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ABSTRACT
Socioeconomic inequities in child health are seen across the WHO European Region for almost all aspects of physical and 
mental health. They emerge from birth and persist across childhood, adolescence and into adulthood. This report lays out 
the key arguments for promoting equity in the early years, childhood and adolescence. It then goes on to outline evidence 
and policy options to address inequities in child health, along with limitations of this evidence and suggestions for future 
directions. Member State commitments, giving policy-makers the mandate to take action, and the key stakeholders and 
partners needed to reduce health inequities are presented. The report ends with a list of indicators to monitor progress in the 
factors most likely to bring about change.
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Introduction 

1. Introduction 

1.1 Key arguments for a policy focus on health equity in the 
early years

Social inequities in health are systematic differences in health status between different socioeconomic 
groups that are socially produced (and therefore modifiable) and unfair (1). Equity in health implies 
the converse: that ideally everyone could attain their full health potential and that no one should 
be disadvantaged from achieving this potential because of their social position or other socially 
determined circumstance (1). This paper concentrates on socioeconomic inequities, but the importance 
of other axes of inequity for children’s health, notably gender, ethnicity, geography and disability, are 
acknowledged. 

The paper focuses on child and adolescent health, which captures the early years – early childhood 
development in infancy and the preschool period, childhood and the years of schooling, through to 
adolescence. The preconception period and pregnancy are important periods that influence subsequent 
child health. WHO considers “maternal and newborn” as one of the four periods of focus for addressing 
health across the life-course, the next period being defined as “child and adolescent health” (2). 

Arguing for health equity in childhood is critical. Inequities in childhood are unfair in themselves and 
lead to health inequities across the life-course. Socioeconomic inequities in child health are seen 
across the WHO European Region for almost all aspects of child physical and mental health. Differences 
are striking and emerge from birth, persisting (and sometimes widening) across childhood and into 
adolescence. Health inequities are particularly unfair in the case of children and adolescents, who have 
little control over their health and the factors that influence it (as reflected in the Universal Declaration 
of Human Rights). What happens to children in their earliest years is a fundamental measure of what 
a society values. It determines the development of inequities in later adult life, as early inequities 
in child health and development strongly influence health and other outcomes (such as education, 
employment and relationships) that are important for adult health. 

The term socioeconomic circumstances (SECs) is used throughout this paper when describing health 
differences between children from different socioeconomic backgrounds. Children do not have their 
own socioeconomic position but experience a multitude of SECs that come via their parents or caregivers 
(such as educational qualifications and occupational status), the household unit (housing tenure and 
income, for instance) and the neighbourhood in which they live (living in an area of deprivation) (3).

Early childhood is a period of dramatic change and development in terms of physical growth, cognitive 
development, and socioemotional and behavioural learning. Socioenvironmental exposures and 
the effects of parenting and nurture (4) are critically important in this period, which is sometimes 
termed the first 1000 days. Biological processes have been described through which early experiences 
mould the growing child and influence how genes are expressed (5). There is increasing evidence 
that childhood adversity can interrupt children’s healthy development. More recently, the concept of 
adverse childhood experiences has gained attention. These experiences include toxic exposures such 
as childhood psychological, physical or sexual abuse, domestic abuse and violence against the child’s 
mother, and living with household members who had substance misuse disorders, were mentally ill or 
suicidal, or had been imprisoned in the past (6,7).
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Policies and interventions that aim to support and improve early years experiences are therefore 
critical for children’s health and well-being. Policies are particularly important, as they are powerful 
determinants of inequities in adult ill health. For this reason, the Commission on Social Determinants 
of Health put a major emphasis on giving all children the best start in life to create conditions for a 
flourishing older life (8).

Inequities in child health outcomes within countries are stark. Fig. 1, for example, shows differences in 
the proportion of infants dying in the first year of life between the most and least disadvantaged regions 
within selected European countries.  

Fig. 1. Inequities in infant mortality within countries
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Note: the plot shows the inequities gap within countries as measured by the additional deaths in infants per 1000 
live births in the most disadvantaged subnational regions compared to the most advantaged subnational regions. 
The trend over time from 2005 to 2016 is also shown. For example, in Turkey there were over six additional infant 
deaths per 1000 live births in the most disadvantaged regions compared to the most advantaged. Differences 
between the most disadvantaged subnational regions and the most advantaged are estimated as the slope index 
of inequity over subnational Human Development Index scores. In two countries in that year, the wealthiest 
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regions in some countries, leading to more year-to-year variation, or because there are many people on low 
incomes in areas labelled as wealthy. 
Source: WHO Regional Office for Europe (9).
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These differences in life chances vary systematically across countries and over time, suggesting they are 
not natural or biologically predetermined, but largely result from exposure to adverse living conditions 
starting in early life (8). Children living in poverty, for example, suffer injury and death rates two-to-three 
times higher than their more affluent counterparts (10).

In general, addressing child health inequities requires: 1) a universal system of welfare support that 
prioritizes children, to reduce social disadvantage; and 2) local delivery of high-quality universal child 
health support, with intensive intervention for those who need it most. Policies to deliver high-quality 
services and interventions should be focused on the antenatal and early years period in particular. 

Policy-makers take a number of key arguments into account when promoting health equity in the early 
years.

1.1.1 Child health equity: to protect the rights of children to health

Children are often not in a position to speak up for themselves so are offered special protection under 
the United Nations Convention on the Rights of the Child (CRC). All children have a right to the best 
possible health and the right to the conditions that allow them to flourish and develop into healthy 
adults. Adopted unanimously in 1959 by the United Nations General Assembly, it is legally binding and 
ratified by all European Member States. Th CRC clearly states (11):

The child will enjoy special protection and will have at its disposal opportunities and services, 
dispensed under the law and through other means, allowing physical, mental, moral, spiritual, 
and social development in a healthy and normal way, with liberty and dignity. 

There is a legal and moral responsibility to ensure that all children develop to their full potential 
(CRC Article 6).

1.1.2 Child health equity: the most effective means of improving population health 
and reducing inequities

The early years, childhood and adolescence are characterized by dramatic physical, cognitive, social 
and emotional developments and changes, including physical growth, cognitive development, 
socioemotional and behavioural development, the onset of puberty, and the establishment of health-
related and risk-taking behaviours. Social disadvantage can disrupt these critical foundations, leading 
to poor child health and development and further undermining the potential for lifelong health.

The strategic objectives of WHO’s Health 2020 European health policy framework, adopted by all 53 
WHO European Region Member States, include the reduction of health inequities (12). Recognizing 
the growing body of evidence linking adversity in the early years to poorer health outcomes, Health 
2020 cites action on the social and environmental determinants of child health and well-being as 
being key to producing better and more equitable health outcomes. The United Nations Sustainable 
Development Goals (SDGs) also reflect the central importance of the health and well-being of children 
and adolescents for achieving the SDG targets, in particular those focused on poverty, health security, 
education, preventing violence, abuse and neglect, and reducing inequities. 

To facilitate progress towards achieving the SDG targets and the Health 2020 goals, the WHO Regional 
Office for Europe has committed to developing local health strategies aimed at enabling children and 
adolescents to realize their full potential for health, development and well-being, and reducing the 
burden of avoidable mortality and morbidity.
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1.1.3 Child health equity: substantial benefits across the life-course

What children experience during the early years sets a critical foundation for their entire life prospects. 
Early child development (health, physical and socioemotional development and language/cognitive 
development) strongly influences basic learning, school success, economic participation, social 
citizenry and future health (13). Accordingly, critical time windows exist in childhood when the benefits 
of policies and interventions that support early childhood development interventions are particularly 
effective (14). Generally speaking, the most fundamental experiences in the early years of life come 
from appropriate nurturing care and protection delivered by parents, family and community. Children 
who start life behind their peers tend to stay behind, not only in terms of health and well-being, but 
also in academic achievement, employment opportunities and relationships. Policies and services that 
support parents’ ability to provide optimum nurturing care so that all children can thrive in the early 
years are critical, and their effects on outcomes are well evidenced (14,15). 

A life-course approach implies an awareness that health-protective and health-damaging influences 
may be more or less important at particular times in life, and these influences have effects that 
accumulate and interact over time. For example, being born small influences health over the life-course 
and there are substantial differences in the risk of being born small between countries (Fig. 2). 

Fig. 2. Percentage of live births weighing 2500 g or more, 2015
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On average, children from more disadvantaged backgrounds are more likely to be exposed to drug 
use, smoking and anaemia in utero, be born small, be breastfed for shorter periods, have poorer diets, 
become overweight, be exposed to passive smoking and some infectious agents, experience abuse 
or neglect, and die in an accident (17). They have fewer learning opportunities and are more likely to 
become a young parent; as adults, they are more likely to be out of work, live in poor housing, receive 
inadequate wages, report poor health and ultimately die earlier (18–21). Improving socioeconomic 
conditions in childhood and reducing inequalities in preventable risk factors in the early years can have 
a profound effect on reducing inequalities across the life-course.

Accordingly, the WHO Health 2020 European policy framework prioritizes a life-course approach to 
health (12), as does the WHO European action plan for sexual and reproductive health (22) and the WHO 
European Region’s child and adolescent health strategy 2015–2020 (23), which states:

Targeted efforts to break or disrupt negative intergenerational cycles that are created by or 
contribute to health inequities, such as no exclusive breastfeeding, poor early childhood 
development, poor health of parents and inadequate parenting skills, will promote the 
development of young people who are healthy, confident, socially competent and secure in 
their relationships and who in turn create the conditions for similarly healthy future generations 
as parents, grandparents and caregivers.

1.1.4 Child health equity: investing in early child development makes economic sense 

The Nobel Prize-winning economist James Heckman has set out a compelling economic case that shows 
the rate of economic return on early years investment is significantly higher than for any other stage of 
life. Equitable early life investment strategies can have an important impact on reducing inequalities 
across the life-course. For instance, Heckman states that investment in child development in the early 
years is “a rare public policy initiative that promotes fairness and social justice and at the same time 
promotes productivity in the economy and in society at large” (24). As is shown in Fig. 3, the earlier the 
investment is made, the greater the return on investment and future cost savings from prevention and 
early intervention. There is now good evidence to indicate a 6–10% annual rate of return on investment 
for spend on intervention in the early years (24). 

Fig. 3. Return on investment in early childhood development 

Source: reproduced from James Heckman, Nobel Laureate in Economics (https://heckmanequation.org/
resource/the-heckman-curve/) under license CC BY-NC-ND 3.0 
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We see such high returns on investment in the early years because the first years of life are critical for 
brain development – it is a time when the brain’s ability to adapt and change is greatest. Getting it right 
early leads to better outcomes for individuals and is less costly to society than trying to fix it later. We 
can pay now or we will pay more later for society’s failure to promote healthy development in the 
earliest years of life (25). 

1.2 Pathways to inequities in child health 

The association between the SECs into which children are born and their health across the life-course 
is clear, but the pathways linking them are complex. To reduce inequities in child (and therefore adult) 
health, broad attention must be paid to inequities in the distribution of the social determinants of 
health – “the conditions in which we are born, grow up, work and live” (8,18). The social determinants 
of health for children are shown in in Fig. 4. 

Fig. 4. Social determinants of child health
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Source: Pearce et al. (3) and adapted from Bronfenbrenner (26), Dahlgren & Whitehead (26) and Dahlgren & 
Whitehead (working paper prepared for the King’s Fund International Seminar on Tackling Inequalities in 
Health, Ditchley Park, Oxfordshire, United Kingdom, September 1993, unpublished). Adapted by permission 
from BMJ Publishing Group Limited, Archives of Disease in Childhood, Pearce A, Dundas R, Whitehead M, Taylor-
Robinson D, 104, 998–1003 © 2019.

At the centre of the model lies the child and their largely fixed characteristics (such as age, sex and 
ethnicity). Surrounding the child are concentric layers of influence – the social determinants of health. 
The innermost layer includes the determinants that are most proximal to individual health, such as 
health behaviours. For children, this includes the nature of interactions between caregiver and child 
(parenting), which in turn are affected by the characteristics of the caregivers themselves (28), including 
their own health and behaviours. 
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All these are influenced by household resources, community and social networks and, most importantly, 
the structural influences of health – the living and working conditions that influence children’s health 
directly (such as childcare, schools, health services and social protection) and indirectly via their 
parents (including the workplace). Finally, the outer layer houses the macro-level political, cultural and 
economic conditions. These crucially include gender equality and the social conditions that support 
parents’ ability to care properly for children, such as paid parental leave, flexible work schedules, living 
wages and secure and promising educational futures for young women (29,30). The arrows in Fig. 4 
show that the social determinants of health are interrelated, both within and between the layers.

The unequal distribution of the social determinants of health between groups occupying unequal 
positions in society leads to health inequities (31). To address health inequities, it therefore is necessary 
to address the underlying social processes that drive this unequal distribution (32). It is important 
to note, however, that simply improving the social determinants of health will not always reduce 
health inequity – for this to happen, the health benefits of these improvements should be felt across 
socioeconomic groups, and more so among those with greatest need. 
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2. Evidence and policies

2.1 Policies to address inequities in child health

For the purposes of this paper, the social determinants of health described above have broadly been 
collapsed in line with the remaining three life stages covered by the WHO European Health Equity Status 
Report (HESR) on Life-course Policy Guidance papers into five sets of conditions considered essential 
for supporting health and reducing health inequities: personal and community capabilities, living 
conditions, employment and working conditions, income and social protection, and health services. 
The remainder of this paper will examine how each of these conditions contributes to child health and 
development and health inequities, and how action might be taken upon them. 

A range of evidence sources is tapped to provide a balanced view of example policy options that have 
the potential to improve child health and reduce health inequities. Health inequalities research suffers 
from the so-called inverse evidence law, whereby the least evidence is available for actions with the 
greatest potential to improve things (33). This has in part arisen due to what is known as lifestyle drift, 
in which policy attention initially is directed towards the upstream determinants of health, but then 
drifts downstream to focus on individual lifestyle factors (34). The evidence cited below therefore spans 
from ecological studies describing inequities in the social determinants of health, to evaluations of 
trials conducted in disadvantaged groups and public health policy experiments that have considered 
impacts in different socioeconomic groups. 

2.1.1 Condition 1. Personal and community capabilities

2.1.1.1 Evidence

Here the focus is on personal and community capabilities that are particularly important for parents 
(as distinct from the general adult population) and for children and young people. Intervening to 
address inequities in personal and community capabilities in the early years and during adolescence is 
especially important and should be carried out in conjunction with action on the other environmental 
conditions that follow. The personal and community capabilities outlined in the paper for young adults 
and those of working age (such as civic engagement and social capital) are also relevant to children and 
young people, as they affect current and future parents. 

During pregnancy and early childhood (infancy, toddlerhood, preschool and the first few years of school 
life), children have little or no control over their health and their outcomes are heavily influenced by 
their parents and other caregivers. Addressing inequities in the physical and mental health and well-
being of parents and caregivers therefore is extremely important. Children are more likely to experience 
adverse experiences if their parents were also subject to abuse and trauma when they were children 
(35). Parents’ health-related behaviours, including risky behaviours (such as smoking, alcohol and other 
substance abuse in pregnancy) and those supportive of health (responsive and sensitive infant feeding, 
immunizations and child–caregiver interactions to support child development) are also crucial. These 
are socially distributed and have direct consequences for child health (36). 

The early years, which include the first 1000 days (from a child’s conception to the age of 2 years), 
is a critical period in child development; it is a time when foundations for physical, cognitive, social, 
emotional and behavioural development are laid. As the introductory section points out, the huge 
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return from investing at this stage of the life-course is demonstrated in the renowned Heckman Curve. 
Good physical health and nutrition, security and safety, early learning and responsive/sensitive care 
are crucial to supporting early development and health across the life-course (14). A secure bonding 
relationship between a baby and its primary caregiver (known as attachment) is one of the first and 
most important building blocks for healthy development. Secure bonding is supported by close contact 
with the primary caregiver during the postnatal period and parenting that is responsive to the infant 
through touch and speech. Inequities in secure attachment may arise due to inequities in parental 
mental well-being and inadequate levels of social support (37), which are heavily influenced by the 
social determinants of health. Bonds with other key caregivers, especially fathers, are also important.

It is crucial that caregivers are supported by services (including health visiting, children’s centres and 
parenting support programmes) during these early years to help them understand how to provide for 
their child’s changing developmental needs, with additional help for families experiencing stressors 
such as poverty, mental illness and substance misuse.

Informal social support systems provided by friends, family and communities can help parents to 
navigate and overcome barriers that are related to social adversity. These barriers can be particularly 
problematic when raising a family, especially so among single-parent families. 

The health environments experienced by families are affected by inequities in the social determinants 
of health. For example, parents who experience financial strain may find it harder to quit smoking (38) 
and are more likely to experience poor mental health (39), which in turn can influence child health 
(40). Accessibility to, and quality of, services (such as health visiting, parenting support programmes, 
playgrounds, toddler groups and schools) can vary locally, with deprived communities often faring 
worst. These issues can be exacerbated among disadvantaged groups, who may be more reliant on 
public transport systems that can be variable in terms of regularity, reliability and cost, especially in 
rural areas (41). 

Food preferences are formed early in life and are influenced strongly by commercial determinants 
such as advertising and packaging of unhealthy foodstuffs (42), including formula milk (43). Evidence 
suggests that potentially health-harming retail outlets (alcohol, fast-food, tobacco and gambling 
outlets) co-locate in deprived areas (44). 

The early years period and provision of early childhood education and care (ECEC) are key to supporting 
a successful transition into school. A child’s capacity to engage in and benefit from the schooling system 
(and thereby develop essential lifelong skills) is supported by cognitive and socioemotional skills that 
develop throughout the early years and which include abilities to communicate, exchange information 
and self-regulate. Children from less advantaged backgrounds are less likely to start school prepared 
for the opportunities and challenges that school life offers, and this is thought to be one of the most 
important contributors to inequities in later life (18). ECEC therefore is considered one of the most 
effective ways to support social mobility through ensuring that children start school ready to learn. 
Fig. 5 shows how government investment in early childhood education varies across the WHO European 
Region. ECEC systems can reduce inequities if they are of high quality, affordable and accessible to all 
children regardless of socioeconomic background. In many countries, however, high-quality childcare 
providers will be more easily accessible to more advantaged groups who are able to afford higher fees 
and live in areas where choice is greater. 
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Fig. 5. Government expenditure on early childhood education in purchasing power standards (PPS) per 
child under 5 years of age, 2015 
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ECEC settings are also having a growing influence on children’s physical health through the physical and 
nutritional environments they provide. Some types of childcare may be associated with higher rates of 
overweight and obesity and unintentional injuries, with some indication that these relationships may 
differ by socioeconomic factors in varying ways (47–49). Opportunities to spend time outside during 
childcare hours might increase physical activity (50). ECEC is also an important setting for influencing 
diet and dietary preferences; providers in Europe are often required to follow minimum nutritional 
standards (51), but these are highly variable between and within countries (52,53). 

Provision of universal, free and high-quality schooling can be one of the most effective ways of 
improving social mobility and reducing inequities in health across the life-course by bolstering 
employment opportunities and life skills. While education participation rates are high across Europe, 
they vary, and there are also differences in school leaving ages (54). Importantly, large socioeconomic 
inequities in academic performance are found at all stages of the school system (55): these perpetuate 
health inequities across the life-course. It is thought that the provision of high-quality ECEC, family 
allowances (such as free school meals) and public services (including extracurricular activities) are 
key to reducing inequities in academic performance (55). As is discussed below, the characteristics of 
schools also influence health. 

Illegal (or informal) child labour, which often takes the form of agricultural labour, mining and street-
selling, but also begging and prostitution (56), presents a barrier to schooling in some parts of the 
Region. This type of labour can increase during times of economic downturn, particularly among the 
most disadvantaged families. In addition to reducing opportunities for schooling, child labour also acts 
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as a barrier to social participation and exposes children to hazards that can cause injuries, poisoning, 
respiratory disorders, cancer, musculoskeletal problems and impaired mental health (57).

Crucial psychological and biological developments, second only to early childhood in terms of the 
breadth and rate of change, occur during the transition to adolescence (58). This period in the life-
course is marked by the onset of puberty and is characterized by the development of new capabilities, 
relationships and behaviours, including those related to risk-taking behaviours, diet and exercise, 
health management and sexual relationships. 

Inequities in exposure to familial factors, such as parents’ health behaviours, parenting style and family 
relationships, continue to have a powerful influence on young people’s health during adolescence, 
while the influence of peers, schools and neighbourhoods grows. Adolescence is a time when strong 
peer relationships start to develop, and these can be both supportive of, and detrimental to, health. 
For example, young people with friends who engage in risky health behaviours are more likely to adopt 
those behaviours themselves, while positive peer modelling and awareness of peer norms can be 
protective against violent or risky behaviours (58). Fig. 6 shows that adolescents from more affluent 
families typically report greater peer support than those with less affluence.

Fig. 6. Percentage-point difference in prevalence of peer support between low and high family-affluence 
groups, by sex (11-, 13- and 15-year-olds), 2014
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Note: peer support was measured using the Multidimensional Scale of Perceived Social Support (MSPSS). Young 
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associations between lowest and highest within-country/region quintile of family affluence and reporting high 
social support (an average score of 5.5 or more) on the MSPSS. Statistically significant differences between low 
and high family-affluence groups are shown in colour, non-significant differences in grey. Positive values indicate 
higher prevalence of peer support in high family-affluence groups. 
Source: WHO Regional Office for Europe (59).
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The rise in social media use is opening new avenues for peer factors to influence health (in both negative 
and positive ways). The implications of social media for health inequities are still being discovered, but it 
seems feasible that young people from less advantaged backgrounds may be more likely to experience 
negative interactions on social media and potentially are less well equipped to overcome them. 

Many children and young people across the Region care for family members with health problems or 
disabilities. Many young carers are hidden, meaning the true prevalence is not known, but prevalence 
studies in Switzerland (60) and the United Kingdom (England) (61) indicate that numbers are likely 
to fall into the hundreds of thousands across the Region. Young carers are more likely to live in 
disadvantaged families. Being a young carer can impede social participation and school performance, 
widening inequity further. It is imperative that young carers are identified as early as possible through, 
for example, increased awareness and screening tools for professionals. Young carer support projects 
can help children and young people to feel recognized, supported and valued. Schools are also seen 
as a potentially valuable avenue for support, although the evidence is as yet underdeveloped (62). A 
whole-family approach will be required to address the complex needs of young carers, requiring joint 
working between and across sectors, including adult and children’s services (63). 

Adolescent pregnancy and childbearing is more common among less advantaged groups across 
Europe. The drivers of these inequities potentially include sexual health knowledge, attitudes and 
reproductive strategies based on childhood experiences, perceptions of educational and employment 
prospects and, above all, structural inequity in society. These include gender roles and expectations, the 
availability and quality of sexuality education, and access to age-appropriate sexual and reproductive 
health services (64,65). 

Young people who have stronger connections with their school and who attend schools with greater 
levels of leadership, safety and social connectedness have better health, and there are inequities in 
these factors (58). Neighbourhood environments that are supportive of health in terms of, for example, 
access to resources and services, social norms and collective efficacy, are likely to lead to health 
inequities because they tend to be more prevalent in more advantaged areas. Legislation influences 
health behaviours (such as smoking and drinking) and sexual initiation; these upstream approaches 
may be most effective in reducing inequities. Young people’s well-being and sense of optimism about 
the future may also be affected by prevailing economic and political forces, with those from less 
advantaged backgrounds most likely to be affected. 

2.1.1.2 Policies and country examples

The trend across the WHO European Region has been towards a more integrated approach to support 
for families, although progress has stalled or been reversed in some countries due to austerity measures. 
Community health and social services delivered widely through children’s centres include core activities 
such as structured parenting programmes, individual one-to-one support (such as counselling), 
training on job-search strategies, preparation for interviews, and information on childcare options and 
childcare-related benefits. Children’s centres ideally are universally accessible and delivered according 
to need (proportionate universalism), with tailored services offered to particular parent groups. 

The role that high-quality and accessible ECEC services play in supporting healthy child development 
and reducing inequities across the life-course is undeniable (18,24). Consequently, a dramatic expansion 
in early years services has been seen across the European Region. For example, Kazakhstan’s early 
years education sector, which suffered after its split from the Soviet Union, recently has exceeded the 
Organisation for Economic Co-operation and Development (OECD) average in terms of participation in 
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ECEC among 3–6-year-olds (reaching 73% in 2013) (66). This has been achieved, in the face of growing 
birth rates, through concerted government efforts to prioritize early years education, schooling and 
lifelong learning, including the introduction of new legislative frameworks and the development of 
curricula. Priorities for the future are focused on improving accessibility, affordability and quality, and 
valuable lessons might be drawn by countries with more advanced ECEC systems. 

There is some evidence to suggest that peer support and specialist counselling increase breastfeeding 
initiation and duration among mothers from less advantaged backgrounds (67).

2.1.2 Condition 2. Living conditions

2.1.2.1 Evidence

A child’s living conditions consist of the immediate home environment where most time is spent, 
particularly during early childhood, and the broader environment in which a child lives and plays. Some 
specific considerations regarding the role of the school environment in supporting and promoting 
health are also covered here. 

There are clear socioeconomic inequities in children’s living environments. WHO’s children’s 
environment and health action plan for Europe (68) sets out four interrelated regional priority goals that 
aim to: improve access to safe and affordable water and adequate sanitation for all children; promote 
safe, secure and supportive settlements for all children; reduce indoor and outdoor air pollution; and 
reduce exposure to hazardous chemicals. 

Good-quality housing is less available to those with lower incomes, and poor-quality housing 
conditions (such as damp and indoor air pollutants) exacerbate health conditions to which children are 
particularly vulnerable, such as respiratory conditions (69). The vast majority of unintentional injuries 
in early childhood occur at home and children from less advantaged backgrounds are exposed to more 
hazardous home environments due to overcrowding or unsafe structures over which parents often have 
limited control (as tenants or families with limited resources). Low housing quality further increases 
inequities in health through diminished access to healthy nutrition because of lack of availability of 
appropriate cooking facilities (70), and lead exposure from paint and water pipes leads to physical and 
neurodevelopmental difficulties. 

Indoor temperature is a contributor to excess winter deaths, and families with low incomes may have 
less money to cover fuel costs (71). Interventions focusing on warmth and energy efficiency show 
positive effects on reducing health inequities, particularly when targeted at those with existing health 
conditions (72,73). There is considerable variation in the proportion of children who live in dwellings 
with no direct sanitation connection between and within some Member States (74).   

Inequities in other features of the surrounding environment also have important impacts on child 
health, particularly as they get older and spend more time outside the family home. For example, access 
to green and child-friendly spaces within the local area, particularly for children living in houses with 
no individual outside space, alongside safe transport to and from places that children need to access 
(including friends, schools and health services) will allow children to increase their physical activity 
and reduce road-traffic accidents and exposure to harmful pollutants, so are important in maintaining 
good mental health. 
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Children’s developing lungs are particularly susceptible to air pollution, and those growing up in 
disadvantaged SECs are more likely to be exposed to pollution, both indoor and outdoor. Improvements 
to the urban environment, including a reduction in diesel emissions, are important priorities in many 
Member States and will preferentially benefit more disadvantaged groups in more urban areas. 

Physical activity is affected by the availability of outside space, sports equipment and after-school 
activities, and facilities and schemes to support travel to and from school (75–77). The quality and 
safety of the outdoor built environment is also important for reducing unintentional injuries, one of 
the leading causes of childhood mortality, which is again socially patterned and shows differences 
by gender. While child mortality rates due to unintentional injuries have declined on average across 
the entire WHO European Region, relative inequities between low-middle-income and high-income 
countries in the Region have widened, with the suggestion that stricter regulations and higher safety 
practices are required (78).

Children are likely to spend a great deal of time in school. Schools offer an important intervention entry 
point to tackle children’s and young people’s health issues, providing access to almost all children and 
therefore offering great potential for reducing inequities. Healthier pupils are more able to benefit from 
education, so health improvement can help to reduce inequities further. School environments have long 
been considered a key setting in which to deliver health education via the curriculum, communicate the 
health benefits of nutritional diets and physical activity and the health risks associated with substance 
abuse, and provide sexuality education. These are most likely to be successful when combined with 
alterations to the physical and social environments of schools. 

2.1.2.2 Policies and country examples

The availability and affordability of good-quality social housing in environments conducive to health 
is key to reducing many inequities and improving social mobility (72). Intersectoral working involving 
local government, the housing sector, the health sector and communities is key to ensuring that housing 
improvements and/or relocation have positive health benefits, while also ensuring communities retain 
their identity. In some parts of the United Kingdom, housing improvements are being “prescribed” by 
clinicians in the health sector, leading to a reduction in health-care visits (79). 

Providing training and introducing state-led surveillance of drinking-water risk assessment for providers 
and authorities in Tajikistan has led to increased levels of safe drinking-water in remote regions (80).

Redesign of the urban environment and transport infrastructure, and provision of safe spaces for 
children to live and play are key to reducing health inequities. Many areas in European cities have 
adopted the School Streets approach, where whole streets are closed to traffic at school drop-off and 
pick-up times to encourage walking and cycling and reduce children’s exposure to outdoor pollutants 
from cars (81). The WHO Urban green space and health interventions report provides recommendations 
on how to include health and equity in the planning of urban green spaces (82). The limited evidence base 
suggests that urban regeneration schemes and walking-friendly environmental modifications increase 
physical activity levels equally across socioeconomic groups; these initiatives should therefore be 
focused in disadvantaged areas to reduce inequalities (67). Improvements to the external environment 
include reducing children’s exposure to second-hand smoke and other outdoor air pollutants, reducing 
exposure to hazardous chemicals, raising awareness of the dangers of too much ultraviolet radiation 
and reducing exposure to other physical pollutants (such as noise).
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Laws around driving speed limits, bicycle-helmet and seat-belt use (including child restraints) and 
drink–driving have all proved effective in reducing inequities in road-traffic injuries in children and 
young people (83). 

Inequities in the quality and availability of school meals and access to unhealthy snacks via vending 
machines and snack shops have a direct influence on diet (84). Regulatory and fiscal approaches 
protect children, young people and families from negative commercial influences through, for 
example, regulating advertising and the pricing and packaging of unhealthy foods. Since a statutory 
ban on television advertisements for products high in fats, sugars or salt that were specifically targeting 
children was imposed in the United Kingdom, exposure to advertisements has declined, although 
this has been thwarted by loopholes (such as advertising targeting family entertainment shows) 
and the growth of alternative online avenues. Since unhealthy diets are more common for children 
growing up in disadvantaged SECs, such approaches may disproportionately improve the health of 
disadvantaged children, reducing inequities. The limited evidence base, however, suggests that while 
universal marketing interventions can benefit the whole of the population, they make little difference 
to inequities (67).

Schools can support the development of social and emotional life skills that promote good mental 
health and prevent bullying, substance misuse and problem behaviours (85). Smoke-free policies for 
pupils and staff can reduce smoking while at school, and there is no evidence to suggest they are any 
less effective among less advantaged groups (86). Peer-led programmes to reduce smoking among 
young people have also been shown to be effective (87,88). Bans on smoking in public places are now 
in place across several European countries, and legislation has been successful in protecting children 
from second-hand smoke (89). 

A systematic review of interventions to increase physical activity in European schools (including 
classroom learning and exercise sessions) indicated potential to improve metabolic outcomes and 
physical fitness (90), but very few evaluation studies have examined the impacts of these types of 
interventions in different socioeconomic contexts. 

2.1.3 Condition 3. Employment and working conditions

2.1.3.1 Evidence

Inequities in employment and working conditions have a profound impact on inequities in the health 
and well-being of children and adolescents who are workers, and also young and working-age adults, 
many of whom are parents. Negative impacts include poor physical work environments, physically 
demanding jobs, insecure or long hours, and poor psychosocial conditions that can arise in jobs 
with time pressures, low personal control or monotonous tasks. The nature and quality of parental 
employment can influence children’s outcomes in a number of ways, including parents’ work–life 
balance, mental well-being and parenting capacity (affecting diets, family activities and relationships) 
and their health behaviours (including those that directly affect the child, such as infant feeding and 
immunization). The focus here is on employment and working conditions that are especially important 
for young people and parents and their children. 

Millions of children and adolescents engage in legal employment across the European Region (57). The 
legal working age varies from country to country, but most children can work legally from the age of 13, 
normally with conditions governing the nature and duration of the work. Work can be more risky for 
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young people than adults, as young people tend to have less experience, can be at greater risk of fatigue 
and may be using equipment or tools that are designed for adults. The long-term effects of hazardous 
working environments are greater for young people because they are still developing  physically and 
cognitively (56,57). Those from disadvantaged backgrounds are most likely to be exposed to hazardous 
environments, leading to inequities in current and future health, and are more likely to engage in casual 
work and receive pay that is below legal limits. This can affect their future employment opportunities 
and widen inequities further. These issues also apply to young adults, as discussed in greater depth in 
the Transition to independent living – young adults paper (91). 

Despite rises in female employment rates, women are still far less likely than men to work full time or 
be employed in higher-paid sectors and occupations, meaning they earn less and are less likely to reach 
management and executive levels (92). Women with lower levels of education, skills and income tend 
to fare worse than their peers, with the period after childbirth characterized by income vulnerability 
(particularly among lone parents). Women with children are especially likely to work part time and take 
on disproportionate responsibility for unpaid childcare. This allows them to remain connected to the 
labour market, but can impact on earnings and career prospects. The challenges of balancing a career 
and childrearing are experienced by all families, but are particularly great for those who earn less, lone 
parents and those who have a child who is ill (92). 

Employment can be positive for parents’ mental well-being (93) and some health behaviours, such 
as immunization (94), and while evidence points to the importance of generous parental leave in 
the first year of a child’s life, having a mother in paid employment after the first year is associated 
with benefits for child cognition and achievement (95), along with positive outcomes later in life (96). 
Evidence suggest, however, that long working hours for women with children is associated with higher 
risks of childhood overweight (94,97), most likely due to the barriers to being active and eating healthily 
that families can experience while juggling work and family life; these are exacerbated by obesogenic 
environments and the mismatch between core work and school/childcare hours. 

It is important to note that the effects of socioeconomic circumstances, childcare and parenting are 
probably greater than those of having a mother who works (98). Positive outcomes are more likely 
for families and children when employment conditions are secure and flexible, with higher levels of 
control and leave (99). 

Inequities in access to parental leave are important for supporting child health. Statutory parental leave 
provides families with an income and job protection while caring for their children immediately after 
birth and, in many countries, for an extended period throughout the early years. It can vary in length, 
flexibility, balance across mothers and fathers, and generosity of payment. Adequately paid paternity 
leave (a minimum 66% of earnings) that is non-transferable to the mother maximizes the benefits of 
parental-leave policies, enabling women to return to work earlier and requiring fathers to participate 
in child-caring tasks (100). Maternity leave and family-friendly policies in the workplace, which include 
provision of breastfeeding/pumping rooms, can support mothers to breastfeed for longer durations. 
Although it is hard to disentangle the effects of different types of parental leave, it is likely that policies 
which prioritize leave among fathers as well as mothers produce better outcomes for the whole family 
and benefit women’s connection to the labour market and career progression (92). 

2.1.3.2 Policies and country examples

Most WHO European Region Member States have some form of paid maternity leave, although far fewer 
countries provide paternity leave (Fig. 7) and the amount of parental leave provided varies considerably. 



17

Evidence and policies 

Fig. 7. Child population at risk of poverty or social exclusion, by sex, 2017
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More detailed information on national parental leave from the OECD Family Database indicates that 
government spending on parental leave is generally highest in eastern Europe and the Nordic countries 
(102). For the former, this is due to long periods of maternity leave: in Bulgaria and Estonia, for example, 
women are entitled to 66 weeks and 85 weeks of paid maternal and homecare leave respectively, and 
leave for fathers is two weeks. Spending is high in northern Europe due to generous payments and the 
more equitable spread of leave between mothers and fathers (who typically are the higher earners). The 
Nordic countries tend to portion out entitlements for both parents on a so-called use-it-or-lose-it basis. 
Germany introduced a slightly different approach in 2015 to encourage higher uptake of paternal leave: 
the ElterngeldPlus [Parental Allowance Plus] and Partnerschaftsbonus [Partnership Bonus] schemes 
offer financial incentives for both parents to work part time and share caregiving when children are 
very young (92). 

Reconciliation of family and professional life in Greece aims to fill gaps in preschool childcare by 
increasing the capacity of childcare centres and services, though the ultimate aim is to increase 
opportunities for female employment (103). Provision of childcare outside school hours is well catered 
for in Nordic countries – for example, it is free to low-income families in Denmark and capped at a 
maximum of 2% of gross household income in Sweden. Childcare costs are disproportionately high for 
those from less advantaged backgrounds and especially single parents. Some countries (Norway and 
the United Kingdom) have looked to reduce the overall cost of childcare for less advantaged families 
through the introduction or expansion of free childcare hours in lower-income groups (51). 
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2.1.4 Condition 4. Income and social protection

2.1.4.1 Evidence

Poverty is the greatest and most pervasive determinant of child (and parent) health and health inequities 
(104), with the negative consequences of living in poverty accumulating over time (105). Child poverty 
is measured relative to national thresholds. In contrast, material deprivation is an absolute measure, 
capturing enforced inability to afford a range of goods and services that are considered desirable or 
even necessary to lead a healthy and happy life. There is significant variation in the WHO European 
Region between countries in terms of children at risk of poverty and social exclusion (Fig. 7) and 
material deprivation. 

Poverty rates are especially high among families with young children, particularly lone-parent families 
(and especially women), young parents, and those with lower academic qualifications or living in 
particular European and local regions (as noted above) (106–109). 

A recent hotline for children in poverty in the Netherlands showed the enormity of the barriers faced 
by children and families living in poverty – reliance upon foodbanks, being cut off from electricity 
or hot water, and experiencing barriers to engaging socially due to prohibitive costs of cultural or 
sporting activities or feeling embarrassed to bring friends home. Children calling the hotline reported 
experiencing headaches, stomach aches or fatigue due to worry over finances, including concerns 
about how their education would be paid for in the future, and that their parents argued about lack of 
money or debts (110). These stories can be found across the Region: reports from the United Kingdom, 
for example, show schools sending food home with children who would otherwise go hungry (111). 

Socioeconomic adversity has adverse consequences for adult biological risk profiles, including 
allostatic load, inflammation, cardiovascular function and lipid metabolism, that are only partly 
mediated by adult socioeconomic status (academic attainment) (112). Financial strain in adulthood 
also has psychological and biological consequences that are likely to translate into impacts on their 
children, including affecting parents’ mental health (39) and health behaviours such as smoking (38).

Social protection is essential for protecting children and families from the consequences of 
unemployment, employment instability, low income and high costs of living. At minimum, these policies 
should provide levels of protection (social protection floors) required to enable people to lead dignified 
lives and to ensure progressively higher levels of protection so that individuals can achieve their full 
potential. Social protection is also an investment in society and population health more widely through 
its effect of promoting educational attainment, economic growth and political stability. 

The importance of enhancing national-level social-protection systems is now recognized globally 
(103,113,114), featuring in the Health 2020 European policy for health and well-being (12) and the 
SDGs. Social spending varies greatly between countries (106,115). The past decade has seen variation 
in the extent to which spending on social protection has been reduced in response to the economic 
downturn (116). The largest population health gains are to be made in countries with less developed 
social-protection systems (114).

Generally, income and social protection includes cash benefits, the provision of goods and services 
(such as housing) and tax breaks to high-risk groups, including those on low incomes, and people 
who are elderly, disabled, sick and/or unemployed. Many of these can benefit child health profoundly: 
municipal housing, for example, can provide children with safe and secure housing, and income and 
unemployment benefits can protect them from the negative consequences of living in a low-income 
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or workless household. Policies specifically designed to support children, young people and their 
families include one-off payments or in-kind goods and services at important times in childhood (such 
as maternity grants, food vouchers, the supply of other basic provisions and free school meals), child 
benefits (regular payments made to families with dependent children under a certain age – these are 
normally universal benefits, given to families regardless of income or wealth) and income support to 
lone-parent families (in acknowledgement of the barriers to employment in this group). 

Social protection also includes income-support payments during parental leave, tax allowances and 
credits (to reduce the costs of childcare, for example) and broader public spending on public services 
(such as the provision of free childcare places and children’s centres) (see above). On average, countries 
with higher levels of public spending on families have lower child poverty rates (115). Countries will bear 
high societal costs if they do not invest in early childhood, including slower rates of economic growth, 
higher unemployment rates, the perpetuation of inequities across generations and worse population 
health (113). 

2.1.4.2 Policies and country examples

Children living in countries with the lowest income inequities and the most comprehensive social-
protection systems have the best health outcomes. Social-protection systems tackle health inequities 
at the root of the problem – by reducing social inequity. 

In 2013, Belarus increased the value of its child allowance from levels stipulated by the minimum 
subsistence budget to those corresponding to national average salaries (106), with families receiving 
35% of the national average salary for their first child, 40% for the second and 45% for a child with 
disabilities (117). As part of efforts to alleviate child poverty in Hungary, free or discounted meals in 
crèches, kindergartens and primary schools are provided to children from families with low levels of 
income or with three or more children. Free meals have also been provided during the summer holidays, 
a time when low-income families struggle to make ends meet (118). 

It takes more than one-off payments or voucher schemes to eliminate social inequities, although these 
schemes can provide valuable support to children and families at important points in the life-course. 
Austria recently has introduced school-start packages for children living in low-income households, 
comprising basic education materials such as stationery, schools bags and painting materials (103). 
Recipients are able to choose from 19 packages containing items from mainstream shops to avoid 
stigmatization. In 2015, 70% of the 47 000 eligible children had collected their school-start package, with 
families reporting extremely high levels of satisfaction in terms of use, content and organization (119). 

Municipalities in the Netherlands are recommended to provide children’s packages to families on low 
incomes. The packages should contain basic necessities (such as vouchers for winter and summer 
clothing) and other provisions to enable children to engage in society (a library card or swimming 
lessons, for instance) (110).

Welfare-to-work policies make the receipt of benefits conditional on meeting certain criteria, including 
proof of regular job-seeking. Such restrictions, referred to as lone-parent obligations, are being applied 
to lone parents in the United Kingdom with increasingly young children. These have had a negative 
impact on maternal mental health (120), mirroring international systematic review evidence that 
welfare-to-work policies increase conflict and reduce control among lone parents through the need to 
balance job-seeking, employment and childcare activities (121). This sentiment was echoed recently in 
a child poverty report from the United States of America (122).
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2.1.5 Condition 5. Health services

2.1.5.1 Evidence

The links between a child’s life chances and that of their parents are weaker in Nordic countries than in 
other developed countries. One reason for this is the provision of universal and high-quality early years 
services and support for children, which can have a powerful equalizing effect. As Heckman’s research 
has shown, investment in these services is among the most cost–effective a society can make (24). 

Many of the components of the early childhood system have been referred to in the sections above, and 
there is much agreement on the components of effective services at local level (27,123,124): 

•	 support for all parents through prenatal programmes and postnatal support through universal 
programmes, such as contact with a nurse/health worker; 

•	 routine support to all families through parenting programmes, children’s centres and key workers, 
delivered to meet social needs; children’s centres with multifaceted, integrated health and care 
services and outreach into communities have been a key feature of early childhood development 
policies in some countries; and

•	 provision of good-quality early years education and childcare for all, proportionately across the 
social gradient; providing any education is not enough, since it is the quality of preschool learning 
that appears to be critical for longer-term beneficial effects.

The focus here specifically is on health services. Universal access to health-care services forms target 
3.8 of the SDGs and is vital to reducing inequities throughout childhood and adolescence (125). It is 
especially important across the early years, when children are developing rapidly, illnesses can take 
hold swiftly and children cannot advocate for themselves. It is vital that these services are sustained 
over the long term. It is an even greater priority that resources are invested early in children’s lives and 
in interventions for which there is good evidence of effectiveness. 

Children’s access to essential health services varies greatly across the 53 countries of the WHO European 
Region, and there are still many inequities in current provision. In systems that rely heavily on out-
of-pocket payments from patients, paying for treatment may push families into poverty, while those 
too poor to pay may go without any treatment at all (126, 127). To help meet SDG target 3.8, national 
systems should be aiming to ensure, as a top priority, that all children are eligible for, and enrolled in, 
the state health-care system, and that services are provided according to need rather than ability to pay. 
This requires a move towards a fairer financing strategy for the health system that involves progressive 
financial contributions based on income, which are used to provide care according to need regardless 
of ability to pay (127). The fundamental right to health care also needs to extend to undocumented 
children in the Region, with disparities in access clear across Member States (128).

Much of children’s access to health services (as to all services) is provided through their family or primary 
caregivers where the child lives, particularly earlier in this life stage. As such, access is tied up with 
both family and social structure (some of which is covered in section 2.1.1 on personal and community 
capabilities). Children with parents/caregivers who are less empowered to seek health services will 
therefore potentially find themselves continuing a cycle of poorer health through the generations. Even 
in countries with the most comprehensive children’s health services, access tends to be lower in more 
disadvantaged groups. 
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The significant impacts of in-utero exposures and maternal health on the health of newborns warrant 
consideration of pregnancy as a stage in which health care can strongly influence child health.  

During pregnancy and around delivery, universal health care for the mother provides the best 
opportunity for healthy pregnancy, a successful delivery and best health for her new baby; this is a critical 
time during which inequities in high-quality service provision can lead to inequities in child health. 
Most Member States recognize pregnancy as a period during which increased state provision of health 
care is necessary and therefore provide protection against charges for health care in pregnancy. Good 
antenatal care should include progressive universal support for breastfeeding, information and advice 
regarding behaviours to avoid (such as smoking and drinking alcohol) and to adopt (periconceptional 
folic acid), management of common symptoms, and assessment of mother and baby for health and 
growth (129). 

During early childhood, services generally are configured to support parent(s) and child together, 
aligning with WHO’s advice that supporting the health and well-being of caregivers is crucial to the 
health and well-being of the child (130). The inverse care law, which states that the availability of good 
medical care tends to vary inversely with the need for it in the population served (131), nevertheless 
is pervasive, meaning coverage is lower in the most deprived groups; the discrepancy increases 
progressively for reviews at older ages (132). Recent outbreaks of diseases such as measles and cases 
of diphtheria, mumps and pertussis across Europe highlight the need to ensure universal vaccination 
programmes are meeting the needs of all groups of the population, including children from ethnic 
minority communities, those with low socioeconomic status, and migrant and refugee children, in 
whom vaccination uptake is low (133). The most effective programmes in delivering comprehensive 
vaccine coverage in deprived and diverse communities are those that are multicomponent and 
community-led (134). 

During school age, school nursing services might identify children with health problems such as 
poor eyesight or dental problems, while primary care and paediatric specialist services can provide 
support for ongoing health needs and acute events. Inequities in provision of primary and secondary 
care services exist across and within European countries. The prioritization of different services will 
of course differ depending on the relative weight of chronic and acute conditions affecting specific 
countries. Much of the burden of emergency admissions for chronic childhood conditions could be 
avoided through optimum community prevention and management services (135,136). The importance 
of school as a setting for health education, health promotion and prevention is discussed in section 
2.1.2 on living conditions. 

During adolescence, access to services increasingly needs to be led by the child, with ultimate transition 
to adult settings. Poor management of this transition may lead to subsequent adverse impacts on 
health, education and employment (137). Adolescence is a period during which the combination of 
the emergence of intrinsic psychosocial stressors and the child’s autonomy to choose (to an extent) 
their own health-seeking and risk-taking behaviours has particular impacts on young people’s mental 
health. Organizational issues of health care which similarly affect people across the life-course are 
at play in children and young people’s services; the variation in quality treatment related to lack of 
specialists in specific medical disciplines is apparent across Europe with respect to child and adolescent 
mental health services (138). Indications from the Health Behaviour in School-aged Children survey for 
2013/2014 suggest that several inequities in health-seeking and risk-taking behaviours aligned with 
societal norms exist, but they can be ameliorated through strong social support and adequate health 
education (139,140).  
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Reproductive health choices come to the fore at this age. Adolescents are at particular risk of unplanned 
pregnancy and sexually transmitted infections, and responsibility for sexual health traditionally has 
lain with women and girls. Access to modern contraceptive choices, comprehensive sexuality education 
and the availability of confidential services are key to reducing sexual health inequities, particularly 
those relevant to the perpetuation of gender inequities (141). A lack of data for some key indicators for 
reproductive and sexual health, such as sexually transmitted infections, hinders progress in monitoring 
inequities.

2.1.5.2 Policies and country examples

Policies such as periconceptional folic acid supplementation show national variation across Europe 
(142). Specific examples of policies that encourage health promoting behaviours such as breastfeeding 
(which in many countries is less common in more disadvantaged groups) and establish positive 
relationships between mother and child include the Baby-friendly Hospital initiative and its extension 
into the Baby-friendly Community initiative for support for breastfeeding (143). The construction of 
additional perinatal centres, modernization and provision of better equipment and use of mobile 
teams has led to a 30% reduction in infant deaths in the Russian Federation (144). Georgia created a 
comprehensive, coordinated and geographically structured system of designating where infants should 
be delivered to ensure that risk-appropriate perinatal care is available for all mothers and infants (145). 

Most Member States are committed to enabling people to make informed decisions about their sexual 
and reproductive health and eliminating inequities in access to reproductive and sexual health services 
(22). Well designed health promotion programmes promoting positive models of manhood, including 
fatherhood, lead to positive changes in male health-seeking behaviours and promote a greater share 
of responsibility for sexual and reproductive health (146). North Macedonia has instigated a model 
of integrated sexual and reproductive health services embedded within primary care, specifically 
designed for young people (147). 

Comprehensive immunization services that address the varying needs of parents (who can experience 
barriers to timely immunization (148–150)) can protect children from potentially life-threatening 
infectious diseases like measles. Importantly, herd immunity (which is achieved when high proportions 
of a population are vaccinated) can protect children exposed to multiple disadvantages who are unable 
to be vaccinated due to complex health conditions. Multicomponent interventions designed to suit the 
needs of local populations have proven to be most effective in increasing immunization rates among 
children and adolescents living in urban, ethnically diverse and deprived neighbourhoods (134). 

Ensuring that all children have access to care at an appropriate stage and using data to monitor the 
uptake of services, particularly for children who are vulnerable and disadvantaged, is necessary to 
ensure health equity (139,151). 
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3. Limitations and future directions

The discussion of policy options has noted the evidence of effectiveness for health and health inequities 
wherever known. At this time, there is comparatively less research evaluating the impacts of upstream 
interventions, particularly on health inequities, yet it is these types of interventions that perhaps hold 
greatest potential for the reduction of health inequities (152,153). Few interventions (whether they 
be upstream or behavioural in focus) examine differential effectiveness, making it difficult to make 
statements about their impacts on inequity (67,154). 

Many early years trials have focused on disadvantaged groups. This may mean that the interventions can 
improve outcomes among those with highest need, but what would happen if these programmes were 
rolled out universally remains unknown. There might be higher uptake or even greater effectiveness 
among advantaged groups (67,154), which could widen inequities further. 

While the economic case for reducing health inequities (18) and investing in the early years is undeniable 
(24), comprehensive information on cost–effectiveness for individual interventions and policies is 
lacking (154,155). This information is crucial for policy-makers to help them make informed decisions 
about where to direct resources. 

Finally, what works in one setting may not work in another, and settings across the WHO European 
Region vary hugely. Future research should look to fill these gaps. In the meantime, however, inaction 
is not an option (see Chapter 7).  
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4. Member State commitments 

Member State commitments and related statements of European priorities that give policy-makers the 
mandate to take action to address health equity in the early years, childhood and adolescence are as 
follows:

•	 the United Nations Convention on the Rights of the Child (11);  

•	 the SDGs, particularly those focused on poverty, health security, education, preventing violence, 
abuse and neglect, and the reduction of inequities;

•	 the WHO European Region’s child and adolescent health strategy 2015–2020 (23);

•	 the European Pillar of Social Rights (156);

•	 WHO’s children’s environment and health action plan for Europe (68);

•	 the WHO Parma Declaration on Environment and Health (157);

•	 the WHO Ostrava Declaration on Environment and Health (158);  

•	 the Copenhagen Consensus of Mayors: healthier and happier cities for all (159);

•	 the global strategy for women’s, children’s and adolescents’ health 2016–2030 (160);

•	 WHO Global Accelerated Action for the Health of Adolescents (AA-HA!) (161);

•	 the WHO Framework Convention on Tobacco Control (162);

•	 the European Social Charter (163);

•	 the global vaccine action plan 2011–2020 (164);

•	 the European vaccine action plan 2015–2020 (165);

•	 the European mental health action plan 2013–2020 (166);

•	 the action plan for implementation of the European strategy for the prevention and control of 
noncommunicable diseases 2012–2016 (167);

•	 the Vienna Declaration on Nutrition and Noncommunicable Diseases in the Context of Health 2020 
(168);

•	 the Paris Declaration on Partnerships for the Health and Well-being of our Young and Future 
Generations (169);  

•	 resolution WHA69.11 on health in the 2030 Agenda for Sustainable Development (170);

•	 resolution WHA62.14 on reducing health inequities through action on the social determinants of 
health (171); 

•	 the Youth Declaration for Road Safety (172);

•	 the Rome Declaration on Nutrition (173);

•	 the Addis Ababa Action Agenda (174);

•	 United Nations General Assembly Sixty-seventh session – global health and foreign policy (175); 

•	 European Council conclusions on closing health gaps within the EU through concerted action to 
promote healthy lifestyle behaviours (176);
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•	 the Adelaide Statement on Health in All Policies (177); 

•	 solidarity in health: reducing health inequities in the EU (Communication from the Commission 
to the European Parliament, the Council, the European Economic and Social Committee and the 
Committee of the Regions) (178);

•	 the strategy on women’s health and well-being in the WHO European Region (30); and 

•	 the strategy on men’s health and well-being in the WHO European Region (179).
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5. Stakeholders and partners to reduce health 
inequities among children and adolescents

The following stakeholders and partners are identified:

•	 children, young adults and their families/caregivers;

•	 national health services;

•	 local health services;

•	 public health services;

•	 local authorities;

•	 ECEC;

•	 schools;

•	 youth justice;

•	 voluntary and community sector organizations;

•	 personal and community capabilities: government departments (local government, early years 
services, education, health, fiscal, social care, housing, planning, transport), third sector, industry; 

•	 living conditions: government departments (local government, social care, housing, recreation, 
planning, early years services, education), third sector;

•	 working conditions: government departments (local government, early years services, education, 
fiscal, social care, planning), employers, third sector, trade unions;

•	 income and social protection: government departments (labour, finance, education); and

•	 health services: government departments (health, social care, early years services, education, 
transport), local public health, third sector, religious bodies, academic and research institutions.
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6. Policy options

Table 1 lays out some of the policy options most likely to influence key determinants of health inequities 
during the early years, childhood and adolescence (and beyond), broken down into the five sets of 
conditions considered essential for supporting health and reducing health inequities. 

Table 1. Policy options

Conditions Policy recommendations
Personal and community 
capabilities

Free, high-quality ECEC for preschool children aged 3 years upwards

Free, high-quality and compulsory schooling for all children up to 16 years of age

Social support systems for parents, including practical and emotional support

Healthy neighbourhood environments that are supportive of health in terms of 
access to resources and services, social norms and collective efficacy

Universal parenting support programmes, with additional support for high-risk 
families

Children’s centres delivering integrated health/social services, such as structured 
parenting programmes, care referrals and general information

Regulation of advertising and the pricing and packaging of harmful products, 
including cigarettes, alcohol and unhealthy foods

Regulations for online marketing of unhealthy products to parents, children and 
young people, including cigarettes, alcohol, formula milk, unhealthy foods and 
gambling

Living conditions Good-quality social housing and access to clean water

Access to safe, green and child-friendly spaces within the local area

Improvements to the external environment, including reducing children’s 
exposure to second-hand smoke and air pollution and other outdoor air 
pollutants

Legislation to protect children from unintentional injuries, including: driving 
speed limits, bicycle-helmet and seat-belt use (including child restraints), blood-
alcohol driving limits and safety regulations for potentially hazardous products 
(such as containers for drugs and cleaning fluids, window catches, blind cords 
and flammable materials)  

Alterations to the physical and social environments of schools, such as quality 
and availability of school meals, access to unhealthy snacks via vending 
machines and snack shops, and smoke-free policies for students and staff

Availability of outside space and sports equipment and after-school activities, 
and facilities and schemes to support travel to and from school (such as so-called 
walking buses, provision of bicycle sheds, traffic-calming and school patrol/road-
crossing guards) 

Measures to discourage unhealthy shops and food outlets in the vicinity of 
schools and in poorer neighbourhoods
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Conditions Policy recommendations
Employment and 
working conditions

Secure and flexible employment conditions for women with children, with higher 
levels of control and leave

Statutory parental leave, providing both parents with an income and job 
protection while caring for their children immediately after the birth

Paternal leave that is non-transferable to the mother 

Family-friendly policies in the workplace, which include provision of 
breastfeeding/pumping rooms

Increased capacity of childcare centres and services and provision of childcare 
outside school hours

Reduction of childcare costs for less advantaged families through the 
introduction or expansion of free childcare hours in lower-income groups

Income and social 
protection

Cash benefits, the provision of goods and services (such as housing) and tax 
breaks to high-risk groups, including families on low incomes, or members of the 
household who are disabled, sick and unemployed

Social protection for parents, including income-support payments during 
parental leave, tax allowances and credits (for example, to reduce the costs of 
childcare) and broader public spending on public services

Child allowances

Free or discounted meals in crèches, kindergartens and schools provided to all 
children (or at least those from families with low levels of income) all year round 
– these should continue during long school holidays, a time when low-income 
families struggle to make ends meet

One-off schemes providing financial support and essential items to children and 
families on low incomes at important points in the life-course, such as during 
pregnancy or when starting school 

Health services Access to modern contraceptive choices, comprehensive sexuality education and 
confidential services

High-quality free antenatal services offered to all pregnant women covering: 
education/support for breastfeeding, alcohol and smoking, supplements, 
management of common symptoms (such as nausea), clinical assessment (such as 
blood pressure and HIV), ultrasound to monitor fetal growth and well-being, and 
screening for relevant conditions/anomalies

Antenatal care models should be adapted for higher-risk pregnancies

Universal child health programmes starting with home visiting (provision of 
support and advice to support and identify issues among mother and child) and 
school checks when the child becomes older

Comprehensive immunization services, including multicomponent interventions 
designed to suit the needs of local populations

Primary care and paediatric specialist services to provide support, at no cost, for 
ongoing health needs and acute events – to include mental as well as physical 
health

Facilitation of strong social support and adequate health and sexuality education 
for adolescents

Using data to monitor the uptake of services, particularly among vulnerable and 
disadvantaged families and children

Table 1 contd
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7. Indicators

Table 2 lays out indicators that might be used to monitor progress in those factors most likely to reduce 
inequities during early years, childhood and adolescence (and beyond), including whether data can be 
broken down by SECs. It is split into two parts:

•	 Part 1 contains data available from the Atlas Indicator list 

•	 Part 2 presents a wish list of indicators that countries can aspire to collect.  

Table 2. Indicators

Policy intervention area Part 1. AVAILABLE indicators to measure change Data available by SECs? 
(Source)

Capabilities Infant mortality rate for children aged less than 1 
year per 1 000 live births

 (World Bank, Eurostat, 
OECD)

Capabilities Percentage of children aged 12–59 months who have 
received at least one dose of measles-containing 
vaccine (available for < 50% of countries)a

 (WHO)

Capabilities Percentage of children aged 36–59 months who 
are developmentally on track (available in < 50% of 
countries)a

 (MICS)

Capabilities Percentage of children aged 11–15 years reporting 
poor or fair health

 (HBSC)

Capabilities Percentage of children aged 11–15 years reporting 
poor life satisfaction

 (HBSC, PISA)

Capabilities Percentage of children aged 11–15 years reporting 
high peer support

 (HBSC)

Capabilities Percentage of children aged 15 years who are 
physically active

 (PISA)

Capabilities Percentage of young people who are not in 
employment, education or training

 (ILO, Eurostat)

Capabilities Percentage of children aged 15 years achieving 
minimum proficiency in mathematics and reading

 (PISA)

Capabilities Government expenditure on early childhood 
education in purchasing power standards (PPS) per 
child under 5 years of age

 (Eurostat)

Capabilities Percentage of children aged 36–59 months (UNICEF) 
and 48 months to school age (Eurostat) participating 
in early childhood education

 (UNICEF, Eurostat) for 
< 50% of countriesa

Capabilities Percentage of  children aged 15 years achieving 
minimum proficiency in mathematics and reading

 (PISA)

Capabilities Percentage of people who cannot afford to eat a 
protein-rich meal every other day (not child/parent 
specific)

 (EU-SILC, EQLS, WVS)

Capabilities Percentage of people aged 16+ years who meet with 
family/friends less than once a week (not child/parent 
specific)

 (EU-SILC, ESS)

Living conditions Percentage of people living in overcrowded housing 
(not child/parent specific)

 (EU-SILC)
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Policy intervention area Part 1. AVAILABLE indicators to measure change Data available by SECs? 
(Source)

Living conditions Average rating of satisfaction with living environment 
from 1–100 (not child/parent specific)

 (EU-SILC)

Living conditions DALYs attributable to unsafe sanitation (age-
standardized rate per 100 000) (not child/parent 
specific)

 (Global Burden of 
Disease Collaborative 
Network)

Living conditions DALYs attributable to air pollution (age-standardized 
rate per 100  000) (not child/parent specific)

 (Global Burden of 
Disease Collaborative 
Network)

Living conditions Percentage of people reporting pollution, grime or 
other environmental problems in their area (not child/
parent specific)

 (EU-SILC)

Living conditions Diesel-powered passenger cars as a percentage of all 
registered passenger cars (not child/parent specific)

 (Eurostat)

Living conditions Estimated road-traffic deaths per 100 000 population 
(not child/parent specific)

 (World Bank)

Living conditions Percentage of people living in an overcrowded 
dwelling that also lacks a bath and indoor toilet, or is 
damp or too dark 

 (EU-SILC)

Living conditions Percentage of people who cannot afford to keep their 
home adequately warm (not child/parent specific)

 (EU-SILC)

Living conditions Percentage of people living in a household where 
housing costs are more than 40% of disposable 
household income (net of housing allowances) (not 
child/parent specific)

 (EU-SILC)

Living conditions Percentage of people without at least basic 
drinking-water services (an improved source within 
a 30-minute round trip to collect water) (not child/
parent specific)

 (WHO, UNICEF)

Living conditions Percentage of people without at least basic sanitation 
services (improved sanitation facilities that are not 
shared with other households) (not child/parent 
specific)

 (WHO, UNICEF)

Living conditions Percentage of adults aged 18+ years reporting 
difficulty accessing recreational or green areas (not 
child/parent specific)

 (EQLS)

Living conditions Percentage of adults aged 18+ years reporting 
difficulty accessing public transport facilities (not 
child/parent specific)

 (EQLS)

Living conditions Percentage of adults feeling unsafe when walking 
alone in their area after dark (not child/parent 
specific)

 (ESS)

Living conditions Percentage of adults aged 18+ years feeling unsafe 
from crime in their own home (not child/parent 
specific)

 (EQLS, WVS)

Living conditions General government expenditure on housing and 
community amenities as a percentage of GDP

 (Eurostat, OECD)

Table 2 contd
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Policy intervention area Part 1. AVAILABLE indicators to measure change Data available by SECs? 
(Source)

Employment and work Length of paid maternity, parental and home-care 
leave available to mothers in weeks

 (OECD)

Employment and work Length of paid paternity, parental and home-care 
leave reserved for fathers in weeks

 (OECD)

Employment and work Percentage of workers experiencing job strain 
according to the OECD Job Strain Index (available in 
< 50% of countries)a

 (OECD)

Income and social 
protection

Percentage of households receiving housing 
allowance (not child/parent specific)

 (OECD)

Income and social 
protection

Percentage of GDP allocated to labour compensation, 
comprising wages and social protection transfers (not 
child/parent specific)

 (ILO)

Income and social 
protection

Percentage of the poorest quintile in the population 
covered by unemployment benefits and active labour-
market programmes (not child/parent specific)

NA (World Bank)

Income and social 
protection

Percentage of employed persons aged 18+ years with 
income below 60% of median equivalized disposable 
income (after social transfers) (not child/parent 
specific)

 (EU-SILC via Eurostat)

Income and social 
protection

Percentage of the population with income below 60% 
of median equivalized disposable income  
(EU-SILC or OECD) or national poverty lines (World 
Bank) (not child/parent specific)

 (EU-SILC, OECD, World 
Bank)

Income and social 
protection

Gini index of income inequity from 0–100 (not child/
parent specific)

NA (World Bank)

Income and social 
protection

Public social protection expenditure (excluding 
health care) as a percentage of GDP (not child/parent 
specific)

 (ILO)

Income and social 
protection

Percentage of poor persons covered by  
social-protection system (not child/parent specific)

 (ILO)

Income and social 
protection

Percentage of the population participating in social-
assistance programmes (not child/parent specific)

 (World Bank)

Income and social 
protection

Social-assistance programme beneficiaries in each 
income quintile as a percentage of total number of 
social-assistance programme beneficiaries (not child/
parent specific)

 (World Bank)

Income and social 
protection

Social-assistance transfers received by beneficiaries 
as a percentage of their total income or consumption 
(not child/parent specific)

 (World Bank)

Income and social 
protection

Percentage of mothers giving birth receiving 
maternity cash benefits

 (ILO)

Income and social 
protection

Percentage of people who cannot afford to eat a 
protein-rich meal every other day (not child/parent 
specific)

(EU-SILC, EQLS, WVS)

Health services Infant mortality rate for children aged less than 1 
year per 1 000 live births

 (World Bank, Eurostat, 
OECD)
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Policy intervention area Part 1. AVAILABLE indicators to measure change Data available by SECs? 
(Source)

Health services Percentage of children aged 12–59 months who have 
received at least one dose of measles-containing 
vaccine

 (WHO)

Health services Public health expenditure on health as percentage 
of GDP

 (WHO)

Health services Public health expenditure on public health as 
percentage of GDP

 (Eurostat)

Policy intervention area Part 2. WISHLIST of indicators to measure change Data available by SECs? 
(Source)

Capabilities Percentage of mothers smoking during pregnancy NA
Capabilities Percentage of mothers with mental illness NA
Capabilities Percentage of babies born with low birth weight NA
Capabilities Percentage of mothers breastfeeding at delivery NA
Capabilities Percentage of mothers breastfeeding at 6 months NA
Capabilities Percentage of babies fully immunized with primary 

immunizations (age 12 months)
NA

Capabilities Percentage of children aged 36–59 months who 
are developmentally on track (available in < 50% of 
countries)a

 (MICS)

Capabilities Percentage of children having a long-standing illness 
or health problem

NA

Capabilities Percentage of children smoking at age 15 NA
Capabilities Percentage of children drinking alcohol at age 15 NA
Capabilities Provision of youth mental health services NA
Capabilities Density of fast-food outlets NA
Capabilities Density of alcohol outlets NA
Living conditions Hospital admissions due to unintentional injuries 

among children
NA

Living conditions Percentage of children living in socially provided 
housing

NA

Living conditions Percentage of  children in socially provided housing 
that is overcrowded

NA

Living conditions Home visits by child health professionals NA
Employment and work Main reasons for part-time employment in young 

people
NA

Employment and work Uptake of statutory parental leave among mothers 
and fathers

NA

Income and social 
protection

Percentage of  children below poverty threshold NA

Health services Percentage of mothers smoking during pregnancy NA
Health services Percentage of babies born with low birth weight NA

Health services Percentage of mothers breastfeeding at delivery NA
Health services Percentage of mothers breastfeeding at 6 months NA

Table 2 contd
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Policy intervention area Part 2. WISHLIST of indicators to measure change Data available by SECs? 
(Source)

Health services Percentage of babies fully immunized with primary 
immunizations (age 12 months)

NA

Health services Percentage of children who are thin, overweight or 
obese 

NA

Health services Percentage of women aged 15–49 either married 
or in a union who have an unmet need for family 
planning

NA

Health services Maternal deaths per 1 000 maternities NA
Health services Childhood deaths per 100 000 population NA
Health services Percentage of children with tooth decay NA
Health services Percentage of children surviving five years following 

diagnosis of cancer
NA

Health services Percentage of children aged 36–59 months who 
are developmentally on track (available in < 50% of 
countries)a

 (MICS)

Health services Percentage of children and young people with poor 
mental health

NA

Note: entries in italics denote that indicators that are especially influential for children (such as housing quality) 
or parents (social support, for instance) are reported even if these are not available for children or parents 
specifically. 
EQLS: European Quality of Life Surveys.
ESS: European Social Survey.
EU-SILC: European Union Statistics on Income and Living Conditions.
GDP: gross domestic product. 
HBSC: Health Behaviour in School-aged Children (study). 
ILO: International Labour Organization.
NA: not available. 
OECD: Organisation for Economic Co-operation and Development.
PISA: (OECD) Programme for International Student Assessment. 
MICS: (UNICEF) Multiple Indicator Cluster Surveys.
UNICEF: United Nations Children’s Fund.
WVS: World Values Survey.
a  Indicates where the number of countries collecting these data is low.

Table 2 contd



34

Early years, childhood and adolescence

References1

1.	 Whitehead M, Dahlgren G, WHO Regional Office for Europe. Concepts and principles for tackling 
social inequities in health: levelling up part 1. Copenhagen: WHO Regional Office for Europe; 
2007 (https://apps.who.int/iris/handle/10665/107790). 

2.	 Health at key stages of life: the life-course approach to public health. Copenhagen: WHO 
Regional Office for Europe; 2011 (http://www.euro.who.int/en/health-topics/Life-stages/healthy-
ageing/activities/health-at-key-stages-of-life-the-life-course-approach-to-public-health). 

3.	 Pearce A, Dundas R, Whitehead M, Taylor-Robinson D. Pathways to inequalities in child health. 
Arch Dis Child. 2019;104:998–1003. doi:10.1136/archdischild-2018-314808.

4.	 Waylen A, Stallard N, Stewart-Brown S. Parenting and health in mid-childhood: a longitudinal 
study. Eur J Public Health 2008;18(3):300–5. doi:10.1093/eurpub/ckm131.

5.	 Halfon N, Hochstein M. Life course health development: an integrated framework for developing 
health, policy, and research. Milbank Q. 2002;80(3):433–79. doi:10.1111/1468-0009.00019.

6.	 Felitti VJ, Anda RF, Nordenberg D, Williamson DF, Spitz A, Edwards V et al. Relationship of 
childhood abuse and household dysfunction to many of the leading causes of death in adults. 
The adverse childhood experiences (ACE) study. Am J Prev Med. 1998;14(4):245–58. doi:10.1016/
S0749-3797(98)00017-8.

7.	 Taylor-Robinson DC, Straatmann VS, Whitehead M. Adverse childhood experiences or adverse 
childhood socioeconomic conditions? Lancet Public Health 2018;3(6):e262. doi:10.1016/S2468-
2667(18)30094-X.

8.	 Closing the gap in a generation: health equity through action on the social determinants of 
health. Final report of the Commission on Social Determinants of Health. Geneva: World Health 
Organization; 2008 (https://www.who.int/social_determinants/thecommission/finalreport/en/). 

9.	 Healthy, prosperous lives for all: the European Health Equity Status Report. Copenhagen: WHO 
Regional Office for Europe; 2019 (http://www.euro.who.int/en/publications/abstracts/health-
equity-status-report-2019).

10.	 Zambon F, Loring B. Injuries and inequities: guidance for addressing inequities in unintentional 
injuries. Copenhagen: WHO Regional Office for Europe; 2014 (http://www.euro.who.int/
en/publications/abstracts/injuries-and-inequities.-guidance-for-addressing-inequities-in-
unintentional-injuries-2014). 

11.	 Convention on the Rights of the Child. Resolution 45. Adopted November, 1989. New York (NY): 
United Nations; 1989 (http://www.ohchr.org/Documents/ProfessionalInterest/crc.pdf).

12.	 Health 2020. A European policy framework and strategy for the 21st century. Copenhagen; WHO 
Regional Office for Europe; 2013 (http://www.euro.who.int/en/publications/abstracts/health-
2020.-a-european-policy-framework-and-strategy-for-the-21st-century-2013). 

13.	 Siddiqi A, Irwin LG, Hertzman C. Early child development: a powerful equalizer. Final report for 
the World Health Organization’s Commission on the Social Determinants of Health. Vancouver: 
Human Early Learning Partnership; 2007 (https://apps.who.int/iris/handle/10665/69729). 

1  All weblinks accessed 25 November 2019.



35

References

14.	 Britto PR, Lye SJ, Proulx K, Yousafzai A, Matthews SG, Vaivada T et al. Nurturing care: 
promoting early childhood development. Lancet 2017;389(10064):91–102. doi:10.1016/S0140-
6736(16)31390-3.

15.	 Care for child development package. New York (NY): UNICEF; 2012 (https://www.unicef.org/
earlychildhood/index_68195.html). 

16.	 % of live births weighing 2500 g or more. In: European Health Information Gateway [online 
database]. Copenhagen: WHO Regional Office for Europe; 2019 (https://gateway.euro.who.int/
en/indicators/hfa_600-7100-of-live-births-weighing-2500-g-or-more/).

17.	 Ben-Shlomo Y, Kuh D. A life course approach to chronic disease epidemiology: conceptual 
models, empirical challenges and interdisciplinary perspectives. Int J Epidemiol. 2002;31(2):285. 
doi:10.1093/ije/31.2.285.

18.	 Fair society, healthy lives. Strategic review of health inequalities in England post-2010. The 
Marmot Review. London: The Marmot Review; 2010 (http://www.instituteofhealthequity.org/
resources-reports/fair-society-healthy-lives-the-marmot-review). 

19.	 Allen G. Early intervention: the next steps. An independent report to Her Majesty’s Government. 
London: Cabinet Office, Department of Work and Pensions; 2011 (https://www.gov.uk/
government/publications/early-intervention-the-next-steps--2). 

20.	 Field F. The foundation fears: preventing poor children becoming poor adults. Independent 
review on poverty and life chances. London: Cabinet Office; 2010 (https://www.bl.uk/collection-
items/foundation-years-preventing-poor-children-becoming-poor-adults-the-report-of-the-
independent-review-on-poverty-and-life-chances).

21.	 Roberts H. What works in reducing inequalities in child health, second edition. Bristol: The Policy 
Press; 2012.

22.	 Action plan for sexual and reproductive health: towards achieving the 2030 Agenda for 
Sustainable Development in Europe – leaving no one behind. Copenhagen: WHO Regional 
Office for Europe; 2016 (http://www.euro.who.int/en/health-topics/Life-stages/sexual-and-
reproductive-health/publications/2016/action-plan-for-sexual-and-reproductive-health-
towards-achieving-the-2030-agenda-for-sustainable-development-in-europe-leaving-no-one-
behind-2016). 

23.	 Investing in children: the European child and adolescent health strategy 2015–2020. 
Copenhagen: WHO Regional Office for Europe; 2014  (EUR/RC64/12; http://www.euro.who.int/
en/health-topics/Life-stages/child-and-adolescent-health/policy/investing-in-children-the-
european-child-and-adolescent-health-strategy-20152020). 

24.	 Heckman JJ. Skill formation and the economics of investing in disadvantaged children. Science 
2006;312(5782):1900–2.

25.	 Shonkoff JP, Bales SN. Science does not speak for itself: translating child development 
research for the public and its policymakers. Child Dev. 2011;82(1):17–32. doi:10.1111/j.1467-
8624.2010.01538.x.

26.	 Bronfenbrenner U. The ecology of human development: experiments by nature and design. 
Cambridge (MA): Harvard University Press; 1979.

27.	 Understanding the root causes. In: Dahlgren G, Whitehead M. European strategies for tackling 
social inequities in health: levelling up part 2. Copenhagen: WHO Regional Office for Europe: 
2007:20–32 (http://www.euro.who.int/__data/assets/pdf_file/0018/103824/E89384.pdf).



36

Early years, childhood and adolescence

28.	 An equal start: improving outcomes in children’s centres: the evidence review. London: UCL 
Institute of Health Equity; 2012.

29.	 Lynch JW, Law C, Brinkman S, Chittleborough C, Sawyer M. Inequalities in child healthy 
development: some challenges for effective implementation. Soc Sci Med. 2010;71(7):1244–48. 
doi:10.1016/j.socscimed.2010.07.008.

30.	 Strategy on women’s health and well-being in the WHO European Region. Copenhagen: 
WHO Regional Office for Europe; 2016 (EUR/RC66/14; http://www.euro.who.int/en/about-us/
governance/regional-committee-for-europe/past-sessions/66th-session/documentation/
working-documents/eurrc6614-strategy-on-womens-health-and-well-being-in-the-who-
european-region). 

31.	 Inquiry Panel on Health Equity for the North of England. Due north. Report of the Inquiry on 
Health Equity for the North. Liverpool: University of Liverpool, Centre for Economic Strategies; 
2014.

32.	 Graham H. Social determinants and their unequal distribution: clarifying policy understandings. 
Milbank Q. 2004:82(1);101–24. doi:10.1111/j.0887-378x.2004.00303.x.

33.	 Nutbeam D. How does evidence influence public health policy? Tackling health inequalities in 
England. Health Promot J Aust. 2003;14(3):154–8. doi:10.1071/HE03154.

34.	 Milton B, Moonan M, Taylor-Robinson D, Whitehead M, editors. How can the health equity 
impact of universal policies be evaluated? Insights into approaches and next steps. Copenhagen: 
WHO Regional Office for Europe; 2011 (http://www.euro.who.int/en/health-topics/health-
determinants/social-determinants/publications/2011/how-can-the-health-equity-impact-of-
universal-policies-be-evaluated). 

35.	 Hughes K, Bellis MA, Hardcastle KA, Sethi D, Butchart A, Mikton C et al. The effect of multiple 
adverse childhood experiences on health: a systematic review and meta-analysis. Lancet Public 
Health 2017;2(8):e356–66. doi:10.1016/S2468-2667(17)30118-4.

36.	 Law J, Elmond A. Promoting child development. In: Elmond A, editor. Health for all children, fifth 
edition. Oxford: Oxford University Press; 2019:97–106.

37.	 Sawyer A, Gialamas A, Pearce A, Sawyer MG, Lynch J. Five by five. A supporting systems 
framework for child health and development. Adelaide: School of Population Health, University 
of Adelaide; 2014 (BetterStart Child Health and Development Research Group, Research Series 
No.1; https://health.adelaide.edu.au/betterstart/research/five-by-five-dec-2014.pdf).

38.	 McKenna CS, Law C, Pearce A. Financial strain, parental smoking, and the great recession: an 
analysis of the UK Millennium Cohort Study. Nicotine Tob Res. 2017;19(12):1521–25. doi:10.1093/
ntr/ntw269.

39.	 Wickham S, Whitehead M, Taylor-Robinson D, Barr B. The effect of a transition into poverty on 
child and maternal mental health: a longitudinal analysis of the UK Millennium Cohort Study. 
Lancet Public Health 2017;2(3):e141. doi:10.1016/S2468-2667(17)30011-7.

40.	 Pickett KE, Wilkinson RG. Child wellbeing and income inequality in rich societies: ecological cross 
sectional study. BMJ 2007;335(7629):1080. doi:10.1136/bmj.39377.580162.55.

41.	 Lucas K. Transport and social exclusion: where are we now? Transport Policy 2012;20:105–13. 
doi:10.1016/j.tranpol.2012.01.013.

42.	 Cairns G, Angus K, Hastings G, Caraher M. Systematic reviews of the evidence on the nature, 
extent and effects of food marketing to children. A retrospective summary. Appetite 2013;62:209–
15. doi:10.1016/j.appet.2012.04.017.



37

References

43.	 Baker P, Smith J, Salmon L, Friel S, Kent G, Iellamo A et al. Global trends and patterns of 
commercial milk-based formula sales: is an unprecedented infant and young child feeding 
transition underway? Public Health Nutr. 2016;19(14):2540–50. doi:0.1017/S1368980016001117.

44.	 Macdonald L, Olsen JR, Shortt NK, Ellaway A. Do “environmental bads” such as alcohol, fast food, 
tobacco, and gambling outlets cluster and co-locate in more deprived areas in Glasgow City, 
Scotland? Health & Place 2018;51:224–31.

45.	 Total educational expenditure by education level, programme orientation and type of source. 
In: Eurostat [online database]. Brussels: Eurostat; 2016 (https://ec.europa.eu/eurostat/web/
products-datasets/-/educ_uoe_fine01).

46.	 Population on 1 January by age and sex. In: Eurostat [online database]. Brussels: Eurostat; 2018 
(https://ec.europa.eu/eurostat/web/products-datasets/-/migr_pop4ctb).

47.	 Pearce A, Li L, Abbas J, Ferguson B, Graham H, Law C et al. Is childcare associated with the risk of 
overweight and obesity in the early years? Findings from the UK Millennium Cohort Study. Int J 
Obes. 2010;34(7):1160–8. doi:10.1038/ijo.2010.15.

48.	 Benjamin Neelon SE, Schmidt Morgen C, Kamper-Jørgensen M, Oken E, Gillman MW, Gallis JA 
et al. Childcare before age 6 and body mass index at age 7 years in a cohort of Danish children. 
Pediatr Obes. 2018;13(5):307–11. doi:10.1111/ijpo.12206.

49.	 Pearce A, Li L, Abbas J, Ferguson B, Graham H, Law C. Does childcare influence socioeconomic 
inequalities in unintentional injury? Findings from the UK Millennium Cohort Study. J Epidemiol 
Community Health 2010;64(2):161–6. doi:10.1136/jech.2009.092643.

50.	 Truelove S, Bruijns BA, Vanderloo LM, O’Brien KT, Johnson AM, Tucker P. Physical activity and 
sedentary time during childcare outdoor play sessions: a systematic review and meta-analysis. 
Prev Med. 2018;108:74–85. doi:10.1016/j.ypmed.2017.12.022.

51.	 Key data on early childhood education and care in Europe. 2014 edition. Eurydice and Eurostat 
report. Luxembourg: Publications Office of the European Union; 2014 (https://ec.europa.
eu/eurostat/documents/3217494/5785249/EC-01-14-484-EN.PDF/cbdf1804-a139-43a9-b8f1-
ca5223eea2a1).

52.	 Lucas PJ, Patterson E, Sacks G, Billich N, Evans CEL. Preschool and school meal policies: an 
overview of what we know about regulation, implementation, and impact on diet in the UK, 
Sweden, and Australia. Nutrients 2017;9(7):736. doi:10.3390/nu9070736.

53.	 Early childhood education and care systems in Europe. National information sheets – 2014/15. 
Eurydice facts and figures. Luxembourg:  Publications Office of the European Union; 2015 
(https://eurydice.org.pl/wp-content/uploads/2015/11/191EN.pdf). 

54.	 Secondary education statistics. In: Eurostat statistics explained [website]. Brussels: Eurostat; 
2018 (https://ec.europa.eu/eurostat/statistics-§explained/index.php/Secondary_education_
statistics). 

55.	 An unfair start: inequality in children’s education in rich countries. Florence: UNICEF Office 
of Research – Innocenti; 2018 (Innocenti Report Card 15; https://www.unicef-irc.org/
publications/995-an-unfair-start-education-inequality-children.html). 

56.	 Marking progress against child labour. Global estimates and trends 2000–2012. Geneva: 
International Labour Office, International Programme on the Elimination of Child Labour (IPEC); 
2013 (https://www.ilo.org/ipec/Informationresources/WCMS_221513/lang--en/index.htm). 



38

Early years, childhood and adolescence

57.	 Protecting children’s health in the workplace. In: WHO Regional Office for Europe [website]. 
Copenhagen: WHO Regional Office for Europe; 2019 (http://www.euro.who.int/en/health-topics/
environment-and-health/occupational-health/policy/protecting-childrens-health-in-the-
workplace).

58.	 Viner RM, Ozer EM, Denny S, Marmot M, Resnick M, Fatsui A et al. Adolescence and the social 
determinants of health. Lancet 2012;379(9826):1641–52. doi:10.1016/S0140-6736(12)60149-4.

59.	 Differences in peer support, by FAS. In: European Health Information Gateway [online database]. 
Copenhagen: WHO Regional Office for Europe; 2016 (https://gateway.euro.who.int/en/indicators/
hbsc_106-differences-in-peer-support-by-fas/).

60.	 Leu A, Frech M, Wepf H, Sempik J, Joseph S, Helbling L et al. Counting young carers in 
Switzerland – a study of prevalence. Child Soc. 2019;33(1):53–67. doi:10.1111/chso.12296.

61.	 Joseph S, Kendall C, Toher D, Sempik J, Holland J, Becker S. Young carers in England: findings 
from the 2018 BBC survey on the prevalence and nature of caring among young people. Child 
Care Health Dev. 2019;45(4):606–12. doi:10.1111/cch.12674.

62.	 Young carers: review of research and data. Social research series. Edinburgh: Scottish 
Government; 2017 (https://www.gov.scot/publications/young-carers-review-research-data/). 

63.	 Enabling carers to care: an EU strategy to support and empower informal carers across Europe. 
Brussels: EuroCarers; 2018 (https://eurocarers.org/strategy/).  

64.	 Bonjour M, van der Vlugt I. Comprehensive sexuality education. Utrecht: Rutgers; 2018.

65.	 Väisänen H, Murphy M. Social inequalities in teenage fertility outcomes: childbearing and 
abortion trends of three birth cohorts in Finland. Perspect Sex Reprod Health 2014;46(2):109–16. 
doi:10.1363/46e1314.

66.	 Litjens I, Taguma M, Melhuish E, Shmis T. Early childhood education and care policy review: 
Kazakhstan. Paris: OECD; 2017 (https://www.oecd.org/education/school/Early-Childhood-
Education-and-Care-Policy-Review-Kazakhstan.pdf). 

67.	 Goldblatt P. Scientific report on evidence based interventions to reduce socio-economic 
inequalities in diet and physical activity: introduction. Health Equity Pilot Project (HEPP). 
Brussels: European Commission; 2017 (https://ec.europa.eu/health/social_determinants/key_
documents_en#anchor2). 

68.	 Children’s environment and health action plan for Europe. Copenhagen: WHO Regional Office 
for Europe; 2004 (http://www.euro.who.int/en/publications/policy-documents/childrens-
environment-and-health-action-plan-for-europe).

69.	 Spencer N. Maternal education, lone parenthood, material hardship, maternal smoking, and 
longstanding respiratory problems in childhood: testing a hierarchical conceptual framework. 
J Epidemiol Community Health 2005;59(10):842–6. doi:10.1136/jech.2005.036301.

70.	 Benzeval M, Bond L, Campbell M, Egan M, Lorenc T, Petticrew M et al. How does money influence 
health? York: Joseph Rowntree Foundation; 2014 (https://www.jrf.org.uk/report/how-does-
money-influence-health). 

71.	 Is housing improvement a potential health improvement strategy? Health Evidence Network 
(HEN) report. Copenhagen: WHO Regional Office for Europe; 2005 (http://www.euro.who.int/
en/data-and-evidence/evidence-informed-policy-making/publications/pre2009/is-housing-
improvement-a-potential-health-improvement-strategy). 



39

References

72.	 Gibson M, Petticrew M, Bamba C, Snowden AJ, Wright KE, Whitehead M. Housing and 
health inequalities: a synthesis of systematic reviews of interventions aimed at different 
pathways linking housing and health. Health & Place 2011;17(1):175–84. doi:10.1016/j.
healthplace.2010.09.011.

73.	 Thomson H, Thomas S, Sellstrom E, Petticrew M. The health impacts of housing improvement: a 
systematic review of intervention studies from 1887 to 2007. Am J Public Health 2009;99(Suppl. 
3):S681–92. doi:10.2105/AJPH.2008.143909.

74.	 Joint monitoring programme for water supply, sanitation and hygiene (JMP) [website]. Geneva: 
World Health Organization, UNICEF; 2019 (https://washdata.org/).

75.	 Mears R, Jago R. Effectiveness of after-school interventions at increasing moderate-to-vigorous 
physical activity levels in 5- to 18-year olds: a systematic review and meta-analysis. Br J Sports 
Med. 2016;50(21):1315–24. doi:10.1136/bjsports-2015-094976.

76.	 Denstel KD, Broyles ST, Larouche R, Sarmiento OL, Barreira TV, Chaput J-P et al. Active school 
transport and weekday physical activity in 9–11-year-old children from 12 countries. Int J Obes 
Suppl. 2015;5(Suppl. 2):S100–6. doi:10.1038/ijosup.2015.26.

77.	 Parrish AM, Okley AD, Stanley RM, Ridgers ND. The effect of school recess interventions on 
physical activity. Sports Med. 2013;43(4):287–99. doi:10.1007/s40279-013-0024-2.

78.	 Sethi D, Aldridge E, Rakovac I, Makhija A. Worsening inequalities in child injury deaths in the WHO 
European Region. Int J Environ Res Public Health 2017;14(10):1128. doi:10.3390/ijerph14101128.

79.	 Department of Health, Public Health England. Quick guide: health and housing. Transforming 
urgent and emergency care services in England. London: NHS England; 2016 (https://www.nhs.
uk/NHSEngland/keogh-review/Documents/quick-guides/Quick-Guide-health-and-housing.pdf).

80.	 Ensuring safe drinking-water – highlighting water safety plans in Tajikistan on World Water Day. 
In: WHO Regional Office for Europe [website]. Copenhagen: WHO Regional Office for Europe; 
2019 (http://www.euro.who.int/en/health-topics/environment-and-health/water-and-sanitation/
news/news/2019/3/ensuring-safe-drinking-water-highlighting-water-safety-plans-in-tajikistan-
on-world-water-day).

81.	 Sustrans school streets. In: Sustrans [website]. Bristol: Sustrans; 2019 (https://www.sustrans.org.
uk/SustransSchoolStreets).

82.	 Urban green space and health: intervention impacts and effectiveness. Copenhagen: WHO 
Regional Office for Europe; 2017 (http://www.euro.who.int/en/health-topics/environment-and-
health/urban-health/publications/2017/urban-green-space-interventions-and-health-a-review-
of-impacts-and-effectiveness.-full-report-2017). 

83.	 Sethi D, Towner E, Vincenten J, Segui-Gomez M, Racioppi F. European report on child injury 
prevention. Copenhagen: WHO Regional Office Europe; 2008 (http://www.euro.who.int/en/
publications/abstracts/european-report-on-child-injury-prevention). 

84.	 Hawkes C. Promoting healthy diets through nutrition education and changes in the food 
environment: an international review of actions and their effectiveness. Background paper for 
the International Conference on Nutrition (ICN2). Rome: Food and Agriculture Organization of 
the United Nations; 2013 (http://www.fao.org/publications/card/en/c/e6747ce4-874d-50bc-bf62-
6ec238683288). 

85.	 Kuosmanen T, Clarke AM, Barry MM. Promoting adolescents’ mental health and wellbeing: 
evidence synthesis. J Public Ment Health 2019;18(1):73–83. doi:10.1108/JPMH-07-2018-0036.



40

Early years, childhood and adolescence

86.	 Kuipers MA, de Korte R, Soto VE, Richter M, Moor I, Rimpelä AH et al. School smoking policies 
and educational inequalities in smoking behaviour of adolescents aged 14–17 years in Europe. 
J Epidemiol Community Health 2016;70(2):132–9. doi:10.1136/jech-2015-205831.

87.	 Campbell R, Starkey F, Holliday J, Audrey S, Bloor M, Parry-Langdon N et al. An informal 
school-based peer-led intervention for smoking prevention in adolescence (ASSIST): a cluster 
randomised trial. Lancet 2008;371(9624):1595–602. doi:10.1016/S0140-6736(08)60692-3.

88.	 Georgie JM, Sean H, Deborah MC, Matthew H, Rona C. Peer-led interventions to prevent tobacco, 
alcohol and/or drug use among young people aged 11–21 years: a systematic review and meta-
analysis. Addiction 2016;111(3):391–407. doi:10.1111/add.13224.

89.	 Anyanwu PE, Craig P, Katikireddi SV, Green MJ. Impacts of smoke-free public places legislation on 
inequalities in youth smoking uptake: study protocol for a secondary analysis of UK survey data. 
BMJ Open 2018;8(3):e022490. doi:10.1136/bmjopen-2018-022490.

90.	 Mura G, Nuno Rocha BF, Helmich I, Budde H, Machado S, Wegner M et al. Physical activity 
interventions in schools for improving lifestyle in European countries. Clin Pract Epidemiol Ment 
Health 2015;11(Suppl. 1 M5):77–101. doi:10.2174/1745017901511010077.

91.	 Reducing inequities in health across the life-course. Transition to independent living – young 
adults. Copenhagen: WHO Regional Office for Europe; 2019 (http://www.euro.who.int/en/health-
topics/health-determinants/social-determinants/publications/2019/reducing-inequities-in-
health-across-the-life-course-transition-to-independent-living-young-adults-2019).

92.	 The pursuit of gender equality: an uphill battle. Paris: OECD Publishing; 2017 (http://www.oecd.
org/publications/the-pursuit-of-gender-equality-9789264281318-en.htm).  

93.	 Hope S, Pearce A, Whitehead M. Family employment and child socioemotional behaviour: 
longitudinal findings from the UK Millennium Cohort Study. J Epidemiol Community Health 
2014;68(10):950–7. doi:10.1136/jech-2013-203673.

94.	 Mindlin M, Jenkins R, Law C. Maternal employment and indicators of child health: a systematic 
review in pre-school children in OECD countries. J Epidemiol Community Health 2009;63(5):340–
50. doi:10.1136/jech.2008.077073.

95.	 Lucas-Thompson RG, Goldberg WA, Prause J. Maternal work early in the lives of children and its 
distal associations with achievement and behavior problems: a meta-analysis. Psychological 
Bull. 2010;136(6):915–42. doi:10.1037/a0020875.

96.	 McGinn KL, Ruiz Castro M, Lingo EL. Learning from mum: cross-national evidence linking 
maternal employment and adult children’s outcomes. Work, Employment and Society 
2018;33(3):374–400. doi:10.1177/0950017018760167.

97.	 Hope S, Pearce A, Whitehead M, Law C. Parental employment during early childhood and 
overweight at 7-years: findings from the UK Millennium Cohort Study. BMC Obes. 2015;2(1):33. 
doi:10.1186/s40608-015-0065-1.

98.	 Huerta M, Adema W, Baxter J, Corak M, Deding M, Gray MC et al. Early maternal employment 
and child development in five OECD countries. Paris: OECD Publishing; 2011 (OECD Social, 
Employment and Migration Working Papers, No. 118; https://www.oecd.org/els/family/48822253.
pdf).  

99.	 Cooklin AR, Donath SM, Amir LH. Maternal employment and breastfeeding: results from the 
longitudinal study of Australian children. Acta Paediatr. 2008;97(5):620–23. doi:10.1111/j.1651-
2227.2008.00740.x.



41

References

100.	Stewart K, Janta B. Paternity and parental leave policies across the European Union: assessment 
of current provision. Luxembourg: Publications Office of the European Union; 2018 (https://
op.europa.eu/en/publication-detail/-/publication/a8464ad8-9abf-11e8-a408-01aa75ed71a1/
language-en). 

101.	People at risk of poverty and exclusion by age and sex. In: Eurostat [online database]. 
Brussels: Eurostat; 2019 (https://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=ilc_
peps01&lang=en). 

102.	PF2.1. Key characteristics of parental leave systems. OECD family database. Paris: OECD; 2017, 
updated 2019 (http://www.oecd.org/els/family/database.htm). 

103.	Frazer H, Marlier E. Progress across Europe in the implementation of the 2013 EU 
recommendation on “Investing in children: breaking the cycle of disadvantage”. A study of 
national policies. Brussels: European Commission; 2017  (https://ec.europa.eu/social/main.
jsp?catId=738&langId=en&pubId=8032&furtherPubs=yes). 

104.	Wickham S, Anwar E, Barr B, Law C, Taylor-Robinson D. Poverty and child health in the UK: using 
evidence for action. Arch Dis Child. 2016;101(8):759–66. doi:10.1136/archdischild-2014-306746. 

105.	Green MJ, Stritzel H, Smith C, Popham F, Crosnoe R. Timing of poverty in childhood and 
adolescent health: evidence from the US and UK. Soc Sci Med. 2018;197:136–43. doi:10.1016/j.
socscimed.2017.12.004.

106.	Social monitor. Social protection for child rights and well-being in central and eastern Europe, 
the Caucasus and central Asia. Regional report. Geneva: UNICEF, Regional Office for Central and 
Eastern Europe and the Commonwealth of Independent States; 2015 (http://transmonee.org/
publication/social-monitor-social-protection-for-child-rights-and-well-being-in-central-and-
eastern-europe-the-caucasus-and-central-asia/). 

107.	Being young in Europe today – living conditions for children. In: Eurostat statistics explained 
[website]. Brussels: Eurostat; 2019 (https://ec.europa.eu/eurostat/statistics-explained/index.
php?title=Being_young_in_Europe_today_-_living_conditions_for_children). 

108.	CO2.2. Child poverty. OECD family database. Paris: OECD; 2018, updated 2019 (http://www.oecd.
org/els/family/database.htm).

109.	Gender Equality Index 2017. In: European Institute for Gender Equality [website]. Vilnius: 
European Institute for Gender Equality; 2017 (https://eige.europa.eu/gender-equality-
index/2017/domain/money). 

110.	The Dutch Ombudsman for Children, Verwey-Jonker Instituut. Children in poverty in 
the Netherlands. The Hague: The Dutch Ombudsman for Children; 2013 (https://www.
dekinderombudsman.nl/ul/cms/fck-uploaded/ArmoedeSummary.pdf). 

111.	Statement on visit to the United Kingdom, by Professor Philip Alston, United Nations Special 
Rapporteur on extreme poverty and human rights. In: United Nations Human Rights Office of 
the High Commissioner [website]. Geneva: Office of the United Nations High Commissioner for 
Human Rights (OHCHR); 2018 (https://www.ohchr.org/EN/NewsEvents/Pages/DisplayNews.
aspx?NewsID=23881&LangID=E). 

112.	Friedman EM, Karlamangla AS, Gruenewald TL, Koretz B, Seeman TE. Early life adversity 
and adult biological risk profiles. Psychosom Med. 2015;77(2):176–85. doi:10.1097/
PSY.0000000000000147.



42

Early years, childhood and adolescence

113.	Universal social protection floors for better health and well-being for all children and 
adolescents. Thematic paper 1. Working together for better health and wellbeing. Promoting 
Intersectoral and Interagency Action for Health and Well-being in the WHO European Region. 
High-level Conference. 7–8 December, 2016, Paris, France. Copenhagen: WHO Regional Office 
for Europe; 2016 (http://www.euro.who.int/en/media-centre/events/events/2016/12/paris-high-
level-conference/documentation/working-papers/thematic-papers/universal-social-protection-
floors-for-better-health-and-well-being-for-all-children-and-adolescents). 

114.	Saunders M, Barr B, McHale P, Hamelmann C. Key policies for addressing the social determinants 
of health and health inequities. Copenhagen: WHO Regional Office for Europe; 2017 (Health 
Evidence Network (HEN) Synthesis Report 52; http://www.euro.who.int/en/publications/
abstracts/key-policies-for-addressing-the-social-determinants-of-health-and-health-
inequities-2017). 

115.	Public social spending is high in many OECD countries. Social expenditure update 2019. Paris: 
OECD; 2019 (https://www.oecd.org/social/expenditure.htm).   

116.	Reeves A, Basu S, McKee M, Marmot M, Stuckler D. Austere or not? UK coalition 
government budgets and health inequalities. J R Soc Med. 2013;106(11):432–6. doi: 
10.1177/0141076813501101.

117.	Van’t Rood R, Sinelnikava R. Evaluation of social inclusion sector in the Republic of Belarus 
and identification of potential areas of cooperation and assistance of the European Union to 
Belarus in this sector. Final evaluation report. Kielce: Office for Economic Policy and Regional 
Development; 2014 (https://www.researchgate.net/publication/269571955_Social_inclusion_in_
the_Republic_of_Belarus).

118.	Albert F, Gal R. ESPN thematic report on social investment, Hungary. Brussels: European 
Commission; 2015 (https://www.academia.edu/26788648/ESPN_Thematic_Report_on_Social_
Investment_Hungary_2015).

119.	Fund for European aid to the most deprived. Reducing deprivation, supporting inclusion: FEAD 
case studies 2016. Luxembourg: Publications Office of the European Union; 2016 (https://
op.europa.eu/en/publication-detail/-/publication/bbfedbfb-c35f-11e6-a6db-01aa75ed71a1/
language-en). 

120.	Katikireddi SV, Molaodi OR, Gibson M, Dundas R, Craig P. Effects of restrictions to income 
support on health of lone mothers in the UK: a natural experiment study. Lancet Public Health 
2018;3(7):e333–40. doi:10.1016/S2468-2667(18)30109-9.

121.	Campbell M, Thomson H, Fenton C, Gibson M. Lone parents, health, wellbeing and welfare to 
work: a systematic review of qualitative studies. BMC Public Health 2016;16:188. doi:10.1186/
s12889-016-2880-9.

122.	National Academies of Sciences, Engineering and Medicine. A roadmap to reducing child poverty. 
Washington (DC): The National Academies Press; 2019. doi:10.17226/25246.

123.	Esping-Andersen G. Untying the Gordian knot of social inheritance. Res Soc Stratif Mobil. 
2004;21:115–38. doi:10.1016/S0276-5624(04)21007-1.

124.	Melhuish E, Belsky J, Barnes J. Evaluation and value of Sure Start. Arch Dis Child. 2010;95(3):159–
61. doi:10.1136/adc.2009.161018.

125.	Baeten R, Spasova S, Vanhercke B. Inequalities in access to healthcare – a study of national policies. 
European Social Policy Network (ESPN). Brussels: Publications Office of the European Union; 2018 
(https://ec.europa.eu/social/main.jsp?catId=738&langId=en&pubId=8152&furtherPubs=yes). 



43

References

126.	Whitehead M, Dahlgren G, Evans T. Equity and health sector reforms: can low-income 
countries escape the medical poverty trap? Lancet 2001;358(9284):833–36. doi:10.1016/S0140-
6736(01)05975-X.

127.	Dahlgren G, Whitehead M, WHO Regional Office for Europe. European strategies for tackling 
social inequities in health: levelling up part 2. Copenhagen: WHO Regional Office for Europe; 
2007 (https://apps.who.int/iris/handle/10665/107791). 

128.	Migration: key fundamental rights concerns. Quarterly Bulletin 1.1.2019–31.3.2019. Luxembourg: 
Publications Office of the European Union; 2019 (https://fra.europa.eu/en/publication/2019/
migration-overviews-july-2019). 

129.	WHO recommendations on antenatal care for a positive pregnancy experience. Geneva: World 
Health Organization; 2016 (https://www.who.int/reproductivehealth/publications/maternal_
perinatal_health/anc-positive-pregnancy-experience/en/). 

130.	Working with individuals, families and communities to improve maternal and newborn health. 
Geneva: World Health Organization Department of Making Pregnancy Safer; 2010 (https://www.
who.int/maternal_child_adolescent/documents/who_fch_rhr_0311/en/). 

131.	Hart JT. The inverse care law. Lancet 1971;297(7696):405–12. doi:10.1016/S0140-
6736(71)92410-X.

132.	Wood R, Stirling A, Nolan C, Chalmers J, Blair M. Trends in the coverage of “universal” child 
health reviews: observational study using routinely available data. BMJ Open 2012;2:e000759. 
doi:10.1136/bmjopen-2011-000759.

133.	Chauvin P, Simonnot N, Vanbiervliet F. Access to healthcare in Europe in times of crisis and rising 
xenophobia: an overview of the situation of people excluded from healthcare system. Paris: 
Médecins du Monde; 2013.

134.	Crocker-Buque T, Edelstein M, Mounier-Jack S. Interventions to reduce inequalities in vaccine 
uptake in children and adolescents aged < 19 years: a systematic review. J Epidemiol Community 
Health 2017;71(1):87–97. doi:10.1136/jech-2016-207572.

135.	Wolfe I, McKee M, editors. European child health services and systems: lessons without borders. 
European Observatory on Health Systems and Policies. Milton Keynes: Open University Press; 
2013.

136.	Reindal L, Øymar K. Hospital admissions for wheezing and asthma in childhood – are they 
avoidable? J Asthma 2006;43(10):801–6. doi:10.1080/02770900601034320.

137.	Mazur A, Dembinski L, Schrier L, Hadjipanayis A, Michaud PA. European Academy of Paediatric 
consensus statement on successful transition from paediatric to adult care for adolescents with 
chronic conditions. Acta Paediatr. 2017;106(8):1354–7.

138.	Signorini G, Singh SP, Boricevic-Marsanic V, Dieleman G, Dodig-Ćurković K, Franic T et al. 
Architecture and functioning of child and adolescent mental health services: a 28-country survey 
in Europe. Lancet Psychiatry 2017;4(9):715–24. doi:10.1016/S2215-0366(17)30127-X.

139.	Growing up unequal: gender and socioeconomic differences in young people’s health and well-
being. Health Behaviour in School-aged Children (HBSC) study. International report from the 
2013–2014 study. Copenhagen: WHO Regional Office for Europe; 2016 (Health Policy for Children 
and Adolescents, No. 7; http://www.euro.who.int/en/publications/abstracts/growing-up-
unequal.-hbsc-2016-study-20132014-survey). 



44

Early years, childhood and adolescence

140.	Global school health initiatives: achieving health and education outcomes. Report of a 
meeting, Bangkok, Thailand, 23–25 November 2015. Geneva: World Health Organization; 2017 
(https://www.who.int/healthpromotion/publications/global-school-health-initiatives-report-
meeting-2015/en/). 

141.	Women’s health and well-being in Europe: beyond the mortality advantage. Copenhagen: WHO 
Regional Office for Europe; 2016 (http://www.euro.who.int/en/publications/abstracts/womens-
health-and-well-being-in-europe-beyond-the-mortality-advantage-2016). 

142.	Cawley S, Mullaney L, McKeating A, Farren M, McCartney D, Turner MJ. A review of European 
guidelines on periconceptional folic acid supplementation. Eur J Clin Nutr. 2016;70(2):143–54. 
doi:10.1038/ejcn.2015.131.

143.	The baby friendly initiative. In: UNICEF United Kingdom [website]. London: UNICEF United 
Kingdom; 2019 (https://www.unicef.org.uk/babyfriendly/about/).

144.	Improving quality of antenatal and postpartum care and referral system. WHO meeting report 
– Yerevan, Armenia, 24–25 October 2013. Copenhagen: WHO Regional Office for Europe; 2014 
(https://apps.who.int/iris/handle/10665/129711). 

145.	Richardson E, Berdzuli N. Georgia: health system review. Health Systems in Transition 
2017;19(4):1–90 (http://www.euro.who.int/en/about-us/partners/observatory/publications/
health-system-reviews-hits/full-list-of-country-hits/georgia-hit-2017). 

146.	The health and well-being of men in the WHO European Region: better health through a gender 
approach. Copenhagen: WHO Regional Office for Europe; 2018 (http://www.euro.who.int/en/
publications/abstracts/the-health-and-well-being-of-men-in-the-who-european-region-better-
health-through-a-gender-approach-2018). 

147.	Youth-friendly health policies and services in the European Region: sharing experiences. 
Copenhagen: WHO Regional Office for Europe; 2010 (https://apps.who.int/iris/
handle/10665/107284). 

148.	Pearce A, Law C, Elliman D, Cole TJ, Bedford H. Factors associated with uptake of measles, 
mumps, and rubella vaccine (MMR) and use of single antigen vaccines in a contemporary UK 
cohort: prospective cohort study. BMJ 2008;336(7647):754–7. doi:10.1136/bmj.39489.590671.25.

149.	Pearce A, Marshall H, Bedford H, Lynch J. Barriers to childhood immunisation: findings from 
the longitudinal study of Australian children. Vaccine 2015;33(29):3377–83. doi:10.1016/j.
vaccine.2015.04.089.

150.	Samad L, Butler N, Peckham C, Bedford H. Incomplete immunisation uptake in infancy: maternal 
reasons. Vaccine 2006;24(47–48):6823–9. doi:10.1016/j.vaccine.2006.06.039.

151.	Review of children and young people’s mental health services. Phase one supporting 
documentation: summary of recent policy and literature. London: Care Quality Commission; 
2017 (https://www.cqc.org.uk/sites/default/files/20171027_cypmhphase1_literaturereview.pdf).

152.	Bambra C, Gibson M, Sowden A, Wright K, Whitehead N, Petticrew M. Tackling the wider social 
determinants of health and health inequalities: evidence from systematic reviews. J Epidemiol 
Community Health 2010;64(4):284–91. doi:10.1136/jech.2008.082743.

153.	Oliver S, Kavanagh J, Caird J, Lorenc T, Oliver K, Harden A et al. Health promotion, inequalities 
and young people’s health: a systematic review of research. Technical report. London: EPPI-
Centre, Social Science Research Unit, Institute of Education, University of London; 2008 (http://
researchonline.lshtm.ac.uk/id/eprint/2603). 



45

References

154.	Thomson K, Hillier-Brown F, Todd A, McNamara C, Huijts T, Bambra C. The effects of public health 
policies on health inequalities in high-income countries: an umbrella review. BMC Public Health 
2018;18(1):869. doi:10.1186/s12889-018-5677-1.

155.	Bambra C, Joyce KE, Bellis MA, Greatley A, Greengross S, Hughes S, Lincoln P et al. Reducing 
health inequalities in priority public health conditions: using rapid review to develop proposals 
for evidence-based policy. J Public Health 2010;32(4):496–505. doi:10.1093/pubmed/fdq028.

156.	European Pillar of Social Rights. In: European Commission [website]. Brussels: European 
Commission; 2017 (https://ec.europa.eu/commission/priorities/deeper-and-fairer-economic-
and-monetary-union/european-pillar-social-rights_en).

157.	Parma Declaration on Environment and Health. Fifth Ministerial Conference on Environment and 
Health “Protecting children’s health in a changing environment”. Parma, Italy, 10–12 March 2010. 
Copenhagen: WHO Regional Office for Europe; 2010 (http://www.euro.who.int/__data/assets/
pdf_file/0011/78608/E93618.pdf).

158.	Declaration of the Sixth Ministerial Conference on Environment and Health. Copenhagen: WHO 
Regional Office for Europe; 2017 (EURO/Ostrava2017/6; http://www.euro.who.int/__data/assets/
pdf_file/0007/341944/OstravaDeclaration_SIGNED.pdf).

159.	Copenhagen Consensus of Mayors: healthier and happier cities for all. Copenhagen: WHO 
Regional Office for Europe; 2018 (http://www.euro.who.int/en/health-topics/environment-and-
health/urban-health/who-european-healthy-cities-network/policy/copenhagen-consensus-of-
mayors.-healthier-and-happier-cities-for-all-2018).

160.	The global strategy for women’s, children’s and adolescents’ health (2016–2030): survive, thrive, 
transform. New York (NY): United Nations, Every Woman Every Child; 2015 (http://www.who.int/
lifecourse/partners/globalstrategy/ewecglobalstrategyreport-200915.pdf?ua=1). 

161.	Global Accelerated Action for the Health of Adolescents (AA-HA!). Geneva: World Health 
Organization; 2017 (https://apps.who.int/iris/bitstream/handle/10665/255415/9789241512343-
eng.pdf?sequence=1).

162.	WHO Framework Convention on Tobacco Control (FCTC). Geneva: World Health Organization; 
2003 (http://apps.who.int/iris/bitstream/10665/42811/1/9241591013.pdf?ua=1).

163.	European Social Charter. In: Council of Europe [website]. Brussels: Council of Europe; 1996 
(https://www.coe.int/en/web/european-social-charter/links).

164.	Global vaccine action plan (2011–2020). Geneva: World Health Organization; 2011 (https://www.
who.int/immunization/global_vaccine_action_plan/GVAP_doc_2011_2020/en/). 

165.	European vaccine action plan 2015–2020. Copenhagen: WHO Regional Office for Europe; 2014 
(https://www.euro.who.int/en/health-topics/disease-prevention/vaccines-and-immunization/
publications/2014/european-vaccine-action-plan-20152020-2014).

166.	European mental health action plan 2013–2020. Copenhagen: WHO Regional Office for Europe; 
2013 (http://www.euro.who.int/en/publications/abstracts/european-mental-health-action-plan-
20132020-the).

167.	Action plan for implementation of the European strategy for the prevention and control 
of noncommunicable diseases 2012–2016. Copenhagen: WHO Regional Office for Europe; 
2012 (http://www.euro.who.int/en/health-topics/noncommunicable-diseases/cancer/
publications/2012/action-plan-for-implementation-of-the-european-strategy-for-the-prevention-
and-control-of-noncommunicable-diseases-20122016).



46

Early years, childhood and adolescence

168.	Vienna Declaration on Nutrition and Noncommunicable Diseases in the Context of Health 2020. 
WHO Ministerial Conference on Nutrition and Noncommunicable Diseases in the Context of 
Health 2020, Vienna, 4–5 July 2013. Copenhagen: WHO Regional Office for Europe; 2013 (http://
www.euro.who.int/__data/assets/pdf_file/0005/193253/CONSENSUS-Vienna-Declaration-5-
July-2013.pdf).

169.	Declaration. Partnerships for the Health and Well-being of our Young and Future Generations. 
Copenhagen: WHO Regional Office for Europe; 2016 (http://www.euro.who.int/en/media-centre/
events/events/2016/12/paris-high-level-conference/documentation/working-papers/outcome-
documents/declaration.-partnerships-for-the-health-and-well-being-of-our-young-and-future-
generations).

170.	Resolution WHA69.11 on health in the 2030 Agenda for Sustainable Development. Geneva: World 
Health Organization; 2016 (http://apps.who.int/gb/ebwha/pdf_files/WHA69/A69_R11-en.pdf).

171.	Resolution WHA62.14 on reducing health inequities through action on the social determinants of 
health. Geneva: World Health Organization; 2009 (http://apps.who.int/gb/ebwha/pdf_files/A62/
A62_R14-en.pdf).

172.	Youth Declaration for Road Safety. Geneva: World Health Organization; 2007 (https://www.who.
int/roadsafety/week/activities/global/youth/declaration/en/).

173.	The Rome Declaration on Nutrition. Rome: Food and Agriculture Organization of the United 
Nations; 2014 (http://www.fao.org/resources/infographics/infographics-details/en/c/266118/).

174.	Addis Ababa Action Agenda of the Third International Conference on Financing for Development 
(Addis Ababa Action Agenda). The final text of the outcome document adopted at the Third 
International Conference on Financing for Development (Addis Ababa, Ethiopia, 13–16 July 
2015) and endorsed by the General Assembly in its resolution 69/313 of 27 July 2015. New York 
(NY); United Nations; 2015 (https://www.un.org/esa/ffd/wp-content/uploads/2015/08/AAAA_
Outcome.pdf).

175.	United Nations General Assembly Sixty-seventh session. Agenda item 123. Global health and 
foreign policy. New York (NY): United Nations; 2012 (A/67/L.36; https://ncdalliance.org/sites/
default/files/resource_files/Global%20Health%20and%20Foreign%20Policy%20resolution%20
2012_67th%20GA.pdf). 

176.	Council conclusions on closing health gaps within the EU through concerted action to promote 
healthy lifestyle behaviours. OJ C 359, 9.12.2011, p. 5–8 (https://eur-lex.europa.eu/LexUriServ/
LexUriServ.do?uri=OJ:C:2011:359:0005:0008:EN:PDF).

177.	Adelaide Statement on Health in All Policies. Geneva: World Health Organization; 2010 (https://
www.who.int/social_determinants/publications/countryaction/adelaide_statement_hiap/en/).

178.	Commission communication – solidarity in health: reducing health inequities in the EU. In: 
European Commission [website]. Brussels: European Commission; 2009 (https://ec.europa.eu/
health/social_determinants/policy/commission_communication_en). 

179.	Strategy on the health and well-being of men in the WHO European Region. Copenhagen: WHO 
Regional Office for Europe; 2018 (EUR/RC68/12; http://www.euro.who.int/__data/assets/pdf_
file/0003/378165/68wd12e_MensHealthStrategy_180480.pdf?ua=1). 





The WHO Regional
Office for Europe

The World Health Organization (WHO) is a specialized 
agency of the United Nations created in 1948 with 
the primary responsibility for international health 
matters and public health. The WHO Regional Office 
for Europe is one of six regional offices throughout the 
world, each with its own programme geared to the 
particular health conditions of the countries it serves.

Member States

Albania
Andorra
Armenia
Austria
Azerbaijan
Belarus
Belgium
Bosnia and Herzegovina
Bulgaria
Croatia
Cyprus
Czechia
Denmark
Estonia
Finland
France
Georgia
Germany
Greece
Hungary
Iceland
Ireland
Israel
Italy
Kazakhstan
Kyrgyzstan
Latvia
Lithuania
Luxembourg
Malta
Monaco
Montenegro
Netherlands
North Macedonia
Norway
Poland
Portugal
Republic of Moldova
Romania
Russian Federation
San Marino
Serbia
Slovakia
Slovenia
Spain
Sweden
Switzerland
Tajikistan
Turkey
Turkmenistan
Ukraine
United Kingdom
Uzbekistan

Original: English

World Health Organization Regional Office for Europe
UN City, Marmorvej 51, DK-2100 Copenhagen Ø, Denmark
Tel.: +45 45 33 70 00   Fax: +45 45 33 70 01 
Email: eurocontact@who.int
Website: www.euro.who.int


	Acknowledgements
	1. Introduction 
	1.1 Key arguments for a policy focus on health equity in the early years
	1.2 Pathways to inequities in child health 

	2. Evidence and policies
	2.1 Policies to address inequities in child health

	3. Limitations and future directions
	4. Member State commitments 
	5. Stakeholders and partners to reduce health inequities among children and adolescents
	6. Policy options
	7. Indicators
	References

