Policy approaches to helping children
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Poor housing, dangerous
neighborhoods

Lack of sanitation, clean water

Larger family size, household
crowding

Less nutritious foods,
malnutrition

Exposure to infectious diseases,
toxic metals, malaria

Lack of access to schools and
health care centers

High levels of maternal
depression

S



Risks start early and can get worse
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Range of child development interventions

A Early nutrition & health
programs

A Parenting programs
and family support

A Preschool and other
centerbased models

~ A Social sector and other
: broader approaches

T Conditional cash
transfer programs

T Unconditional cash
transfer programs

I Infrastructure
Improvements

I Living wage approach

Photo credit: Patrice Engle




Cash Transfers

AUnconditional cash transfer programs (UCT)

ACash transfers areonditionedwhen in addition to
satisfying a selection criteria, beneficiaries are
required to regularly undertake some pspecified
action

ACCT# Government programs that transfer cash to
poor families on the condition that those families
make investments in human capital, usually:

I Sending children to school regularly
I Taking children to regular health and nutrition checkups




CCTs incorporate multiple interventions
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CCT program benefits Parental characteristics = Parental behaviors
Improved ability to purchase
basic needs (food, shelter),
Increased parental and/or increased investment
investments in —r® in child’s future (e.g. purchase
Cash children of assets, support of
transfer: schooling) —r—» Improved
Increased )
financial Decreased emotional development
resources for B stress a1-1dfor — More nurturing, responsive, ) outcomes
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Fig. 52.1 Theoretical framework linlc_ing CCT programs with improved child devclopmcnt outcomes. Parental behaviors




Inconsistent effects of CCTs on childre

A Generally positive effects
I Birth weight, illness/morbidity, behavioral development

I Prenatal care, maternal depression, growth monitoring,
micronutrient supplementation, household food
consumption

A Mixed / subgroup effects
I Height, weight, cognitive/language development

I Presence of skilled birth attendant and receipt of childhooc
vaccinations

A No consistent effects

I Hemoglobin concentration




Me x I ¢ o Omortuidades

Children/adolescentsprenatal care, growthmonitoring, immunizations, management of
diarrhea and acute respiratory infections, aparasitic treatment




Study
design

506 Communities

320 Early Intervention

6695 Households

6311 Households
April 1998

3.55 year followup
Children 26 yrs old
from 1807 Households
N=1681 children

8-10 year followup
N=1093 Children
9-11 yrs old

Randomization

In 1997

186 Late Intervention

Eligibility
Census
SepNov, 1997

4029 Households

Oportunidades

Begins

3891 Households
November 1999

Survey
SepDec, 2003

Survey
SepDec, 2007

3.55 year followup
Children 26 yrs old
from 1203 Households
N=758 children

8-10 year followup
N=700 Children
9-11 yrs old

Fernald et al.The Lancet2008),The Lance2009)




Program effects on height and behavior
| Early(n=1065) | Late(n=687) _

Time randomized to receive treatment

Behavior problems score -0.09 (0.97) 0.13 (1.03)***
(p 0 priormed)

Note: pvalues for clusteadjustedt tests, p-value for behavior finding 6.0024
*Height-for-age findings significant for children of mothers with no education




At 810y . oCash& Cogn t Lang

Cumulative cash Other sig.vars
transfers,3 (95% CI

Heightfor-age zscore

Body mass index

Verbal performance
(WASI)

0.03 (0.01 to 0.05)**

0 (0.02 to 0.02)
0.73 (0.52 to 0.95)**

Cognitive performance 0.47 (0.24 to 0.70)**

(WASI)
Behavior problems

-0.03 €0.05 t0-0.01)**

Hhsize {), Water/electricity (+)
Indigenous0 = a&lCQRA

Asset index (+)

Hhsize ), Asset index (+),
a2i KSNRa SRdzO!I

Household size), Asset index
6b0ZE az2liKSNXa S

Indigenous <)

Coefficient is effect size for each outcome associated with increase in cash transfer of 10,000 pe
($926. NOTESAIl models include age dummies, gender, parental education, household ethnicity
andbaseline characteristics including househotomposition,water, electricity, animals, land
owned,homeasset index. ** <0.01. Robus?5% confidence intervals in brackets. N=1710.

Fernald Gertler Neufeld,The Lancef2009)



Me X I

C oredsicesthardrnal depression

Table 2 Treatment effect on depressive symptoms, unadjusted and adjusted for other covariates

- . - a
CES-D Scores Control Treatment Adjusted
Continuous (range) mean (SD) mean (SD) Effect (B)" (95% C1)*
Full depression scale (0-60) 18.7 (10.2) 16.9 (9.8) —-1.71 (=246 to —0.96)***
Depression subscales
Depressed affect/mood (0-15) 4.7 (4.0) 4.1 (3.7) —0.59 (—0.87 to —0.31)*%**
Lack of positive affect (0-12) 4.8 (2.9) 4.7 (3.0) —0.10 (—0.32 to 0.12)
Somatic symptoms (0-15) 4.7 (3.2) 4.0 (3.0} —0.59 (—0.84 to —0.34)***
Interpersonal relations (0-6) 1.4 (1.6) 1.3 (1.6) —-0.17 (—0.28 to —0.06)**
/ \
Dichotomous with cut-off / n (%) n (%N RR®
Depression score = 26 37 (26.8) 987 (19.5) 0.74 (0.67 to 0.83)***
Depression score = 16 40 (57.2) 2552 (50, 0.90 (0.84 to 0.95)***

“Adjusted for the following covariates: maternal age, educafion and head of household status and household ethnicity, crowding,

dependency ratio, wealth index, head of household occupation indices and state.

b Adjusted average treatment effect sizes are OLS regression coefficients (B) for the continuous scores.

“Adjusted relative risk estimates are Poisson regression coefficients for a dichotomous outcome based on a cut-off score.
dstandard errors for the estimates were adjusted for clustering at the community level.

P <2 0.05; P < 0.01; P < 0.001.




Me X1 co’ s CCTcortrs@ d u

A Lower cortisol in children living in
06 ) Oportunidadegommunities ,
& Comparison ocoaSEAO2Qa [/ ¢0 U

B Oportunidades

0.55 - communities without the CCT.

A Program effect significant only in
children of depressed mothers

0.45 - I Nondepressed mothers can
act as buffer to children,
protecting from poverty; or

I Children of depressed mothers
are more sensitive to context

0.5 1

0.4 -

0.35

Predicted salivary cortisol, log-transformed

0.3 ‘

Low High

Maternal depressive symptoms




Summary ofOportunidades& children

Adat N2 3 NJ YeonSitfoFa®ie€di ¢ o
I Better child behavior scores in all children at both time poin
I Greaterheightfor-age in children of moms with reducation
I Lower salivary cortisol in childreagpof depressed moms)
Ad/l I AaK STFSOGE¢ 006KAES O2y
requirements)
I Heightfor-age at 35yo and 810y.0.
I All cognitive and language function tests &y and 810y.0.
I Body mass index atSy.o., not later
|

" Behavior problems at-8yo and 810y.0.




Unintended consequences fadult obesity?

Adat N2 3 NJ YeonSitfoFa®iedi ¢ o
I Significantly lower prevalence of obesity and hypertension
I Significantly higher seteported ability in activities of
daily living
I Effect sizes are small
Ad/ I AaK STFSOGE O06KATS 02\
requirements)

I Increased conditional cash transfer to household
associated withncreaseBMI, obesity and hypertension

In adults I




Study objectives: CONAKED

To evaluate the effects of the CONAFE early
childhood stimulation program fd@portunidades
beneficiaries for:

w Nutritional status and health of children
w Cognitive, language, and so@motional development of children

To examine differences between program effects
GKSY SyNEfsty AY [ hb!
SYyO2dzN} ISR¢ @d LI NI A OA L.

To examine If the effects of CONABE differ in
communities classified as predominantly indigenou:
compared to noAndigenous




Conclusions about EI/Op

A Evaluation showed small, significant main effects, bu
were not robust to inclusion of covariates

A Significant and consistent positive effect for very
vulnerable children (those starting in lowest quintile
of cognitive performance)

A Educacionnicial Oportunidadesepresents
Innovative thinking and great opportunity to affect
child development

A Program could be strengthened for greater impact or
OKAf RNBYQa RSOUSt 2LIYSY




Pisofirme improves mental health & ECD

A Largescale Mexican
program to replace dirt
floors with cement ones

A Significant reductions in
maternal depression (2
points on CED) and
perceived stress (1.8 points
on perceived stress scale)

A Significant effects on growth
and child development
scores (e.g.-% more words
spoken in toddlers)




Living wage improves mental health

A Dominican Republic: Increase in
wages in Alt&raciafactory of
338% percent, to achieve living
wage

A Longitudinakesults (1 year later)
Compared with women who
were in a matched factory,
women in the AltaGraciafactory
had:

I 5 points (out of 60) lower on the
scale for depressive symptoms
(results significant while controlling
for all baseline variables).

I Increased expenditures on
groceries, clothes, home repair,
school fees




Mothers describe benefits of living wage

OWith asalariodigno[living
wageE. L R2y QiU f 23
anymore, as a mother,
wondering how | will make
ends meet. | would say Alta
Gracias the salvation for a lot
2F Y2U0KSNA ®E

G¢2 fADS RAIYATFA!
a bathroom inside; it means
being able to eat three times
a day; it means being able to
get an education and being
able to have your children get
education. A not dignified life
Ad y20 KFE@gAy3 |

Quote sourceAltaGraciawebsite




Conclusions and next questions

A Childrenin low- and middleincome countriesare not
performing at their optimal developmental potentiaécause
they are exposed to a wide range of risks, including maternal
depression.

A Broader approaches include conditional cash transfer
programs, promotion of living wage, microcredit, and
Infrastructure support

A For economic or structural approaches to be most successful
for improving child outcomes, however, they will probably
have to be paired with direct promotion of early child
development.




Thank you!

Contact information:

fernald@berkeley.edu
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