-analyses: improved parenting behaviour and 

attitudes, but important moderators e.g. type of visitor, frequency of visits] E53 E32  
 
 Home visiting [Another review found mixed evidence] E14a 

 
 Early childhood home visiting for children with identified risk factors for abuse and 

neglect [Systematic review: reduced child protection service reports, A&E visits, 
hospitalisations, and self-reports of abuse, and improved adherence to immunisations and 
good child care; but also important moderators e.g. duration, number of visits, type of 
visitor] E40a 
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Attachment-based 
programmes  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Parenting programmes 
 
 
 
 
 
 
 
 

 
 Individually administered home-based behavioural interventions for parents with 

intellectual disability who have children aged 0-3 [Review of RCTs and QEDs: two studies 
reported improvements in child behaviour] E47c 

 
 SafeCare (families with history of maltreatment/risk factors for maltreatment) [RCT: 

improved positive parenting, reduced abuse/neglect] E12a 
 
 
 Attachment-based interventions [Systematic review / meta-analysis of 51 RCTs: moderate 

but significant effect on maternal/parental sensitivity] E2 E51 
 
 Videotherapy [RCT: improved maternal behaviour] E21 
 
 Interactive coaching in cases where mother depressed [RCT: improved maternal 

responsiveness] E17 
 
 Developmental Education for Families (DEF) (for parents at risk of neglecting their 

children) [RCT: increased rates of secure attachment] E5a 
 
 Minding the Baby (for first-time very high-risk mothers) [RCT ongoing: initial results show 

increased attachment, fewer externalising behaviours, increased parental reflective 
functioning] E3 E23 

 
 
 Incredible Years BASIC (three to six years) [multiple RCTs: improved positive parenting, 

improved child behaviour] Blueprints E36b 
 
 Triple P Level 4 Group [multiple RCTs: improved positive parenting, improved child 

behaviour] E36b 
 
 Parenting programmes for children with behaviour problems (including Incredible Years, 

PCIT) [Systematic review: reduced problem behaviours, improved parent-child 
interaction, increased child compliance, maternal depression/anxiety, improved parent 
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Home/nursery-based 
programmes 
 
 
 
 
 
Centre-based  
 
 
 
 
 
 
 
 
 
 
 
 
 
Multimodal programmes 
 
 
 
 
 

behaviour and problem-solving strategies, discipline practices] E51 
 
 Parent-Child Interaction Therapy (PCIT) [RCTs: improved parenting and parent-child 

interaction, reduced behaviour problems, reduced abuse] E46 E23 E12 E36b 
 
 
 Play and Learning Strategies (PALS) i.e. promoting responsive parenting (children born at 

term or low birthweight) [RCT: increased responsive parenting and improved child social, 
communication and affective skills] E22 

 
 Head Start [RCT: increased positive parenting] E38 

 
 

 Early Head Start [RCT: improved cognition/language, increased emotional engagement, 
reduced aggressive behaviour, more attentive, parents more emotionally supportive] E26 

 
 Sure Start [QED: improved social development, more positive social behaviour, reduced 

negative parenting, improved home learning environment] E29 
 
 Infant Health and Development Programme [RCTs: improved outcomes for low 

birthweight pre-term babies] E40 
 
 Centre-based interventions for disadvantaged children [Systematic review: improved 

mother-infant interaction, mixed results on quality of home environment, improved 
maternal knowledge/attitudes regarding child-rearing] E51 

 
 
 Multimodal intervention (including massage, relaxation therapy, coaching) for depressed 

mothers [RCT: reduced maternal depression, better mother-child interaction] E31 
 
 Multimodal interventions/enhanced home visiting [Systematic review focusing on teenage 

mothers: increased social support, improved attitudes towards sexual behaviour, 
improved parenting and interaction with child] E51 E24  
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Level 3: 
Treatment, 
Maintenance 
 

Parenting programmes 
 
 
 
 
 
 
 
 
 
Attachment programmes 

 
 
 
 
 
 
 
 
Psychotherapeutic  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Parenting programmes for children with behaviour problems (including Incredible Years, 
PCIT) [Systematic review: reduced problem behaviours, improved parent-child 
interaction, increased child compliance, maternal depression/anxiety, improved parent 
behaviour and problem-solving strategies, discipline practices] E51 
 

 Triple P Stepping Stones (for children from birth to 12 years with developmental delay or 
developmental disabilities, including ASD, Down Syndrome and cerebral palsy) [RCTs: 
improve positive parenting, reduced child behaviour problems]  E36a/b E38a E48d 

 
 
 Parent-infant interaction guidance [3 RCTs: mixed results, including increased maternal 

sensitivity, decrease in child overactive behaviours] E51 
 
 Video Interaction Guidance (VIG – for mothers with depression) [RCTs: improved parent-

child interaction, improved attachment, works better for some than others] E2 E3 
 
 Circle of Security [RCT: improved attachment for highly irritable infants] E3 
 

 
 Watch, Wait and Wonder (for mothers with depression) [QED: improved cognitive ability, 

emotional regulation, and attachment security, also improved parenting and reduced 
maternal depression] E33 

 
 Child Parent Psychotherapy (CPP) (for ‘impoverished and traumatised’ families) [RCTs: 

increased attachment, reduced behaviour problems, less stress + improved maternal mental 
health] E23 

 
 Pre-schooler-Parent psychotherapy (PPP) (for maltreated pre-school children and their 

mothers) [RCT: “decline in maladaptive mental representations of mother and improved self-
representations”] E23 

 
 Todder-parent psychotherapy (with depressed mothers) [RCT: improved attachment] E51 
 
 Mother-infant Psychotherapy [QED: improved parent-child communication, reduced maternal 
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CBT  
 

depression] E31 
 
 
 Trauma-focused CBT [RCTs: reduce PTSD] E46 

Quality 
improvement 

Quality improvement   Number of sessions in parenting programmes [meta-analysis: large number of sessions not 
always better in terms of enhancing parental sensitivity and infant attachment] E2 

 
 Timing of intervention after birth [meta-analysis: starting early or before birth not always 

better in terms of enhancing parental sensitivity and infant attachment] E2 
 
 Modality for delivering Parent Effectiveness Training [Systematic review of 11 RCT studies: 

media-based advice has moderate effect on behaviour] E45 
 

2. NUTRITION 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
 

Media-based strategies 
 
 
 
Nutrition standards  
 
 
 
Hospital-based care 
 
 
 
Peer support 
 
 
 
 
 

 Media campaigns [before/after only: improved knowledge about but not attitude towards 
breast-feeding] E30 

 
 
 American Academy of Paediatrics ‘Child and Adult Care Food Programme’ standards for 

healthy eating in early care and education programmes (best practice guide) E50 
 
 
 Baby-friendly Hospital Initiative (BFI – 3-day course in breastfeeding management) [UK 

before-after studies, Belarus RCT: increased breastfeeding] E47 E20 
 
 
 Peer telephone support for teenage mothers: [RCT: effect on exclusive breastfeeding 

duration] E27a 
 
 Peer support (breastfeeding) [Systematic reviews: increased initiation and duration, 

reduced cessation of exclusive breastfeeding] E30   
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Group education  
 
 
 
 
 
Professional support 
 
 
 
Home visiting 
 
 
 
 
 

 Breastfeeding peer supporters in deprived multi-ethnic population [RCT: “a universal 
service provided in antenatal clinics, using peer supporters was not effective in improving 
breastfeeding initiation in this population”] E26a 

 
 Breastfeeding support groups [RCT: no effect on breastfeeding rates at six to eight weeks] 

E16a 
 
 Lactation consultants [RCT + Systematic review: increased duration and rates of exclusive 

breastfeeding, but not initiation] E30 
 
 Group education for mothers (breastfeeding) [RCT: increase in exclusive breastfeeding but 

difference not significant] E30  
 
 Infant Feeding Peer Support Trial [RCT: no differences on anthropometric measurements or 

nutrient intake, but children more likely to be eating three meals a day and to be eating 
same foods as rest of family] E15f 

 
 

 Professional support (breastfeeding) [Systematic reviews: mixed but generally effective] 
E30 
 

 Postnatal breastfeeding education (individual) [RCTs: mixed results] E30 
 
 

 Home-visiting in addition to standard clinical and in-hospital teaching [RCT: increased 
duration of breastfeeding] E41 

 
 
 Nutritional education directed at pre-school children and their parents [Systematic review, 

including RCTs: some effects on parent behaviour and child knowledge/attitudes to healthy 
eating but not always child eating behaviour; interventions with certain characteristics 
more effective than others e.g. when behaviour approaches are used without didactic 
teaching] E14  
 



Better Evidence for A Better Start  
 

 27 

 
 
 
 
 
 
 
 
 
 
 
Education/Advice 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Group-based programmes 
 
 
 
 
 

 MECSH (Miller Early Childhood Sustained Home-visiting) programme [RCT: positive effect 
on duration of breastfeeding] E18c 

 
 Healthy Beginnings [RCT: improvements in some feeding practices, including longer 

duration of breastfeeding, delayed introduction of solids, reduced BMI] E48b/c 
 
 Community Mothers [RCT: significantly improved dietary intake of animal protein, non- 

animal protein, whole foods, milk, fruit and vegetables in infants under one-year of age from 
low-income families] E27 

 
 

 Weaning education for mothers E27 [But one systematic review found insufficient evidence 
to make recommendations about optimum weaning and post-weaning dietary practices] 
E47a 

 
 Weaning professional support [RCTs: delayed introduction of solid foods] E27 
 
 Finnish programme involving specific dietary counselling and health education [RCT: 

reduced fat intake] E27 
 
 Parent support programme with emphasis on eating [RCT: borderline significant differences 

in weight status and energy intake, also reduced maternal restriction of child feeding] E6 
 
 Dietician-run classes for mothers of one to threes involving discussion, exercise, meal 

planning skills [RCT: reduced unhealthy food, increased healthy foods, increased physical 
activity in children and mothers] E44 

 
 

 INFANT (six group sessions for first-time parents) [RCT: reduced non-core drinks, sweet 
snack consumption and television watching] E9a/b 

 
 NOURISH (anticipatory guidance via parent education and peer support group sessions) 

[RCT: positive impact on BMI, rate of weight gain, and parental feeding practices] E13b/c 
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Pre-school intervention  
 

 
 Hip Hop to Health Jr [RCT: increased physical activity and reduced screen time] E14f 
 

Level 2: 
Indicated 
prevention  
 

Home visiting  
 
 
 
 
 
 
 
 
 
 
 
 
Centre-based interventions  
 
 
 
 
 
 
Education and support  
 
 
 
 
 
 
 
Addressing neophobia  
 
 

 US home-visiting programme for low-income African American families by a health 
professional in the first three years of life [RCT: significantly improved appropriate intake of 
daily milk at 12 months, daily meat at six months, and fruit servings at two and three years] 
E27 

 
 Home visiting [Systematic review: insufficient evidence to assess the effectiveness of home 

visiting on children’s diet, though RCTs showed some benefits] E27 
 
 Individually administered home-based behavioural interventions for parents with intellectual 

disability who have children aged 0-3 [Review of RCTs and QEDs: two studies reported 
improvements in child weight] E47e 

 
 
 HENRY [Pre-post (no QED/RCT): healthier feeding patterns and eating behaviours] E39 E8 

E49 
 
 Healthy Start [Mixed methods (no QED/RCT): increased consumption of fruit and vegetables] 

E7 E16 E57 E58 
 

 
 NEAT (Nutrition Education Aimed at Toddlers) for parents and toddlers – group-based 

nutrition lessons, structured reinforcement activities [RCT: more change in parental 
knowledge about feeding practices than in parent-toddler feeding behaviour] E9 

 
 Mother-infant intervention [RCT: at mealtimes = less conflict and more child autonomy] E31 
 

 
 
 Exposure-based intervention [RCT: increased child’s liking of previously disliked vegetables] 

E48 
 



Better Evidence for A Better Start  
 

 29 

 
 
Multimodal intervention   

 
 
 First Steps for Mommy and Me (home visits, individual coaching by health educators, 

parenting workshops) [QED: improved feeding (delayed introduction of solid food), also 
increased levels of infant sleep, lower levels of exposure to television] E47a 

 
Level 3: 
Treatment, 
Maintenance 
 

None identified  

Quality 
improvement 
and training 
 

Quality improvement 
(breastfeeding)  
 
 
 
 
Training 
 

 Training healthcare professionals (UNICEF BFI) [pre-post: increased breastfeeding] E11 
 
 Update training for healthcare professionals [RCTs: improved professional knowledge and 

skills regarding breastfeeding] E30 
 
 
 Training for health professionals (breastfeeding)  [Systematic reviews, including two RCTs: 

mixed effects] E30 
 
 Modality of education for mothers (breastfeeding) [Review of RCTs: literature alone not 

effective i.e. need group-/individual-based approaches + additional support] E36 
[other RCTs: literature alone not effective] E30 

3. LANGUAGE 

Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
 

 
Professional development 
(skills/training)  
 
 
 
 
 
 
Pre-school education 

 
 Every Child A Talker (to improve the skills and expertise of the early years workforce in early 

language) [no QED/RCT] 
 
 Good home learning environment (e.g. talking with and to children, reading, singing songs, 

messy play, visits out of the home, physical play and activities) [EPPE longitudinal study: 
improved cognitive and social outcomes] E61 E46a  

 
 
 High Scope Preschool [RCT: improved talking and reading, school readiness behaviour] 
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Group-based programmes 
 
 
 
 
Home visiting  
 
 

Blueprints 
 
 Head Start [RCT: parents more likely to have read to children] E28 E38 
 
 Abecedarian [RCT: gains in cognitive development, educational performance, and improved 

behaviour] E28 E10 
 
 Language-Focused Curriculum [RCT: improved language skills – especially when high dose 

received] E18c 
 
 Professional development for pre-school teachers [RCT: improved teaching practices, and 

improved language for children] E22b  
 
 REAL project (centre-based group activities, home visits by preschool teachers, provision of 

literacy resources, special events, postal communication, adult education) [RCT: improved 
literacy] E15d 

 
 Curiosity Corner [RCT and QED: improved language and literacy] E12b 
 
 Good pre-school learning environment [EPPE study: improved intellectual, social and 

behavioural development] E46a 
 
 Centre-based early childhood education [Meta-analysis of 123 RCT and QED studies: 

improvements in child cognitive outcomes, school progress and social skills] E8a 
 
 
 Parents Early Education Partnership (PEEP) Learning Together programme [QED: improved 

self-esteem and child cognitive skills (including verbalisation, language use and 
understanding of numbers)] E51 E53a 
 
 

 Bookstart (book gifting at 1 year visit by health visitor, plus demonstration) [QED: positive 
effect on literacy] E47d E47e 

 



Better Evidence for A Better Start  
 

 31 

 Bookstart+ (book gifting at 2 year visit by health visitor, plus demonstration) [RCT: mixed 
results but positive effect on parents’ attitudes to reading and books] E33a 

 
 Nurse Family Partnership [RCTs: home environment more supportive of children’s learning, 

more advanced language, superior executive functioning] E34 
 
 PALS (Playing and Learning Strategies) [RCT: improved communication skills and language] 

A5 
 
 Community Mothers [RCT: increases in reading to child and child’s language, education and 

cognitive development] E18a 
 

Level 2: 
Indicated 
prevention  
 
 

Home visiting  
 

 
 
 
 
 
Centre-based  
 
 
 
 
 
 
 
 
 
 
Parent training  

 Paediatricians providing low-income parents with age-appropriate books, handouts and 
literacy-related anticipatory guidance [RCT: increase in frequency and enjoyment of 
parent/child reading, increase in child vocabulary] E15g 

 
 Parent Child Home Programme [RCTs and QEDs: improved IQ and reading scores] E1a 
 
 
 Early Head Start [RCT: improved cognitive and language development, higher emotional 

engagement of the parent and sustained attention with play objects, lower aggressive 
behaviour; also, parents more emotionally supportive, provided more language and learning 
stimulation, read to their children more, spanked less] E25 E26 

 
 Nuffield Early Language Intervention [RCT: improved oral language and spoken narrative 

skills] E14g 
 
 Talking Time [QED: improved vocabulary, oral comprehension and sentence repetition] E14a 
 
 
 It Takes Two to Talk [the Hanen Programme] (group training + individual visits for parents of 

0-5s with language delay) [RCT/QEDs: improved parent-child communication, improved child 
language (larger vocabularies, more varied words, more multi-word sentences, more speech 
sounds)] E14h E15b/c E22c E46b 
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Level 3: 
Treatment, 
Maintenance 
 

Speech therapy  
 
 
 
 
 
 
 
 
 
 
Prelinguistic Milieu Teaching 
Therapy 

 Speech therapy with pre-school children [RCT: mixed effects but overall “little evidence of 
effectiveness”] E15 
 

 Speech therapy with children aged two to four who started stuttering at least six months 
earlier [RCT: reduced stuttering] E15e 

 
 Naturalistic speech intelligibility training for pre-schoolers (mean age 3.65) meeting clinical 

criteria for specific language impairment [RCT: positive effect only for children with lower 
levels of speech accuracy] E49a 

 
 
 Milieu Teaching Therapy (for children with delayed language development) [RCT: increased 

intentional communication post-intervention but no effect six or 12 months later] E48a E14e  
E15a E22c 

 

ECONOMIC SITUATION 
Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
 

None identified  

Level 2: 
Indicated 
prevention  
 

Welfare-to-work programmes 
 
 
 
 
 
 
 
 
 

 New Hope – community-based jobs and help with job searches, also monthly income 
supplement, subsidised health insurance, and child care subsidies for participants that 
worked at least 30 hours per week [RCT: increased parents’ employment, increased parents’ 
use of centre-based child care, improved child behaviour, improved school attainment (test 
scores), less special education, reduced crime and violence] F2 F6 F7 F8 
 

 Self-Sufficiency Project (SSP) – welfare-to-work programme, offering single parent welfare 
recipients who work at least 30 hours per week, an income supplement for up to three years 
upon leaving welfare [QED: improved school readiness and academic performance, increased 
employment and earnings, reduced welfare use and poverty for parents] F9 
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 Minnesota Family Investment Program (MFIP) – Cash supplement for going to work to offset 

work-related expenses plus welfare benefits until income reached 140% of poverty line, and 
state-provided employment/training for participants who had received welfare for one to two 
years [RCT: for adults increased employment and income, for children improved reading and 
reduced problem behaviour] F4 F4a F5 F10 

 
 Los Angeles Jobs First GAIN programme (Greater Avenues for Independence) –  a three-week 

job club and other support with finding work for welfare recipients, including matching with 
local employers [RCT: increased employment and earnings, reduced likelihood of child 
suspension or exclusion from school] F3 

 
 Opportunity NYC Family Rewards Demonstration – cash incentives for achieving specific 

economic, health and workforce conditions (e.g. school attendance, achievement on 
standardised tests, obtaining preventative care for the family, participating in education or 
job training) [RCT: increased income, reduced poverty and food insecurity, mixed results on 
employment] F13 

 
Level 3: 
Treatment, 
Maintenance 
 

None identified  

WIDER ENVIRONMENT 
Level 1: 
Promotion, 
Universal 
prevention, 
Selective 
prevention 
 

Financial support with 
housing  
 
 
 
 
 
 
 
 
 

 Welfare to Work Voucher Program (WtWV) and Housing Choice Voucher Program (HCV) – 
rental assistance to promote self-sufficiency of families [RCT: reduced homelessness, 
overcrowding and school absence, but no effects on child behaviour and apparent negative 
effects on repeating a grade] F11 
 

 Tenant-based rental assistance programmes that subsidise the cost of housing secured by 
low-income households within the private rental market through the use of vouchers or 
direct cash subsidies [Systematic review/RCTs: reductions in neighbourhood victimisation 
and neighbourhood social disorder (including public drinking and drug use, seeing 
individuals carrying weapons, and hearing gunfire)] G1 G2 G9 G26 
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Improving neighbourhood 
safety  
 
 
 
 
 
 
Improving home safety  
 
 
 
 
 
 
 
 
 
 
 
 
Improving the use of physical 
space  
 
 
 
 
 

 Moving to Opportunity (MTO) – vouchers to encourage residents of public housing in poor 
neighbourhoods to move to neighbourhoods with low concentrations of poverty [RCT: 
improved child emotional well-being but increases in arrests and behaviour problems and 
virtually no effects on measures of educational performance] F1 F12 

 
 
 Neighbourhood Watch programmes [Systematic review: reduced crime] G4 
 
 Street lighting [Systematic reviews: reduced crime, traffic crashes, injury crashes] G5 G29 
 
 Hot spot policing [Systematic review: reduced citizen calls for services and citizen disorder 

calls] G7 
 

 
 Home safety education – includes provision of safety equipment and home safety education 

(in home, schools, health care settings) [Systematic review: improved home safety e.g. smoke 
alarms, safe hot tap water temperature, fitted stair gates, safe storage of cleaning products] 
G17 

 
 Parenting interventions to reduce unintentional child injuries [Systematic review: lower risk 

of injury, fewer home hazards, more safety practices] G17a 
 
 Home Learning Programme (home visiting in pre-school years for parents with intellectual 

disability) [RCT: improved parents’ ability to recognise home dangers and to identify 
precautions to deal with these dangers, and increased safety precautions implemented] G18a 
 
 

 Providing a safe play space (opening a school playground on weekdays and weekends and 
providing attendants) [QED: increased children being outdoors and their physical activity 
levels, reduced screen-related activities (television, videos etc.)] G11 

 
 Increasing access to places for physical activity – includes improving access to existing 

facilities or creating new places but also other things such as outreach activities, health 
forums and training on equipment [Systematic review and other studies: increase in aerobic 
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Improving the quality of 
childcare  
 
 
 
 
 
 
 
 
 
 
Collective efficacy  
 
 
 
Improving work conditions  
 

capacity, energy expenditure, leisure-time physical activity, frequency of physical activity (for 
population generally)] G14 G16 G27 G28 

 
 Urban design and land use policies – including street lighting, bicycle lanes, traffic calming 

strategies, landscaping, building shops within walking/cycling distance of housing 
[Systematic review: increased physical activity] G13 G15 

 
 

 Chicago School Readiness Project (teacher training paired with intensive onsite provision of 
mental health consultation, with social workers providing capacity-building for teachers and 
mental health services for children) [RCT: improved emotional climate, including greater 
teacher enthusiasm and responsiveness to children’s needs, better behaviour management 
skills] G22 

 
 Head Start REDI (enriched childcare intervention, including brief lessons, extension activities 

and specific teaching strategies to promote social-emotional competencies, language and 
literacy) [RCT: improved vocabulary, emergent literacy, emotional understanding, social 
problem-solving, social behaviour and learning engagement] G6 

 
 

 [Surveys of communities showing relationship between perceived levels of collective efficacy/ 
neighbourhood social support and outcomes such as birth weight and violent crime] G8 G25 

 
 
 Organisational changes to the psychosocial work environment e.g. including employees in 

decision making, changing shift patterns, government management of public agencies and 
industries, increased regulation for employee safety [Systematic reviews: improved employee 
health, work-life balance, mental health, job security and reduced job stress and injury rates] 
G3 
 

Level 2: 
Indicated 
prevention  
 

None identified  
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Level 3: 
Treatment, 
Maintenance 
 

None identified  
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PROMOTION                                        Service                                                      

 
 Area and individual level 

media-based strategies 
 

 
 Distribution of: The Pregnancy Book, Birth to Five, 

Parent’s Guide to Money information, Bumps to Babes etc. 

UNIVERSAL 

 SCREENING BY MIDWIFE AT BOOKING-IN 
 ANTENATAL PROMOTIONAL INTERVIEW –  28 WEEKS 

 
 Health and Lifestyle Advice  

 
 
 

 Preparation for 
parenthood 

 
 
 
 
 
 Midwife-led continuity of 

care 
 
 
 Birth Centres 

 
 Baby Friendly Initiatives 

 
 Health and lifestyle advice by universal level practitioners 

 Dietary advice 
 Exercise programmes for pregnant women 

 
 Preparation for parenthood support 

 Group-based perinatal programmes addressing 
the transition to parenthood (e.g. couples groups,  
Family Foundations, psychoeducation/education, 
NCT groups, Mellow Bumps) 

 Group-based discussion classes for fathers 
 

 Continuity of care delivered by midwives (e.g. having one 
midwife from booking-in to delivery) 

 
 

 Midwifery led Birth Centres 
 

 UNICEF UK Baby Friendly Initiative 

SELECTIVE 
 

 Parents with learning 
difficulties 

 
 

 Teenage pregnancy 
 
 
 
 
 

 
 Specialist support 

 Individually administered home-based 
behavioural interventions  

 
 Support programmes 

 Intensive home visiting programmes (e.g. FNP) 
 Multimodal support combining home visiting, 

peer support, life skills training and integration 
within social networks 

 Teens and Toddlers Programme 

Pregnancy 
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 Families whose first 
language is not English or 
who are immigrants 

 
 

 Single pregnant women 
with poor social support 
 
 
 

 Women with unresolved 
trauma or who have an 
unwanted pregnancy 

 
 

 Language and social support  
 Group-based preparation for parenthood 

programmes (e.g. Baby Steps) 
 
 

 Social support 
 Provision of support groups 

 
 
 

 Support and counseling 
 Referral to IAPT or perinatal psychologist 

 

INDICATED 

 Anxiety/depression 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Relationship problems 
 

 
 

 Obesity  
 
 
 
 
 

 Smoking 
 
 
 

 

 Mild or moderate anxiety/depression 
 Self-administered (e.g. computerised CBT; self- 
 help materials delivered by professionals; 

       massage therapy); 
 Group-based support (e.g. Mindfulness-Based  

        Stress Reduction programme) 
 Moderate to severe anxiety/depression 

 Referral to IAPT for brief psychological  
        treatments 
 Individual support (e.g. CBT or IPT) 

 
 Other mental health problems (e.g. GAD/OCD) 

    Referral to GP/IAPT 
 
 

 Relationship guidance 
 Brief Encounters 

 
 

 Weight control strategies  
 Maternal diet and exercise programmes for obese 

     pregnant women) 
 Referral to weight management services 

 
 

 Smoking cessation interventions:  
 STOP Smoking (clinic-based service) 
 Telephone counseling (NHS helplines) 
 CBT/Motivational Interviewing 
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 Drinking 
 
 
 

 

 Psychological support 
 Brief behavioural counselling interventions in 

        primary care settings 
 Motivational Interviewing 
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TREATMENT/MAINTENANCE 

 
 Alcohol/substance 

dependency 
 
 

 
 
 
 
 

 Domestic abuse/trauma 
 
 
 
 
 
 
 

 Severe depression 

 
 Alcohol/substance dependency treatment programmes 

 Parents Under Pressure 
 Motivational Interviewing 
 Brief counselling (Alcohol problems) 
 Parenting programmes (postnatal only) 
 Financial incentives for attendance/external  

       pressure from significant sources (e.g. housing;  
       child protection; legal sources) 

 
 Domestic abuse interventions 

 TF-CBT/EMDR – specialist services 
 Multicomponent therapy and advocacy 
 Counselling 
 Forgiveness Therapy 
 Group therapy / Motivational interviewing for 

perpetrators 
 

 Severe depression  
 IPT 
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PROMOTION 

 
 Area and individual level 

media-based strategies 
 

 
 Distribute 

 Child Health Record 
 Birth to Five 

 
 Access to parenting and child health information 

 Telephone helplines; websites; NHS Direct etc;  
 Family Centre/ Sure Start information 
 Introduce to ‘Social Baby’ using media (e.g. The 

Social Baby Book/video; Baby Express 
newsletters or validated tools e.g. NBAS / NCAST) 

UNIVERSAL 

 POSTNATAL PROMOTIONAL INTERVIEW BY HEALTH VISITOR – EIGHT 
WEEKS 

 HEALTH REVIEWS – ONE YEAR; TWO AND A HALF YEARS 
 

 Parental functioning 
 

 
 Nutrition  

 
 
 
 
 

 Socio-emotional 
development 

 
 
 
 
 
 
 
 
 
 
 

 
 Identify PTDS following ‘difficult’ birth and offer support 

for trauma (see below) 
 

 Breastfeeding and weaning support 
 UNICEF Baby Friendly Initiative (BFI) in Hospital 
 Healthy Start 
 Lactation consultants 
 Peer support at weaning 

 
 Support bonding 

 Promote skin-to-skin contact 
 Kangaroo Care 
 Temperament-based anticipatory guidance  
 Support for fathers: respond to their individual  

                           concerns, encourage active participation and 
                           observation, group discussions                          

 Group-based support (e.g. Mellow Babies) 
 Sunderland Infant Project 

 
 Promoting development in infancy  

 Encourage use of books, music and interactive 

Postnatal  
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 Language and learning 

activities to promote parent-baby relationship 
and early development (e.g. Parents  Early 
Education Partnership (PEEP), Bookstart) 

 Referring families whose first language is not 
English to English as a second language services 

 
 Home learning environment/parent activities 

 Play and Learning Strategies (PALS) 
 

 Pre-school education  
 Every Child a Talker 
 High Scope, Curiosity Corner 

 
 Group-based early learning 

  PEEP 

SELECTIVE 
 

 Infants at increased 
risk of poor outcomes 

 

 
 Premature babies 

 Avon Premature Infants Project (APIP) 
 

 Parents who smoke 
 As above 

 
 Parents who are obese 

 HENRY  
 

 Teenage parents 
 FNP 
 Multimodal support (home visiting; peer support; 

life skills training; integration within social 
networks) 

 Keys to Caregiving 
 

 Parents with learning disabilities 
 Parenting programmes – as above 
 Home visiting programmes – as above 

 
INDICATED 
 

 Anxiety/depression  
 
 
 
 
 
 

 
 Screening for PND (e.g. Whooley or EPDS) at six to eight 

weeks as part of Promotional Interview (see above) and 
three to four months, and where positive assess impact 
on parent-infant interaction (e.g. PIIOS) 
 

 Where no impact on interaction 
 IPT or CBT 
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 Partner conflict 
 
 
 

 Poor social support 
 
 
 

 Emotional and 
behavioural problems 

 
 
 

 Safeguarding concerns 
 
 
 
 
 

 Delayed speech  
 
 

 Listening visits 
 

 Where impact on interaction 
 Infant massage 
 Brief Video Interaction Guidance (VIG) 

 
 

 Encourage access to support 
 Brief Encounters 

 
 

 Encourage access to social support  
 Children’s Centre/Sure Start etc. 

 
 

 Parenting programmes 
 Incredible Years 
 Triple P 

 
 

 Specialist interventions 
 Parent-Child Interaction Therapy (PCIT) 
 Incredible Years 
 SafeCare 

 
 

 Parent training 
 It Takes Two to Talk 

 

TREATMENT/MAINTENANCE 
 

 Parents experiencing: 
 Domestic abuse 
 Substance 

dependency 
 Severe mental 

illness 
 

 Parent-infant 
interaction problems; 
attachment problems 

 
 
 
 

 Delayed speech 

 
 As above 

 
 
 
 
 
 

 Attachment-based interventions 
 Video-Interaction Guidance (VIG) 
 Parent-Infant Psychotherapy (e.g. Watch, Wait 

and Wonder) 
 Circle of Security  

 
 

 Speech therapy 
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 Developmental delay 
or developmental 
disabilities, including 
ASD, Down Syndrome 
and cerebral palsy 

 Referral to speech therapist 
 Milieu Teaching Therapy 

 
 

 Parenting programme 
 Triple P Stepping Stones  
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Table 3: Websites for Named Interventions  
  

Programme Name Website 
Abecedarian 
 
Avon Premature Infants Project 
 
Baby Business Programme 
 
Baby Express 
 
Baby Friendly Initiative 
 
Baby PEEP 
 
Baby Steps 
 
 
Bookstart 
 
Brief Encounters 
 
Bumps to Babies 
 
Chicago School Readiness Project 

http://abc.fpg.unc.edu/ 
 
- 
 
- 
 
- 
 
http://www.unicef.org.uk/babyfriendly/ 
 
http://www.peep.org.uk/standard.asp?id=665  
 
http://www.nspcc.org.uk/what-we-do/the-work-we-do/priorities-and-programmes/under-
ones/baby-steps/baby-steps_wda94564.html 
 
http://www.bookstart.org.uk/about-us/ 
 
http://www.oneplusone.org.uk/professionals/services/learning/brief-encounters/ 
 
http://www.bumpstobabies.co.uk/ 
 
- 
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Circle of Security 
 
Community Mothers 
 
Curiosity Corner 
 
Dare to be You 
 
Early Head Start 
 
 
Early Start 
 
European Early Promotion Project 
 
Every Child a Talker (ECAT) 
 
 
Family Foundations 
 
 
Family Links Nurturing Programme 
 
Family Nurse Partnership 
 
First Steps for Mommy and Me 
 
Getting Ready 

 
http://circleofsecurity.net/ 
 
- 
 
http://www.successforall.org.uk/curiositycorner.shtml 
 
http://www.coopext.colostate.edu/DTBY/ 
 
http://eclkc.ohs.acf.hhs.gov/hslc/tta-system/ehsnrc/Early%20Head%20Start/home-based-
model 
 
- 
 
- 
 
http://www.foundationyears.org.uk/2011/10/every-child-a-talker-guidance-for-early-
language-lead-practitioners/ 
 
http://www.famfound.net/ and http://www.fatherhoodinstitute.org/2011/family-
foundations-our-new-ante-and-post-natal-classes-for-mums-and-dads/ 
 
http://familylinks.org.uk/about/nurturing-programme.html 
 
http://fnp.nhs.uk/ and http://www.nursefamilypartnership.org/ 
 
- 
 
- 
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Having a Baby Programme 
 
Head Start 
 
Head Start REDI 
 
Healthy Beginnings 
 
Healthy Families America 
 
Healthy Start 
 
HENRY 
 
High Scope 
 
Hip Hop to Health Jr 
 
Home Learning Programme 
 
Home Start 
 
Housing Choice Voucher Program 
 
Incredible Years 
 
INFANT  
 

 
- 
 
http://eclkc.ohs.acf.hhs.gov/hslc/hs 
 
http://headstartredi.ssri.psu.edu/ 
 
http://healthybeginnings.net.au/  
 
http://www.healthyfamiliesamerica.org/home/index.shtml 
 
- 
 
http://www.henry.org.uk/ 
 
http://www.highscope.org/Content.asp?ContentId=63 
 
http://www.hiphoptohealth.com/blog/?page_id=11 
 
- 
 
http://www.home-start.org.uk/ 
 
- 
 
http://incredibleyears.com/ 
 
- 
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Infant Health and Development 
Programme 
 
It Takes Two To Talk 
 
Kangaroo Care 
 
Los Angeles Jobs First GAIN  
programme  
 
Mellow Babies 
 
Milieu Teaching Therapy 
 
Miller Early Childhood Sustained 
Home-visiting (MECSH) 
 
Minding the Baby 
 
 
Minnesota Family Investment Program 
 
 
Moving to Opportunity 
 
New Hope 
 
NOURISH 
 

http://www.socio.com/eipardd04.php 
 
 
http://www.hanen.org/Programs/For-Parents/It-Takes-Two-to-Talk.aspx 
 
http://www.kangaroomothercare.com/ 
 
http://evidencebasedprograms.org/1366-2/los-angeles-jobs-first-gain-program 
 
 
http://www.mellowparenting.org/index.php/zoo/the-mellow-programmes 
 
- 
 
http://www.earlychildhoodconnect.edu.au/index.php?option=com_content&view=article&id=
2&Itemid=112 
 
http://www.nspcc.org.uk/Inform/resourcesforprofessionals/underones/minding_the_baby_w
da85606.html 
 
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&Revision
SelectionMethod=LatestReleased&dDocName=id_004112 
 
http://portal.hud.gov/hudportal/HUD?src=/programdescription/mto 
 
- 
 
- 
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Nuffield Early Language Intervention  
 
Opportunity NYC Family Rewards 
Demonstration  
 
PALS (Play and Learning Strategies)  
 
Parent Child Home Programme  
 
Parent Child Interaction Therapy 
 
Parents Under Pressure 
 
Peers Early Education Partnership 
(PEEP)  
 
Pre-schooler-Parent psychotherapy  
 
Preparation for Parenthood  
 
SafeCare 
 
SEEK (Safe Environment for Every 
Kid)  
 
Self-sufficiency project (SSP)  
 
 
Social Baby 

http://www.ican.org.uk/nuffield 
 
http://www.mdrc.org/publication/preliminary-look-early-educational-results-opportunity-
nyc-%E2%80%93-family-rewards-program 
 
http://www.socio.com/eipardd07.php 
 
http://www.parent-child.org/ 
 
http://pcit.phhp.ufl.edu/ 
 
http://www.pupprogram.net.au/ 
 
http://www.peep.org.uk 
 
 
- 
 
- 
 
http://safecare.publichealth.gsu.edu/ 
 
http://umm.edu/programs/childrens/services/child-protection/seek-project 
 
 
http://www.srdc.org/what-we-do/demonstration-projects-impact-evaluation-studies/self-
sufficiency-project.aspx 
 
- 
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STOP Smoking 
 
Sunderland Infant Project  
 
Sure Start 
 
Talking Time 
 
Teens and Toddlers  
 
The REAL Project 
 
Triple P 
 
Triple P Level 4 Group 
 
Triple P Stepping Stones 
 
Watch, Wait and Wonder  
 
Welfare to Work Voucher Program 
(WtWV) 

 
- 
 
- 
 
http://www.nidirect.gov.uk/sure-start-services 
 
- 
 
http://www.teensandtoddlers.org/ 
 
http://www.real-online.group.shef.ac.uk/ 
 
http://www.triplep.net 
 
http://www.triplep.net 
 
http://www.triplep-steppingstones.net/au-en/home 
 
http://www.watchwaitandwonder.com/ 
 
http://www.hud.gov/offices/pih/programs/hcv/wtw/resources/bs11/wtw_basics.pdf 
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