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analysis of the incidence of cerebral palsy in survivors,
enabling assessment of special health-care needs and
the potential burden to the health-care system and to
families.
Despite the encouraging decrease in the prevalence
of cerebral palsy reported by the SCPE group, which is
consistent with ﬁndings from our institution for infants
of less than 1000 g birthweight born between 2000 and
2002,7 there is no cause for complacency. Cerebral palsy
is associated with major disabilities: in the SCPE study,
35·2% of children with bilateral spastic cerebral palsy were
unable to walk and 23·5% of children had severe mental
retardation (ie, intelligence quotient <50). Furthermore,
both the SCPE study and data from the USA8 have
recorded an increase in the number of livebirths of very
low birthweight, which might lead to an increase in the
number of children with cerebral palsy. Therefore every
eﬀort needs to be invested in the prevention of preterm
birth and its associated brain injury.
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Early childhood development: the global challenge
See Perspectives page 21
See Series page 60
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In 1978, WHO and UNICEF made immunisation and
the prevention and control of endemic disease key
elements of primary health care and Health for All,
set up a new programme for the promotion of oral
rehydration therapy (ORT), and supported their
widespread adoption and promotion in developing
countries. Within 15 years, the practice of ORT had
multiplied exponentially, reaching all continents and
most countries of the world. By 1990, WHO estimated
that the number of children aged under 5 years who
died from diarrhoea and dehydration each year had
fallen from 5 million to 4 million. The expansion of
immunisation was saving a further 3 million, if not
more.1
Three Lancet papers, one in today’s issue and the
others in the following two issues,2–4 if taken seriously,
could have an impact hardly less dramatic. At least
200 million children aged under 5 years fail to reach
their potential in cognitive and socioemotional development, because of four causes: malnutrition that
leads to stunting, iodine and iron deﬁciency, and
inadequate stimulation in their ﬁrst 5 years of life.
This lost potential is preventable. There are eﬀective
and mostly low-cost actions that can be taken to

prevent the damage and remedy the deﬁciencies. Just
as with ORT (and immunisation, growth monitoring,
and the promotion of breastfeeding), the problem
is not the lack of knowledge about what to do but
the lack of professional and political commitment to
mobilise action on the scale required—and for poorer
communities in countries throughout the world.
The third paper in the series4 sets out the strategic
actions required: mobilise awareness, among parents
as well as professionals; implement interventions for
childhood development in infancy through families
and caregivers, particularly for disadvantaged children;
expand preschool education programmes, with components linked to health and nutrition; incorporate
early childhood development into existing services
and systems; and reach full coverage of programmes
to eliminate iodine and iron deﬁciency in all countries.
The call for such action is not to whistle in the wind.
This paper provides hard evidence from countries
in all regions of the world where such programmes
are successfully underway and at an aﬀordable cost.
Moreover, programmes of iodine and iron fortiﬁcation
have, since 1990, shown the possibilities for rapid
expansion, even in some of the poorest countries. In
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Panel: Child development priorities: Jim Grant’s ten
commandments6
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Articulate your vision with inspiring goals
Break goals down into doable, time-targeted actions
Demystify techniques and technologies
Generate and sustain political commitment
Mobilise a grand alliance of all social forces
Go to scale
Select your priorities and stick to them
Institute public monitoring and accountability
Ensure relevance to broader development goals
Unleash full potential of the UN

1990, less than a ﬁfth of households in developing
countries were using iodised salt; by 2000, the
proportion was about 70%.5
The ﬁrst and second papers2,3 review a mass of recent
material which leaves no doubt about the widespread
nature of the major causes of these failures in early
childhood development. They underline how any one
of these four deﬁciencies leads to a serious eﬀect on
childhood development. When two or more of the
deﬁciencies are found together, the combined impact is
even more severe. These two papers also draw attention
to related problems: malaria, violence and maternal
depression, diarrhoea, exposure to heavy metals, and
HIV/AIDS. These problems also cause severe setbacks
to childhood development no less serious than those
resulting from the basic four causes, although, as the
authors make clear, remedial actions for the others
are more diﬃcult to implement and less evidence is
available about costs and eﬀectiveness.
We can learn how to respond to the challenge today
by remembering the lessons of expanding ORT and
immunisation in the 1980s and 1990s. Jim Grant, the
legendary executive director of UNICEF, summarised the
approach in his ten commandments (panel).6
UNICEF working with WHO and many others—
governments, civil society, Christian, Islamic, and other
religious groups, and non-governmental organisations
such as the Rotarians—showed that applying these
principles on a global scale could achieve rapid results
in more than a hundred countries, rich and poor.
UNICEF described the results in the 1980s as a “child
survival and development revolution”.7 The bottom
line was that child deaths were reduced over the 1980s
from 15 million to 12 million a year, despite the fact
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that economically these years were a lost decade for
economic development in most of Latin America and
Africa.8
What is the chance that early childhood development
could experience a similar surge in awareness, commitment, and action over the next decade? The papers
in this Lancet series and the country examples show the
opportunities well. Whether they are seized will depend
on the response from key groups. These groups include
policymakers within countries and internationally.
Will they take up the challenge—and back up their
response with the necessary resources? Researchers
and academics also have a critical role. Will they give
new attention to the issues, provide the professional
leadership and guidance required, help document
experience, and explore outstanding research questions,
especially to identify low-cost approaches which can
be implemented by poor families and communities?
Another key group is the medical and public-health
community. Will they agree that these critical issues of
early childhood development can and need to be put on
the priority agenda, along with the mass challenges of
reducing child mortality and poverty?
The challenge is clear. The size and nature of the
problem is deﬁned, along with the seriousness of its
long-term consequences. What remains open is only
the world’s response, and our own.
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