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EXECUTIVE SUMMARY

Every child deserves a fair chance. A chance to learn, grow, explore possibilities, 
persevere and achieve his or her potential. The Ounce of Prevention Fund believes 
that no child’s potential should be limited by poor health.

Yet many children in America, particularly children 
who live in poverty or are racial or ethnic minorities, 
face inequitable conditions that reduce their 
chances of leading healthy lives.2 These conditions 
lead to pronounced health disparities3—what we 
refer to as the health gap. This gap appears early 
in life and builds over time.4 Science suggests that 
adverse early life experiences—prenatally and in a 
child’s first years—can contribute to the health gap, 
leaving biological imprints on the developing child 
that can have strong and lasting effects.5 

Research on the health consequences of early 
life adversity raises the question: What are the 
foundations that children need, prenatally and 
in the first five years, to prevent chronic disease 
and build sound health throughout their lives? 
Child development experts say those foundations 
are nurturing relationships, safe and secure 
environments, access to nutrition, and health-
promoting behaviors.6 And they are no less 
essential to preventing disease than quality  
medical care.

What’s more, good health in early childhood is 
an essential component of school readiness. The 
benefits of health and learning are mutually- 

reinforcing: A healthy child is less likely to miss 
school and is better able to concentrate and 
process information in class, and the skills the 
child acquires in school often pay off in mental and 
physical health benefits down the road.7 For these 
reasons, we join the National Institute for Early 
Education Research in encouraging a definition 
of good health that “includes cognitive ability, 
a low likelihood of engaging in risky behaviors, 
mental stability, and positive social-emotional 
development,”8 all of which are fostered by 
enriching early learning experiences. 

Here we summarize the latest research on 
what children need to get a healthy start at life. 
The good news is, research now directs us to a 
critical strategy in narrowing the health gap and 
giving all children a strong chance at a healthy 
future: We can ensure that every child has access 
to high-quality early childhood education and 
development programs. We offer policy and 
practice recommendations aimed at increasing 
the impact of these programs on children’s health 
and improving coordination and integration across 
systems that touch the lives of vulnerable young 
children and their families.

Permission to reproduce, disseminate, or otherwise use information from this publication is granted so long as appropriate attribution is given. 
Suggested attribution: Start Early To Build A Healthy Future: The Research Linking Early Learning and Health. Ounce of Prevention Fund, 2014.

Because after all, good health doesn’t simply start in a pediatrician’s office—it is nurtured in 
homes, classrooms and playgrounds, and we all have a role to play in helping every child reach 
his or her potential for a lifetime of health.
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CHILDREN IN POVERTY FACE A HEALTH GAP

While much attention and effort have been directed 
at addressing the widening achievement gap in the 
United States, children growing up in poverty face 
an equally pervasive and related health gap: By 
and large, they have markedly worse health than 
their higher-income peers.9 This health gap appears 
early in life and grows larger over time,10 affecting 
the potential for children in poverty to lead lives 
unfettered by illness or injury. Children in poor 
families are almost five times more likely than their 
higher-income peers to be in “less than optimal 
health.”11 Health inequities exist along a gradient, 
with the poorest families most likely to experience 
the worst health.12 Indeed, life expectancy 
decreases and diseases become more common the 
further you descend on the socioeconomic scale.13 

Forty-nine percent of American children under 
three and 48% of those between age 3 and age 
5 live in poverty or near-poverty.14 All told, this 
means that 11.5 million children under age 615 face 
heightened risk of adverse health in their lives. 
These children receive fewer vaccinations and 
experience higher incidences of childhood injury, 
chronic disease, suppressed immune systems, and 
cognitive and behavioral challenges.16 And while 
most children in low-income families are white, 
black and Hispanic children are disproportionately 
likely to live in poverty or near-poverty, at more 
than twice the rate of their white peers.17 What’s 
more, many children who are racial or ethnic 
minorities face the added health burden of past 

and present discrimination,18 contributing to 
profound inequities in many health outcomes and 
access to health services.19 Socioeconomic, racial 
and ethnic health disparities in the development 
of chronic diseases are often already present by 
the time children are preschool age20 and persist 
throughout their lives.21 Children under age 5 are 
the most racially and ethnically diverse age cohort 
in the United States22 and the most likely age group 
to live in low-income households,23 heightening the 
need to start at the very beginning in addressing 
the health gap so that all children might have a fair 
chance at a healthy life.

To overcome the health disparities facing our 
country’s youngest citizens, we must first understand 
the factors that contribute to these disparities—and 
how it is that early childhood adversity can lead to 
poorer health over a lifespan.    

Children in poor families are 
almost five times more likely than 

their higher-income peers to 
be in “less than optimal health.”
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UNDERSTANDING THE HEALTH GAP: THE SCIENCE OF EARLY 
CHILDHOOD DEVELOPMENT

Even before birth, many factors converge that 
will profoundly influence a child’s lifelong health. 
Cutting-edge research on the developmental 
biology of early childhood increasingly makes the 
case that early life experiences—prenatally and in a 
child’s first years—leave biological imprints on the 
developing child, which can have strong and lasting 
effects.24 As the Robert Wood Johnson Foundation 
aptly puts it, the early years “set us on paths leading 
toward—or away from—good health.”25 The Center 
on the Developing Child at Harvard University uses 
a similar metaphor, that of experiences becoming 
“built into children’s bodies,”26 affecting the ways 
our bodies grow, develop and respond to stress. 

Over the last century, child development experts 
debated whether a child’s life outcomes were 
largely determined by the child’s nature—inherited 
characteristics such as genes—or nurture—the 
circumstances of the child’s life and environment. 
Yet recent findings from the field of epigenetics, 
the study of how factors such as environment 
and experience influence gene expression, reveal 
that our understanding of young children’s 
development has moved far beyond the old  
nature-nurture debate.

Research suggests that early experiences and 
environments interact with biology to trigger 
gene expression during gestation, throughout 
childhood and into adulthood.27 According to the 

Center on the Developing Child, “Our genes contain 
instructions that tell our bodies how to work, but 
the environment leaves a ‘signature’ on the genes 
that authorizes or prevents those instructions from 
being carried out—or even speeds up or slows 
down genetic activity.”28 Epidemiological analysis of 
patterns of chronic illness in adulthood shows that 
the developmental origins of disease can appear in 
the early years, with children who experience early 
life adversity at increased risk of various diseases 
throughout life.29 

Put simply, early experiences, for better or worse, 
can embed themselves in the developing bodies 
of young children.30 Research suggests that there 
are two ways that adverse experiences “get under 
the skin”31: through the accumulation of physical 
and psychological stress over time, or through 
heightened activation of the stress-response 
system during sensitive periods of development 
such as early childhood.32 Leading child 
development experts J. P. Shonkoff, W. T. Boyce, and 
B. S. McEwen divide the physiological experience of 
stress in early childhood into three categories:

• Positive stress, which is short-lived, occurs 
through the course of normative life experiences 
such as immunizations and can promote 
healthy development if a child is supported by   
responsive relationships. 

• Tolerable stress, which is triggered by more 
intense events such as a natural disaster but is 
not long-lasting and is experienced in the context 
of supportive caregiving.

• Toxic stress, which is the frequent or long-
lasting activation of the body’s stress-response 
system. However, in many instances, responsive 
caregiving may cushion a child against the  
adverse experiences.33

The Adverse Childhood Experiences Study 
examined the impact of very stressful early 
childhood experiences on adults’ overall health. 
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More than 17,000 adult participants undergoing 
a comprehensive medical examination agreed to 
participate, sharing detailed information about 
their childhood exposures to several categories 
of adversity, such as maltreatment, neglect, 
food insecurity or family mental illness. The 
study showed a strong relationship between 
adverse early experiences and adult health,with 
health problems increasing along a gradient as 
the number of adverse childhood experiences 
increased.34 Participants who had frequent or 
intense stressful experiences in early childhood 
were significantly more likely to develop 
cardiovascular disease, diabetes, cancer and 
depression, and to use tobacco, illicit drugs and 
alcohol.35 They were also more likely to report 
that they had become pregnant in adolescence, that 
their first pregnancy had resulted in miscarriage 
and that they had developed long-term psychosocial 
problems.36 Conversely, childhood family 
strengths—such as family closeness, support, 
loyalty and responsiveness to health needs—were 
found to foster resiliency, with a strong, protective 
effect against negative outcomes.37

While toxic stress affects families at all income 
levels, many low-income families face challenging 
circumstances that place them at risk of sustained 
stress and poor health throughout their lives. 

Often called social determinants of health, these 
are defined by the Centers for Disease Control and 

Prevention and the World Health Organization as 
“the circumstances in which people are born, grow 
up, live, work, and age, as well as the systems put in 
place to deal with illness.”38 On the following page, 
we describe some of these social determinants 
of health that place young children in low-income 
households—as well as children who are racial and 
ethnic minorities—at increased risk for negative 
health outcomes. 

The growing evidence on the lasting effects of 
early childhood experiences and environments on 
long-term health raises the question: What are the 
cornerstones that children need in the early years 
to build sound health throughout their lives? Child 
development experts have an answer: They have 
identified four “foundations of health,”39 detailed 
in the next section.    

Early experiences, for better or for 
worse, can embed themselves in the 
developing bodies of young children.

As the number of ACEs (Adverse Childhood
Experiences) increases, so does the risk for
negative health outcomes.

RISK
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SOCIAL DETERMINANTS OF HEALTH
Evidence increasingly shows that our early experiences and environments can have strong 
and lasting effects on our lifetime health. As the Robert Wood Johnson Foundation’s 
nonpartisan, interdisciplinary Commission to Build a Healthier America put it in a commission 
report, “Where we live, learn, work and play can have a greater impact on how long and 
well we live than medical care. Our zip code may be more important to our health than our 
genetic code.”40 The following are some examples of social determinants of health faced by 
many young children in low-income households and communities: 

Food Insecurity
More than one in five households with children are food insecure.41 The consequences of food 
insecurity can last a lifetime: Children who do not have adequate nutrition in the early years are more 
susceptible to illness, chronic health conditions, and cognitive and behavioral issues.42 Some of the 
same conditions that place children in poverty at higher risk for hunger also increase the likelihood 
that they consume high-calorie and nutrient-poor food, which can lead to childhood obesity.43 In some 
low-income neighborhoods called food deserts, residents have few supermarkets where families 
can purchase affordable, nutritious food.44 Hispanic and black children are particularly vulnerable: 
Disparities in nutrition and obesity rates are already present by the time they are preschool age.45 

Housing Instability and Homelessness
One in 45 US children experiences homelessness each year—1.6 million children in all.46 Families with 
young children are one of the fastest-growing groups facing homelessness,47 and the National Center 
on Family Homelessness estimates that 42% of homeless children are 6 years or younger.48 What’s 
more, pregnancy is a risk factor for homelessness among low-income families.49 Young children who 
are homeless are more likely than children who are not homeless to experience hunger, poor mental 
and physical health and chronic health problems, and to have greater difficulty accessing medical and 
dental care and other supportive services.50 

Poor Environmental Quality
Because their bodies are rapidly developing, young children are particularly sensitive to 
environmental toxins.51 Diseases such as lead poisoning, lung cancer, mesothelioma and asthma are 
frequently linked to environmental exposures children encounter in their homes and communities.52 
Immunology research finds that environmental factors such as pollution may interact with chronic 
stress to worsen children’s symptoms.53 Some of the most common chronic health conditions linked 
to environmental exposures occur at higher rates among children who are ethnic or racial minorities 
or are living in low-income communities; for instance, asthma and lead exposure rates are higher 
among children living in poverty or near-poverty, and rates are also higher among black and Hispanic 
children, even after controlling for socioeconomic status.54

Limited Health Literacy
Many parents have limited health literacy, the “ability to obtain, process, and understand basic health 
information and services needed to make appropriate health decisions.”55 A nationally representative 
study of US parents found that at least 1 in 4 have limited health literacy, which has been linked to 
disparities in young children’s own health literacy, health outcomes and health-promoting behaviors.56 
For one example, research shows a strong link between mothers’ oral health knowledge and children’s 
oral health status, with children of mothers with low oral health knowledge at much higher risk of 
dental caries (tooth decay).57 
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FOUNDATIONS OF HEALTH

Leading researchers from the Center on the Developing Child at Harvard University and 
the Women and Children’s Health Policy Center at Johns Hopkins University have collaboratively 
identified four foundations of health that buffer young children against adverse childhood 
experiences,58 allowing their bodies and brains to develop without the lasting effects of toxic 
stress. These four foundations that all children need to thrive are stable and responsive 
relationships, safe and secure environments, nutrition and health-promoting behaviors.59 

Stable and Responsive Relationships

According to a report by the Robert Wood Johnson Foundation’s Commission to Build a Healthier 
America, “While much emphasis has been placed on the foundational importance of the early years 
for later success in school and the workplace, we are convinced that an environment of supportive 
relationships is also the key to lifelong physical and mental health.”60 Secure attachments with caregivers 
affect young children’s ability to form relationships and regulate emotions.61 Stable, responsive 
relationships support young children’s social-emotional health, helping them develop skills such as 
trust, compassion, cooperation and self-soothing.62 According to a literature review by researchers from 
Johns Hopkins,63 stable and responsive relationships help build up children’s neuroendocrine,64 stress 
regulatory,65 inflammatory,66 and immune systems.67 The healthy development of these bodily systems 
is necessary to reduce the risk of chronic health problems, including respiratory or cardiovascular 
disease.68 

Safe and Secure Environments

As young children grow, their exposure to different environments expands—from the prenatal 
environment to the home, school, community and beyond. The safety and security of their environments 
at every level have strong implications for their health throughout their lives. The need for safe and 
secure environments begins prenatally—for instance, children whose mothers smoke tobacco or live 
in very stressful environments during pregnancy are more likely to be born with low birth weight, a 
significant risk for chronic diseases such as coronary heart disease, hypertension and diabetes.69

Nutrition

A healthy diet fuels learning, growth and development and staves off obesity and disease.70 Nutritional 
interventions for young children have been shown to promote growth and development across every 
domain.71 Undernourishment in early life, on the other hand, has been associated with higher risks for 
hypertension, insulin resistance and heart disease,72 and may play a key role in the development of 
osteoporosis, autoimmune diseases, diabetes and cancer.73 And childhood obesity raises children’s risks 
of developing heart disease, high blood pressure, cancer and asthma.74 

Health-Promoting Behaviors

Early learning about health-promoting behaviors helps young children establish routines that lead to 
healthier choices throughout life.75 Young children are developing the ability to create causal theories 
about how things happen, as evidenced by their perpetual question, “Why?”76 Child psychologist Alison 
Gopnik cites studies showing that 2- and 3-year-olds can develop causal explanations of health, including 
an understanding that illness is caused by invisible germs and that, “He needs more to eat because he is 
growing long arms.”77 Caregivers can help young children develop healthy behaviors by engaging their 
curiosity and budding independence, providing them with healthy choices and explaining why healthy 
behaviors are important.  
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THE LINK BETWEEN EARLY LEARNING AND HEALTH 

In addition to the four foundations of health, research shows that there is another critical 
factor that significantly affects children’s chances at leading healthy lives: enriching early 
learning experiences. 

In the early years, learning opportunities help 
children develop the cognitive, social, emotional and 
behavioral skills, as well as the neural connections 
that allow them to make decisions, control impulses, 
interpret social cues and build strong bonds with 
others—promoting health over the lifespan.

A large body of evidence links learning to lifetime 
health, even above and beyond the secondary 
health benefits of education, such as increased 
earnings.78 A young child’s health needs are tightly 
coupled to the child’s developmental needs, since 
learning and health are mutually reinforcing. A 
healthy child is less likely to miss school and is 
better able to concentrate and process information 
in class, and the skills he or she acquires in school 
often pay off in mental and physical health benefits 
down the road.79 Hence, good health is a crucial 
component of school readiness.

The strong link between young children’s learning 
and health has led to exciting new alliances 
between health care practitioners, educators and 
families. Acknowledging the critical importance 
of the first five years and the “interplay of health 
and development,”80 the American Academy of 
Pediatrics (AAP) released a policy statement in June 
2014 declaring language and literacy promotion 
“an essential component of primary care pediatric 
practice.”81 It recommends that pediatric providers 
advise parents about the importance of reading with 
their children from birth to at least school entry. It 
also cites multiple studies that find when pediatric 
practitioners counsel parents on the importance 
of reading aloud with their children and provide 

strategies for doing so effectively, families read more 
with their children; have “more opportunities to 
facilitate the safe, stable and nurturing relationships 
associated with long-term academic success and 
health”;82 the language, literacy and school readiness 
skills of their children improve; and their children 
engage in less passive or solitary screen-watching time.  

In addition to early literacy and language, executive 
function is another group of skills developed in 
early childhood, enabling a child to focus, multitask, 
make decisions, think flexibly and handle anxiety 
or frustration.83 Strong executive function skills 
have been linked to positive health outcomes 
throughout life, including better physical health in 
adulthood and a reduced likelihood of engaging in 
unhealthy behaviors such as overeating, smoking 
or substance use.84 

ENRICHING EARLY
LEARNING

NUTRITION

STABLE & RESPONSIVE
RELATIONSHIPS

HEALTH-PROMOTING
BEHAVIORS

SAFE & SECURE
ENVIRONMENTS

CHILD HEALTH

ENRICHING EARLY LEARNING HELPS 
BUILD FOUNDATION FOR GOOD HEALTH

A young child’s health needs are 
tightly coupled to the child’s 

developmental needs, since learning 
and health are mutually reinforcing.

Adapted from the Center on the Developing Child at Harvard University 
(2010). “The Foundations of Lifelong Health are Built in Early Childhood.”
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As emerging research establishes the critical 
importance of skills such as these that are 
unmeasured by academic assessments—what 
Nobel laureate economist James Heckman and 
author Paul Tough call “character skills”85—the 
early childhood field is piloting new ways to 
comprehensively measure these skills, and 
developing and evaluating innovative ways to 
support them. Several early learning interventions 
have been shown to help young children develop 
these crucial noncognitive and executive function 
skills,86 often focusing on a child’s ability to control 
impulsive behavior and set goals in learning and 
social interactions.87 

These examples illustrate some of the fundamental 
ways that early learning helps to build a child’s 
brain, constructing neural pathways and 
strengthening skills that promote healthy behaviors 
throughout life. We join the National Institute 
for Early Education Research in encouraging a 
definition of good health that “includes cognitive 
ability, a low likelihood of engaging in risky 
behaviors, mental stability, and positive social-
emotional development”88—all of which are 
fostered by enriching early learning experiences.   
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EARLY EDUCATION PROGRAMS: SUPPORTING THE FOUNDATIONS

Because positive and negative early experiences have such a powerful impact on health 
and development, high-quality early education programs take a “whole-child” approach, 
supporting each of the foundations of health. Here are some examples of how.

Stable and Responsive Relationships  

• A large body of research shows that children in the early years learn best within the context of nurturing 
relationships.90 Building on this research, best practice in early education programs involves positive 
and emotionally supportive interactions between teachers and children.91 Early educators facilitate 
learning when they are responsive, respectful and sensitive to students and communicate pleasure in 
interactions and regard for children’s ideas and perspectives.92 One way early education programs foster 
the development of such strong and trusting relationships and supportive interactions is by providing 
continuity of care, in which children stay with the same teacher over time.93 

• Home visiting programs have historically placed strong emphasis on supporting parents as children’s first 
nurturers. Evidence-based home visiting programs offer intensive, relationship-based services, built on 
research that shows that the supportive relationships home visitors build with parents directly influence  
the nature of the parents’ relationships with their children.94 For example, parents participating in home 
visiting programs have demonstrated increased positive interactions with their children,95 with fewer 
instances of child maltreatment and neglect.96 

Safe and Secure Environments 

• Early education programs have long recognized the importance of safe and secure environments to  
young children’s health and development. Urie Bronfenbrenner, the renowned developmental psychologist 
who helped plan the national Head Start program, famously offered an “ecological model” that underscores 
the role children’s contexts—their relationships, homes, schools, communities and societies—play in 
shaping their well-being.97 To build a sense of security and continuity between school and home, many 
quality, center-based early childhood programs engage and include family members in day-to-day  
program activities, provide intensive family-support services and regular home visits and maintain  
rigorous health and safety standards. 

• Home visiting programs help parents learn how to create safer and healthier home environments. For 
example, research shows that some evidence-based home visiting programs may reduce mothers’ smoking 
throughout their pregnancies,98 improving the prenatal environment and, potentially, birth outcomes. 

Nutrition 

• Home visiting programs have been shown to encourage dietary improvements among pregnant mothers 
and to increase their enrollment in the Special Supplementary Nutrition Program for Women, Infants,  
and Children,99 with beneficial implications for the health of both mother and child. Home visiting  
programs can also help support breastfeeding or explain its benefits to future mothers, and research  
links participation in home visiting programs with higher rates of breastfeeding.100 

Health-Promoting Behaviors 

• Early childhood educators have the opportunity to teach children myriad healthy habits, including how 
to eat a balanced diet, exercise, brush their teeth, have good hygiene and moderate time spent looking 
at television and digital media to ensure it is enriching and developmentally appropriate. A recent study 
discovered that preschoolers who were read storybooks illustrating nutrition-related concepts were more 
likely to voluntarily consume vegetables and be able to explain the importance of eating healthy foods,101 
demonstrating the promise of teaching health concepts to young children in a kid-friendly way. 

• Studies document that high-quality, center-based early education programs increase access to physical, 
developmental,102 oral,103 social-emotional and behavioral health screenings.104 They also can facilitate linkages 
to a medical or dental home designed to provide comprehensive, coordinated and continuous care. 105   
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THE EVIDENCE: HIGH-QUALITY EARLY CHILDHOOD PROGRAMS LINKED TO 
POSITIVE HEALTH OUTCOMES

Because high-quality early childhood programs 
support the foundations of health, one would 
expect that they pay off in health benefits for years 
to come. Indeed, findings from several landmark 
studies of high-quality early education and home 
visiting programs have linked participation in 
these programs to a variety of health benefits 
for participants throughout childhood and into 
adulthood, detailed on the following pages. These 

findings are from some of the most rigorous 
studies in the early childhood field to date, 
including evaluations of five early childhood 
interventions: the High/Scope Perry Preschool 
Program, the Carolina Abecedarian Project, the 
Nurse-Family Partnership, the federal Head Start 
program and the Chicago Child-Parent Center 
Education Program (summaries of the evaluations 
of these programs are in the Appendix). 
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RESEARCH LINKING COMPREHENSIVE, HIGH-QUALITY EARLY 
EDUCATION & HOME VISITING TO HEALTH

 
PERINATAL HEALTH OUTCOMES * 
 Improved health during pregnancy, childbirth and the postnatal period

 • Dietary improvements during pregnancy106

 • Increased social support during pregnancy and childbirth107

 • Lower rates of cesarean delivery108

 • Shorter length of labor109

 • Increased spacing between pregnancies110

 • Lower incidence of maternal depression111

 • Higher rates of breastfeeding112

 
CHILD HEALTH OUTCOMES * 
 Improved physical health

 • Better birth outcomes113

 • Lower rates of overweight/obesity114 and lower body mass index (BMI)115

 • Increased rates of age-appropriate physical health and developmental screenings,116    
  including sensory screenings for hearing and vision117

 • Increased access to age-appropriate immunizations118

 • Lower rates of injury119

 • Lower rates of maltreatment and neglect120

 • Less emergency hospital care121

 • Reduced child mortality122

 • Fewer teen births123 

 Improved oral health

 • Increased access to oral health screenings124

 • Increased access to dental care125

 Improved social-emotional, mental and behavioral health

 • More likely to receive screening for attention deficit disorder126

 • Better classroom and interpersonal conduct127

 • Higher scores on measures of social-emotional development128

 • Fewer behavior problems129

 • Lower rates of delinquency130

 Increased engagement in health-promoting behaviors 

 • More likely to be physically active131

 • More likely to consume nutritious meals132

 • Lower rates of cigarette, alcohol or marijuana use at age 12133

 

     * as compared with randomized control group or comparison group 
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LONG-TERM HEALTH OUTCOMES IN ADULTHOOD*
 Improved physical health

 • Reduced risk of coronary heart disease134

 • Lower rates of prehypertension135

 • Lower incidences of hypertension (among male participants)136

 • Lower systolic and diastolic blood pressure (among male participants)137

 • Higher levels of “good” HDL cholesterol (among male participants)138

 • Reduced likelihood of having a combination of hypertension and obesity  
  (among male participants)139

 • Reduced incidence of metabolic syndrome (among male participants)140

 • Lower rates of abdominal obesity (among female participants)141

 • Better self-reported health142 

 Improved mental health 
 • Fewer depressive symptoms143

 
 Increased engagement in health-promoting behaviors

 • Lower rates144 and delayed onset145 of marijuana use
 • Lower rates of hard drug use146

 • Lower rates147 and delayed onset148 of smoking 
 • Lower rates of drug or alcohol treatment149

 • More likely to engage in physical activity (among female participants)150

 • More likely to eat nutritious food (among female participants)151

    * as compared with randomized control group or comparison group 
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TO BUILD A HEALTHY FUTURE, START SMALL—AND EARLY

As evidence increasingly illuminates the links between childhood experiences in the first 
five years and later life health outcomes, voices from early childhood, health and allied 
fields unite in calling for greater access to quality early education, particularly for our 
youngest and most vulnerable children. 

The demonstrated potential of these programs 
to improve health led the Robert Wood Johnson 
Foundation’s Commission to Build a Healthier 
America to recommend “investing in America’s 
youngest children”—including high-quality early 
childhood programs, family-support programs and 
early childhood research and evaluation—as one of 
its three main strategies to achieve better health for 
all Americans.152 Likewise, the Academic Pediatric 
Association and the American Academy of Pediatrics, 
in a 2013 report, recommended high-quality, 
affordable early education and care for low-income 
families as essential strategies to mitigate the effects 
of poverty on children’s health.153 According to their 
report:

“The clearest evidence for interventions that 
alleviate the effects of poverty on children 
and give them a chance at productive lives 
is in early childhood. We support free high 
quality pre-kindergarten for all 3-and 4-year-
old poor and near poor children; improving and 
expanding Head Start and Early Head Start, 
as well as other innovative models starting at 
birth; evidence-based home visiting programs 
for all poor children; and evidence-based 
interventions in pediatric primary care. We also 
support high quality affordable child care.”154 

In recent years, policymakers at the state and federal 
levels have elevated the important role of early 
childhood programs in improving health, education 
and employment outcomes for the most vulnerable 
children and families. Political will has continued to 
shift in favor of investing in early childhood programs 
that offer comprehensive supports for our youngest 
children and their families. Ongoing national efforts 
include statutory and regulatory changes to policies 
governing early childhood programs that support 

healthy development and well-being for children 
enrolled in publicly funded programs. 

Yet despite these recent policy opportunities that 
support early childhood, many young children 
still lack access to high-quality care that provides 
the comprehensive supports they need to grow 
up healthy. More than two out of every three low-
income 4-year-olds in home-based child care are 
in a setting rated as low quality, according to the 
National Center for Education Statistics.155 And 
more than half a million 3- and 4-year-olds— 
42% of those enrolled—attend early childhood 
programs that meet fewer than half of the quality 
benchmarks identified by the National Institute for 
Early Education Research.156 

For infants and toddlers, the situation is even 
more dire. According to the Robert Wood Johnson 
Foundation’s estimates, “Only one of every nine 
children under age 3 who are eligible for federally 
supported developmental and care services 
actually receives them—leaving 4.8 million infants 
and toddlers in low-income families with unmet 
needs.”157 While high-quality early interventions 
have repeatedly proven to be sound investments 
with strong and lasting impacts on children’s 
health, particularly among children in poverty, too 
few little ones have access—especially those who 
stand to benefit the most.  

High-quality early education programs 
have repeatedly proven to be sound 

investments with lasting health 
benefits - yet too few low-income 

children have access.
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RECOMMENDATIONS FOR EARLY EDUCATION AND HEALTH CARE 
POLICY AND PRACTICE

In the context of a changing health care landscape that places increasing emphasis on 
disease prevention and health promotion—on keeping people healthy and thereby 
reducing the need for costly treatments later in life—early childhood programs have 
an opportunity to play a larger part. 

The logic is compelling: Rather than pay later for 
disease treatment and diminished productivity 
due to health problems, why not invest from the 
very beginning in programs that protect young 
children against preventable disease, disability 
or injury? While outside of the traditional health 
care system, quality early education programs do 
more than promote cognitive and social-emotional 
development and academic achievement—they 
demonstrably improve the health of children and 
families. And by developing strong linkages with 
community health providers, these programs 
can increase the likelihood that no child misses 
opportunities to learn or develop socially due 
to ailments that could have been prevented or 
successfully managed through early detection  
and responsive intervention. 

Several organizations—including the Robert 
Wood Johnson Foundation’s Commission to Build 
a Healthier America, the Academic Pediatric 
Association, the American Academy of Pediatrics, 

and the Alliance for Early Success—are working 
to advance a shared health and early education 
policy agenda. We join these organizations in 
calling for increased investment in high-quality 
early childhood and family-support programs, as 
well as for greater coordination and integration 
across systems that touch the lives of vulnerable 
young children and their families. In the following 
pages, we offer some policy, practice, funding and 
research recommendations to bring us closer to 
achieving our vision of a healthy start for all.

SERVICES
FOR CHILDREN
WITH SPECIAL
HEALTH CARE

NEEDS AND/OR
DISABILITIES

FAMILY
HEALTH

LITERACY

SERVICES TO
PREGNANT

WOMEN
& EXPECTANT

FAMILIES

MENTAL
HEALTH

NUTRITION 
& PHYSICAL

ACTIVITY

SANITATION
& HYGIENE

SAFETY &
INJURY

PREVENTION

PHYSICAL
HEALTH

ORAL
HEALTH

EARLY EDUCATION LINKS CHILDREN 
WITH HEALTH SERVICES THAT PROMOTE 

SCHOOL READINESS

Adapted from the Office of Head Start’s online tool, “Making the Link Between 
Health and School Readiness.” Available at http://eclkc.ohs.acf.hhs.gov/hslc/tta-
system/health/center/link-between/docs/link-health-and-school-readiness.pdf
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DIRECT HEALTH RESOURCES TO THE YOUNGEST AND MOST VULNERABLE CHILDREN FROM 
THE PRENATAL PERIOD TO AGE FIVE. 

Ensure that young children and their families, particularly those facing poverty and other stressors,  
have access to comprehensive, high-quality early childhood education, home visiting and health care 
services. Comprehensive care includes: 

• Early education that provides enriching early learning experiences and supports all four foundations of 
health—safe and secure environments, good nutrition, nurturing relationships and health-promoting 
behaviors.

• Effective perinatal services for expectant and new mothers, including medical and mental health care, oral 
health care and home visiting.

• Coordinated, preventive health care and developmental services for young children, such as screenings, 
immunizations, well-child visits, mental health services, and early intervention services for children with 
developmental delays or disabilities.

IMPLEMENT EFFECTIVE AND EVIDENCED-BASED PRACTICES THAT MEET YOUNG CHILDREN’S 
COMPREHENSIVE NEEDS IN BOTH EARLY EDUCATION AND HEALTH CARE SETTINGS. 

Early educators and health care practitioners have unique and critical roles to play in ensuring 
young children’s health. And both fields have their own approaches to, vocabulary for describing and 
challenges to implementing quality practice. Yet the philosophical underpinnings of many of their 
quality practice standards are similar. For instance, both early educators and pediatric primary health 
care professionals emphasize:

• Timely and developmentally appropriate screenings, assessments, referrals and response. Quality practice 
in both early education and health care should involve the coordination of early learning, health care, early 
intervention and family-support services to ensure that young children receive timely, valid and developmentally 
appropriate screenings and assessments. Practitioners must also follow through on necessary referrals for more 
in-depth evaluation, services and supports.158 

• Building trusting relationships with families. To meet standards of best practice, both fields must respect 
parents’ central role in nurturing young children’s health and well-being and work in partnership with families to 
meet children’s holistic health and developmental needs in a culturally competent fashion.

• Continuous care. Early educators must strive to provide continuity of care in early education in order to build 
strong relationships between early childhood practitioners, the children in their care and their families, and 
to more effectively track children’s development. And practitioners in both the early childhood education and 
health care fields must work together to link young children in their care to a medical home in order to ensure 
that their health care is “accessible, family-centered, compassionate, comprehensive, continuous, coordinated, 
and culturally effective.”159

• Understanding multiple systems of support and care. Higher education and professional development in both 
fields should deepen practitioners’ understanding of other systems that touch the lives of families. 

• Individualized care. Maintaining low student-staff ratios in early education and optimal patient-practitioner 
caseloads in health care is essential to ensuring that practitioners can deliver high-quality interactions, 
individualized care and the best outcomes. 

• Innovations and continuous improvement. Best practice in both fields must continuously seek innovations and 
improvements to policy and practice, informed by the latest science.
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INVEST IN SYSTEMS TO SUPPORT HIGH-QUALITY AND EFFECTIVE SERVICES IN EARLY 
CHILDHOOD AND HEALTH CARE SETTINGS.

• Provide ongoing opportunities for quality professional development, monitoring, evaluation, technical 
assistance and consultation to health care and early education providers. 

• Ensure that medical providers for young children and expectant mothers are well-versed in early childhood 
development and in early childhood systems. 

• Support early childhood educators in understanding young children’s medical needs and available services; 
in addition, as health care in the United States undergoes historic reforms, support early childhood providers 
in understanding the changes to health-insurance eligibility and enrollment and how these changes impact the 
young children in their care and the families they serve. 

BUILD CROSS-SECTOR COLLABORATION TO SUPPORT YOUNG CHILDREN IN ACHIEVING 
GOOD HEALTH, BROADLY DEFINED TO INCLUDE CHILDREN’S INTERRELATED HEALTH AND 
DEVELOPMENTAL NEEDS. 

• Coordinate efforts between early education and health care systems to ensure that the young children and 
families in their care are linked to quality physical, mental and oral health care, early education and family 
support—recognizing the critical role of early education in promoting health and the equally vital role of 
good health in supporting learning. 

• Explore innovative health-financing models that incentivize efforts by medical and nonmedical providers to 
reduce disease by keeping people healthy in the first place, acknowledging the health-promoting benefits 
and savings generated by programs and professionals working outside of the medical system, such as 
early childhood educators and home visitors. 

• Create innovative models for coordinating care that facilitate linkages between health and early education 
providers. 

• Invest in data systems that help facilitate this collaboration and integration and keep track of health 
outcomes.
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EMBARK ON RESEARCH AND EVALUATION THAT EXPLORE THE LINK BETWEEN EARLY 
LEARNING AND HEALTH. 

Leading child development and public health experts, supported by the early childhood field’s research 
evidence, make a strong case for the health-promoting benefits of high-quality early education 
programs. Yet many evaluations of early childhood education programs still fail to assess health 
outcomes: for instance, almost no studies examine the effects of public preschool on children’s health.160 
And most longitudinal studies of early education programs have focused primarily on behavioral health 
outcomes, such as substance use, insurance coverage or engagement in risky behaviors, leaving gaps in 
knowledge about other potential health benefits of these programs, such as reducing chronic disease or 
strengthening protective factors and resilience for children and families. 

• Future studies should examine and record the full spectrum of health outcomes associated 
with early education programs, allowing for more accurate estimates of the programs’ health  
benefits and cost savings over the lifespan.   

• By closely tracking progress toward improving children’s health, research can inform continuous 
improvement and the development of innovative, health-focused interventions. 

These recommendations put forth a vision for a comprehensive approach to disease prevention and 
health promotion that takes into consideration the health and developmental needs of the “whole child.” A 
comprehensive, whole-child perspective acknowledges that supportive and enriching experiences in homes 
and early education classrooms are no less integral than care received in pediatricians’ offices in reducing 
young children’s risks of toxic stress, disease, injury, preventable disability and premature death and 
giving every child a fair chance at health. By holistically supporting young children in the critical first years, 
high-quality early childhood programs with an intentional focus on health have the potential to change 
the course of children’s lives. They have a powerful role to play in narrowing the health gap and elevating 
children’s chances at a healthy future from the very start.  
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APPENDIX: KEY EARLY EDUCATION RESEARCH STUDIES 

THE HIGH/SCOPE PERRY PRESCHOOL PROGRAM 

In 1962, researchers began following 123 high-risk 3- and 4-year-olds and their families in Ypsilanti, Michigan. 
Nearly 60 of those children were randomly assigned to the treatment group, which received a high-quality 
early learning program. The rest were assigned to the control group and received no preschool. The children’s 
progress was monitored in follow-up studies through adolescence, young adulthood and into middle age. In 
adulthood, in addition to myriad academic, social and employment benefits, program participants reported 
better health, lower rates of marijuana, tobacco or hard drug use and lower rates of drug or alcohol treatment 
than the control group.161 

THE CAROLINA ABECEDARIAN PROJECT 

Based in North Carolina, this study tracked 109 low-income families, 98% of whom were African-American. 
Study participants were randomly assigned to the treatment or control condition. The treatment group 
received full-time early learning services in an early childhood center from infancy to kindergarten entry, and 
the control group received no educational services. Children in the program received a nutritional diet and had 
primary pediatric care on site; children in the control group were provided free iron-fortified formula during 
the first 15 months of life. The children’s progress was monitored in follow-up studies at ages 12, 15 and 21. 
The follow-up studies found that, in addition to a variety of employment and social benefits, participants in 
the treatment group experienced fewer depressive symptoms162 and had lower rates and delayed initiation 
of marijuana163 and tobacco use164 in adulthood. In addition, a 2014 study found that former participants who 
attended the Abecedarian program had significantly better health in their mid-30s than the control group 
across many health outcomes.165 Male former participants of the Abecedarian program exhibited lower systolic 
and diastolic blood pressure, were less likely to have stage one hypertension, had higher levels of “good” HDL 
cholesterol, and none had metabolic syndrome, which is associated with increased heart disease, stroke and 
diabetes risk. Female former Abecedarian participants were less likely to have developed abdominal obesity 
or prehypertension.166 

THE NURSE-FAMILY PARTNERSHIP 

This home visitation program trains nurse home visitors to support low-income mothers to have a healthy 
pregnancy, while also working to strengthen the bonds between parent and infant and help mothers build 
economic self-sufficiency. Three rigorous randomized controlled trials evaluated the effectiveness of the 
program among diverse populations and in urban and rural settings. The studies found a variety of positive 
perinatal health outcomes among participating mothers, including dietary improvements during pregnancy,167 
increased social support during pregnancy and childbirth,168 increased spacing between pregnancies169 and 
better birth outcomes.170 One study found that among the mothers characterized as being at highest risk, 
during the first two years of their children’s lives, there were fewer verified cases of child abuse and neglect, 
and their children visited the emergency room less frequently than those in the comparison group.171 Another 
found that when nurse-visited young children were ages 25 to 48 months, they had fewer injuries, accidental 
ingestions, behavioral problems and visits to the emergency room than the comparison group.172 An additional 
follow-up study at age 12 found that program participants nurse-visited prenatally or as infants reported 
fewer internalizing disorders and less cigarette, alcohol and marijuana use than the comparison group;173 and 
another follow-up study at age 19 found that girls born to mothers in the program utilized Medicaid less than 
their comparable peers.174
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APPENDIX: KEY EARLY EDUCATION RESEARCH STUDIES 

HEAD START 

Since Head Start was established in 1965, a core program priority has been supporting a child’s health as well 
as learning, first by providing health services directly and now by linking children to health services in their 
communities.175 Head Start’s rigorous performance standards require programs to facilitate comprehensive, 
interdisciplinary services in the areas of physical and oral health, mental health, nutrition, environmental 
health and safety, education and parent involvement.176 And not only does Head Start support the health 
of participating children—true to its dual-generation focus, program standards include increasing parents’ 
health literacy and helping parents with mental health challenges to gain appropriate supports. Head Start 
has been linked to a variety of health outcomes, including increased child screening177 and immunization 
rates178 and receipt of dental care,179 protective effects against asthma, respiratory ailments and allergies,180 
and better self-reported health181 and decreased smoking in adulthood.182 The program has even been shown 
to reduce child mortality, particularly from causes that may have been prevented by the health component of 
the program, such as measles, diabetes and respiratory problems.183

CHICAGO CHILD-PARENT CENTER EDUCATION PROGRAM 

Rigorous longitudinal studies of the publicly funded Chicago Child-Parent Centers follow participants for as 
many as 25 years after they first attended the program as preschoolers.184 The studies followed 989 students 
enrolled in 20 Chicago Child-Parent Centers beginning at age 3 and a comparison group of 550 other eligible 
children the same age. Evaluations of the high-quality preschool program found that children who received 
early education with robust parent engagement showed strong social, academic and employment gains, 
as well as significant gains in health status and behavior, with higher health-insurance coverage (including 
private insurance) and lower rates of tobacco, alcohol and illegal substance use.
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