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Study Design

Mixed methods natural experiment evaluation

Study Participants

Children born in the UK 2002-2025

Planned Size of Sample (if applicable)

Quantitative analysis: All children born in in the UK 2002-
2025 and present in the relevant administrative datasets.
Around 15 million.

Qualitative analysis: Purposive sample of 80 mothers (20 in
each UK nation) from low-income families across 2011-2025.
We will ensure coverage of the following priority family types:
lone parents, large families, parent / child with a disability,
ethnic minority groups and young mothers.

Planned Study Period

2002-2025

Research Question/Aim(s)

Aim: To understand the impact of UK early years welfare
grants on maternal and child health outcomes and
inequalities

Research Questions:

RQ1: What is the impact of restricting the Sure Start
Maternity Grant (SSMG) to the first child, on the outcomes of
second children in each of the UK nations?

RQ2: What is the impact of replacing SSMG with the Best
Start Grants (BSG) on the outcomes of children in Scotland
compared to the other UK nations?

RQ3: What is the impact of restricting SSMG to the first child
on population-level inequalities in outcomes in second
children in each of the UK nations?

RQ4: Do the effects of SSMG and BSG (RQ1-2) vary in
strata of area-deprivation or poverty risk (captured by e.g.
single parent families, families with a younger mother, larger
families (>2 children)).

RQ5: Are there long-term benefits and public sector cost
savings of SSMG for all children compared with SSMG
restricted to the first child?

RQ6: Are there long-term benefits and public sector cost
savings of BSG compared to SSMG?
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RQ7: What changes to these schemes (e.g. in terms of dose
and eligibility) would policy makers and citizens prioritise?

RQ8: What does current evidence suggest the impact on
inequalities might be of these policy alternatives?
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FUNDER(S)

National Institute of Health Research
Public Health Research Programme (NIHR169237)

Research Manager: julie.wright@nihr.ac.uk
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ROLE OF STUDY SPONSOR AND FUNDER

The study is sponsored by the University of Glasgow. The University holds insurance providing
cover for the design of the research study protocol. Otherwise, the sponsor has no role in study
design, conduct, data analysis and interpretation, manuscript writing, and dissemination of
results.

The funder has no role in study design, conduct, data analysis and interpretation, or manuscript
writing. Dissemination will be subject to NIHR’s requirements for Publication and notification:
https://www.nihr.ac.uk/documents/nihr-research-outputs-and-publications-
guidance/12250#Notifying_NIHR_of upcoming_research_outputs

ROLES AND RESPONSIBILITIES OF STUDY MANAGEMENT COMMITTEES

An Oversight Group will provide independent oversight of the project. It will be independently
chaired by Professor Jean Adams, University of Cambridge. The group will meet twice a year.

The Data Management and Ethics Committee will meet once a year and will provide oversight
for the recruitment and data collection for the qualitative interviews. The group is chaired by Dr
Shelina Visram.

As described in the Research Protocol below, a Lived Experience panel and a Stakeholder
panel will provide input into all aspects of study design, interpretation, and write-up, plus
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oversight of the project. Up to five, paid, peer researchers based in Scotland will receive training
and support the qualitative aspects of the research.

The Study Management Group will comprise both co-Pls, all work-package (WP) co-leads and
pour public member Co-Is, with peer researcher representation where appropriate. The group
will meet every month to discuss progress against the timetable and milestones, data
management, project risks, and to ensure collaboration and co-ordination across work packages
such that the project is delivered on time and to a high standard.

PROTOCOL CONTRIBUTORS

This protocol was developed by all of the study investigators.

The research aims and objectives were shaped by conversations with members of the public,
including primary school children living in areas of high social disadvantage, who helped us in
the selection of our outcomes and our plans to look at differential effects of the welfare grants
according to area-level deprivation and family size. Focus groups with people with lived
experience of income insecurity in Scotland highlighted the importance of examining household
circumstances (e.g., parents of children with a disability, new mothers, lone parents) and an
interest in looking at the restrictive eligibility criteria such as the Universal Credit two-child limit.

Stakeholders from the Maternal and Child Health Network (MatCHNet), spanning child health
services, community groups, poverty charities, local government, and public health agencies
from across the 4 UK nations, noted a clear need for policy evaluation, with grants and cash
payments in the early years rated as highest priority. Their discussions also informed our
decision to incorporate a qualitative element in the research, to better understand how these
policies are experienced on the ground.

KEY WORDS

Health inequalities, child and maternal health, early years, welfare policies, natural experiment
evaluation

STUDY PROTOCOL

A natural experimental evaluation of UK welfare grants in pregnancy and the early years: a
mixed methods study

Background and Rationale

There is a wide-ranging evidence base, including from systematic reviews, showing large socio-
economic inequalities in child and maternal health in the UK and elsewhere[1-4]. These
inequalities are apparent from the point of birth and persist across the life course and
generations[2, 3]. Health inequalities are costly to the NHS, the economy and society[5].
Therefore, reducing health inequalities is a priority. It is widely accepted that one of the best
times to intervene to reduce health inequalities is during the early years, since pregnancy and
the first 1001 days are considered critical periods and intervening during this time can maximise
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children’s life chances[6]. It is also acknowledged that ‘upstream’ actions — i.e. on the structures
within societies which create and influence how money, power and resources are distributed
across the population, are the most effective way to improve population health while also
reducing inequalities[7, 8].

The UKPRP-funded Maternal and Child Health Network (MatCHNet) conducted a
comprehensive policy review to identify opportunities to evaluate upstream policies with the
most potential to impact on child and maternal health and health inequalities[9]. In collaboration
with stakeholders, we identified policy areas of consensus for future evaluation, recognising
ongoing policy evaluations[10]. One-off grants given to low-income families to provide financial
support during key points in the early years (e.g. during pregnancy) were highly prioritised by
the group.

Our scoping of the existing evidence base, carried out by MatCHNet and during an evaluability
assessment of the Scottish Child Payment, indicates a wide range of systematic reviews linking
family income and child/maternal health, including birth outcomes and infant mortality[11-16],
breastfeeding[14], physical/cognitive development[12], and child/maternal mental health[13-15,
17] . When combined with well-designed observational studies[18-20], this offers irrefutable
evidence that poverty is damaging to children’s health, affecting growth in utero, birth outcomes
and physical, emotional and cognitive development[2, 3, 21]. Trials and natural experimental
evaluations of one-off cash payments to mothers during pregnancy have been shown to reduce
prematurity[21] and, improve health-seeking behaviours[22], birthweight and child
development[12]. Cash transfers at other points in the early years have also improved birth
outcomes[15, 16], although a recent evaluation of the US cash gift trial, Baby’s First Years,
showed fewer benefits than expected[23]. Most of this evidence, however, comes from low- and
middle-income countries or the US[11], limiting its applicability to the UK.

A small number of studies have evaluated the health impacts of relevant UK policies that
provide one-off cash grants, vouchers to buy healthy foods, and in-kind contributions during
pregnancy. For example, Scotland’s national Baby Box Scheme, which provides essential items
to all pregnant women, was found to reduce infant and primary carer tobacco smoke exposure,
and increase breastfeeding among young mothers[24][17]. The Health in Pregnancy Grant
(HPG) - a universal one-off, tax-free payment of £190 given to pregnant women at >25 weeks
gestation - ran from 2009 to 2011. An evaluation in Scotland found the policy increased the
odds of booking before 25 weeks by 10 percent[22], but had no effect on birthweight. By
contrast, an HPG evaluation in England and Wales found important increases in birthweight and
reductions in prematurity[18] and that the mechanism was not the policy conditionality (i.e.
accessing health professional advice) but the cash itself. An evaluation of Healthy Start, a
means-tested weekly voucher scheme to encourage healthy eating (which, in 2015, was worth
£3.10 per week), found no effect on vitamin use pre and during pregnancy and inconclusive
evidence for impacts on infant feeding[25]. There is evidence that the greatest benefits of cash
payments are experienced by vulnerable groups such as younger mothers[24, 26] and black,
single, low-educated mothers[27]. Collectively, this evidence implies that relatively small
increases in income offer potential for tackling health inequalities, although further evidence is
needed - particularly for UK schemes.

The UK Sure Start Maternity Grant (SSMG), introduced in 2000, is a one-off means-tested
payment during pregnancy of £500. It comes with no conditions on how the money is spent. In
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April 2011, SSMG was restricted to the first child (in most cases, see Box 1), with the potential
to widen inequalities by increasing poverty in larger families. In Scotland, this was replaced by
the Best Start Grant (BSG) in 2018. This provides three payments: the pregnancy and baby
payment (£767.50 for first-born children, £383.75 for all other children after that), the early
learning payment (£319.80 for all children) and the school age payment (also £319.80 for all
children). In 2022-23, £25 million was spent on SSMG payments in England and Wales[28], with
£19.5 million spent on BSG in Scotland[29]. More information on these two grants is provided in
Box 1.

As shown in Figure 1 (Logic Model), both policies have the potential to positively impact upon
child health and health inequalities, by targeting payments to those in greater need during a
sensitive period in the life course. However, there has been no outcomes evaluation of either
the SSMG or BSG since their introduction, with limited in-depth qualitative insights into the
health effects of SSMG[30] and a lived experience panel[31]. Importantly, the impacts of
restricting SSMG payments to first born children are not fully known. In addition to dampening
the population-level health benefits (by supporting fewer children) the potential for SSMG to
narrow inequalities may have been undermined, since children from less advantaged
backgrounds tend to have more siblings. An interim evaluation of BSG commissioned in 2020,
two years after its introduction, ruled out a quantitative evaluation due to limited data availability.
Their qualitative study interviewed 36 parents after the policy’s first 18 months, focusing only on
the impact of the Pregnancy and Baby Payment. The evaluation examined barriers and
supports to grant uptake, how the money was spent, changes to perceived family finances, and
how reduced financial pressures had a knock-on effect on perceived health and wellbeing. More
in-depth work is required to understand the different aspects of health that could have been
affected, and with respect to all BSG payments.
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BOX 1: further details of grants
Sure Start Maternity Grant

The SSMG must be claimed within 11 weeks of the baby’s due date or within 6 months after the
baby’s birth. Eligibility: no other children under the age of 16 and the mother/carer or their partner
are in receipt of one or more of the following: Income Support, income-based Jobseeker’'s
Allowance, income-related Employment and Support Allowance, Pension Credit, Universal
Credit, or potentially if getting a Support for Mortgage Interest loan. The payment is made into a
nominated bank, building society or credit union account. Payments may also be made for if
expecting a multiple birth (such as twins), to a carer for someone else’s (but not your partner’s)
child and the child was over 12 months old when the arrangement started, people with refugee
status, humanitarian protection or those from Afghanistan or Ukraine, or if claiming for a family
member who'’s under 16. The postal form must be completed, with phone-line offering support
and alternative formats available (braille, large print or audio CD).

Best Start Grant

The first, ‘pregnancy and baby’ payment, can be applied for from the 24" week of pregnancy; the
early learning payment when the child is aged between 2 and 3 years 6 months, and the final
school age payment during the year that the child is first old enough to attend school. Eligibility:
mothers/carers who are under the age of 18 or they (or their partner) are in receipt of: Universal
Credit, Housing Benefit, Income Support, Pension Credit, income-based Jobseekers Allowance
(JSA), income-related Employment and Support Allowance (ESA). It is administered by Social
Security Scotland and applied for via a form (which can be completed online, over the phone, or
in hard copy and posted). It takes around 10-20 minutes to complete. Payments are made
directly into a nominated bank account or in the same way that other benefits (such as Universal
Credit) are made. Help can be provided by Social Security Scotland to complete the form if
required and forms can be made available in other languages and in large print.

In the context of rising child poverty rates, a change in UK government and its commitment to
developing a child poverty strategy[32], and the recent pledge by the Scottish Government to
abolish the Universal Credit two child limit and eliminate child poverty [33], the need for rigorous
and full evaluations of these policies is pressing. These should consider their effectiveness, the
consequences of changing eligibility criteria based on family size, the implications for health
inequalities and, in the longer-term, consequences for health across the life course and for
public sector finances. Children’s charities, advocacy groups, academics and some politicians
are fighting for changes to these benefits, including uprating the SSMG (which has remained at
£500 since 2002) and the abolition of restrictions on the basis of family size[30, 31, 34, 35].
However, governments are under increasing financial pressure and in need of evidence about
where and how to spend. Without rigorous evaluation there is a risk that resources will be
wasted on ineffective interventions or that opportunities to improve the design and
administration of valuable interventions are missed.

Aim
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To understand the impact of UK early years welfare grants on maternal and child health
outcomes and inequalities.

Research Questions

RQ1: What is the impact of restricting SSMG to the first child, on the outcomes of second
children in each of the UK nations?

RQ2: What is the impact of replacing SSMG with the BSG on the outcomes of children in
Scotland compared to the other UK nations?

RQ3: What is the impact of restricting SSMG to the first child on population-level inequalities in
outcomes in second children in each of the UK nations?

RQ4: Do the effects of SSMG and BSG (RQ1-2) vary in strata of area-deprivation or poverty risk
(captured by e.g. single parent families, families with a younger mother, larger families (>2
children))?

RQ5: Are there long-term benefits and public sector cost savings of SSMG for all children
compared with SSMG restricted to the first child?

RQ6: Are there long-term benefits and public sector cost savings of BSG compared to SSMG?
RQ7: What changes to these schemes (e.g. in terms of dose and eligibility) would policy makers
and citizens prioritise?

RQ8: What does current evidence suggest the impact on inequalities might be of these policy
alternatives?

Research Plan and Methods
Design and conceptual framework

Natural experimental methods evaluate policies that vary between regions and countries when
randomised controlled trial designs are not possible. Following updated natural experiment
guidance, we propose a mixed methods approach combining quantitative evaluation (WP3),
qualitative approaches (WP1&4) and health economics (WP5). We will use multiple datasets
(WP2) in the evaluation to account for different biases. Integration of findings (WPOQ) from the
quantitative (WP3) and qualitative analysis (WP4) will support choices about prioritisation of
outcomes and stratification groups, aid interpretation of the results and provide ideas for future
policy innovation. Our main guiding paradigm is critical realism, whereby the quantitative work
provides causal effect estimates and the qualitative work sheds light on contextual effects and
possible mechanisms. As noted in the background, our approach is informed by the social
determinants of health framework and the importance of upstream determinants[3, 36], as well
as theories around how health inequalities may arise or be altered, including via differential
exposure to, and differential effectiveness of, social policies[3, 37].

Control comparator group

As it is not possible to determine who receives SSMG and BSG from routine data sources
(since benefits data are not available), we propose an intention to treat analysis using proxies
for eligibility, such as area deprivation, combined with birth order. The Scottish Government
evaluation of BSG found that out of all eligible families, 45% were in the most deprived quintile
of the Scottish Index of Multiple Deprivation (SIMD1) and 26% were in SIMD2, followed by 15%,
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9% and 4% in SIMD3-5[38]. We are also interested to observe any impacts on health and health
inequalities at the population level.

SSMG was available for all children from 2003, then in January 2011 it was restricted to 1st child
in UK. In 2018, Scotland replaced the SSMG with the more generous BSMG, and SSMG was
kept in the other UK nations (England (E), Wales (W), Northern Ireland (NI). Figure 2 details the
comparisons.

Three effects will be estimated as follows:

(1) SSMG vs. nothing in UK for 2" born children, estimated by comparing SSMG £500 for 1st
child vs. nothing for 2" child, stratified by UK nation (excluding NI).

(2) BSG vs. SSMG in Scotland for 1st born children; E, W, NI will be additionally used as a
comparator.

(3) BSG vs. nothing in Scotland for 2" born children; E, W, NI will be additionally used as a
comparator.

Inequalities for all comparisons will be assessed using Indices of Multiple Deprivation, and
additionally in Scotland the social class of mother and family structure. We will examine
differential policy effects in other priority groups (e.g. single parents, large families) to be
determined with input from our Stakeholder and Lived Experience panels.

Progression criteria and milestones

Main milestones and their timings are outlined for each work package (WP) in the Flow
Diagram. Progression criteria include unnamed research staff recruited, stakeholder and lived
experience panels recruited, datasets prepared for analysis, peer researchers recruited and
trained, participants recruited for the qualitative interviews, analysis protocols published, interim
policy reports, blogs, and podcasts being shared, downloaded, cited and prompting inquiries for
further information, journal articles published and highly cited, policy reports published and
highly cited, sustained engagement from stakeholders and Lived Experience Panel, attendance
at our final dissemination event.

Planned intervention

Sure Start Maternity Grant (SSMG)

SSMG was introduced in all UK countries in 2000 as a one-off payment of £300, providing
financial assistance to low-income pregnant women. It increased to £500 in 2002 and remains
unchanged. Since January 2011, SSMG was restricted to first born children. We will use the
increase to £500 to define 2003 as the baseline year.

Best Start Grant (BSG)

In 2018, Scotland replaced SSMG with BSG, a means-tested benefit with three components.
The Pregnancy and Baby Payment (£767 for first child, £383 for subsequent children) replaces
SSMG. Additional elements of the Early Learning Payment (£319 per child aged 2-3.5 years)
and the School Age Payment (£319 per child aged 4.5-5.5 years) have no equivalent in other
UK nations. The new grants provide financial support to low-income families during key
transition periods in a child’s life beyond pregnancy.
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Setting and Study Population

Children aged 0-6 years born 2003-2024 and their mothers in the UK. We have two methods to
define the study population, one for the quantitative analysis and is detailed in WP3, and one for
the qualitative analysis and is detailed in WP4.

Sampling

Quantitative Datasets

Clinical Practice Research Database (CPRD):

Approximately 3 million births from 2003-2024 across a network of more than 2000 UK GP
practices

Linked administrative data:
Health and administrative records (these vary by country but include birth registrations,
maternity hospital episodes, child health checks, early years development/school readiness
assessments)
Scotland (Scottish Linked Pregnancy & Baby Dataset [SLiPBD][39], with additional linkage
to child health records): ~50,000 births per year
Wales (SAIL Databank[40]): ~30,000 births per year
Northern Ireland (NI Maternity Dataset with linkage to the Child Health System (CHS)
(Health & Social Care Northern Ireland, Honest Broker Service): ~23,000 births per year
England (ECHILD/Hospital Episode Statistics/National Pupil Database): ~600,000 births per
year

There are 468 weekly pre-intervention data points (2003-2010) and 364 post-intervention (2011-
17) = 832 data points for SSMG analysis, and 321 weekly pre-intervention data points (April
2011-17) and 364 post-intervention (2018-24) = 676 data points for SSMG analysis. Both
substantially exceed minimum requirements for interrupted time series analysis[41].

Qualitative interview sample

For each UK nation: 10 low-income mothers (with at least one child born April 2011-2017) and
10 low-income mothers (child born since 2018). Inclusion criteria: low-income mothers with
coverage of the priority groups (listed below), child born since April 2011 or 2018, all children
born in UK. Priority groups: single parents, disabled, 3+ children, ethnic minority, youngest child
less than 1, mothers aged <25 (recognising categories are not mutually exclusive).

Outcome measures

To fully understand the holistic effects of the policies and in accordance with natural experiment
evaluation guidance, we will analyse a range of outcomes (see logic model). These were
prioritised by our stakeholder engagement and will be further prioritised through stakeholder and
lived experience panel involvement and through findings from the qualitative work.

We have three primary outcomes for the quantitative analysis - one for the mother, one for the
infant/child, and a joint outcome that is related to the behaviour of the mother and health of the
infant/child:

« Maternal mental health (any prescription for anxiety and/or depression for the mother)
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* Hospitalisations in the child (from 6 months to 5 years)
» Immunisations included on the child vaccination schedule up to 6 years.

Primary outcomes were chosen based on the likelihood of being affected by the policies and to
track across into the economic models, and availability, quality and completeness in the
administrative datasets. We propose a range of timings of the outcomes according to different
lifecourse periods (e.g. at child age 6 months-2 years, 2y-4y, 5y-6y). Exact ages at
measurement will vary depending on data availability and completeness in the different
countries. Our primary measures will capture outcomes beyond age 6 months, since both grants
can be claimed from 11 weeks’ gestation up until the child reaches 6 months. We will also
consider outcomes before this age, subject to findings from WPs 1 and 4, which seek to
improve our understanding of average timing of uptake. We have proposed outcomes up to 6
years, as it is important to understand the longer-term impact on both health outcomes and
economic modelling, as well as the immediate impact on outcomes.

The qualitative interviews will take a broader view of health, leaving participants to raise aspects
of health that are important to them in the context of their life history, as well as asking
specifically about the primary outcomes in the quantitative analysis. Secondary outcomes will be
identified during qualitative interviews (WP4), as well as with our Lived Experience and
Stakeholder panels, and prioritised with the lived experience panel and other stakeholders in
conjunction with data availability and quality. Those raised in initial engagement work and data
scoping include child physical, social and cognitive development, primary health care contacts,
child mortality rates, adverse childhood experiences, overweight and obesity, and fertility rates.

Methods for data collection and analysis

These are now described for each WP in turn. Figure 3 provides a visual display of the work
packages and how they relate to each other.

WPO: Triangulation and integration of findings (RQ1-4,8)

Triangulation of findings across datasets and countries, together with integration of qualitative
and quantitative analysis with stakeholder and public perspectives, is a key feature of natural
experimental evaluations[42], allowing us to identify remaining knowledge gaps and ensure
analytical robustness. WPO will oversee this integration.

Our integration of findings from the different work packages will occur across the three years,
using a mix of exploratory and explanatory designs. For example, the qualitative interviews in
WP4 can inform which sub-groups we examine in WP3, when studying the impacts of
inequalities and carrying out sensitivity analyses to consider the consequences of differential
uptake of the policies. The quantitative elements of the work will inform the qualitative work if,
for example, we find unexpected results or we are unable to examine outcomes or subgroups
that cannot be measured in the data. Assessment of policy uptake and timing of uptake will be
undertaken by several WPs (e.g. WP1 in discussions with stakeholders, WP4 during qualitative
interviews, with WP2 seeking official statistics via a freedom of information request). This
information will be used to inform sensitivity analyses in the quantitative evaluation. The
evaluation evidence, supplemented with continuous scoping and synthesis of evidence from
other research and findings collated from WP1 (from our stakeholders and Lived Experience
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Panel), will be used to update the logic model, ensure generalisability across the UK, and
understand how early years’ policies influence health and impact on population health
inequalities, under different conditions.

Integration of the quantitative and qualitative findings will occur across the life of the project and
in particular during the final 6 months of the project. RD, AP and GF will carry out the
integration, with input from the other WPs. Once complete, we will use the “extended pillar
approach” to fully integrate the findings. This mixed methods approach provides explicit steps
on how to integrate findings from qualitative and quantitative methods, transparently and
consistenly[43]. A joint display will be created to visualise the commonalities and differences
arising across the different methods. Peer debriefings, with researchers from all work packages
(including peer researchers) will be carried out to check the joint display for completeness and
accuracy. Collectively, we will use the finalised joint display to identify the meta-themes. The
process of sorting these into the overarching meta-themes will be carried out in consultation
with our stakeholders and Lived Experience Panels. We will then use these meta-themes to co-
produce future policy scenarios and changes to early years’ welfare schemes, with decision-
makers and citizens, for dissemination to policy audiences and examination in future research.

WP1: Engagement and impact

WP1 aims to maximise the relevance of the research to decision makers and citizens who are
directly affected by the policies. It will take a deliberative approach, across a series of meetings.
This WP is subdivided into activities with policy and public members below, with findings fully
integrated across the work.

WP1a: Policy stakeholders

We will convene a representative group (n=25) of civil servants in national and local
government, public health and child health professionals, advocacy groups, and data officials,
with coverage across all 4 UK countries. We will hold two half-day workshops, timed to take into
account findings from the Lived Experience Panel meetings, with interim updates and
discussions as required:

Meeting 1 (month 5): We anticipate there to be three main aims of the session, although we will
seek members’ views on this prior to the workshop (see WP1b).

1) We will use our preliminary policy timeline, which documents changes to the SSMG and
BSG, supplemented by a scoping review of the grey literature, to discuss the details of these
policies. We will include other relevant policy changes that have occurred over the same period
(e.g. Scottish Child Payment and Best Start Foods) and consider how to account for this in our
analyses. A horizon scanning discussion will seek to anticipate future changes to policy,
strategy or evaluations and how our research questions might be received across the UK
countries within the current and anticipated policy contexts.

2) We will present the logic model (see attachment) and collectively decide on any additional
details or refinements required. We will discuss the proposed outcomes and subgroups and
feed back and discuss priorities from the Lived Experience Panel.

3) We will stimulate discussion around the complexities of estimating the effectiveness of SSMG
and BSG, which may include uptake rates, timing of uptake, and how these have changed over
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time. We will collectively identify which of these complexities might be addressed in the
quantitative analysis and any important gaps that can be filled within the qualitative work.

Meeting 2 (month 30): We expect this session to focus on the following areas:

1) The main findings from the quantitative and qualitative evaluations will be presented, along
with citizens’ views on the findings collected through WP1b. We will prompt discussion around
their views and interpretations of the results — what is expected or surprising, concerning or
positive? Are there any final issues to explore in the analysis?

2) We will explore members’ views on whether, based on the findings, these policies should be
changed. We will present example options (e.g. to the dose, eligibility criteria or how the
payments are administered), informed by a contemporary policy document analysis and the
views of the Lived Experience Panel, and ask for additional ideas, guided by their opinions on
what would be feasible and credible. We will collectively consider which priorities can be further
explored, in the final stages of the project or in future research.

3) Finally, we will agree a final dissemination plan and what to include in the final dissemination
event. We will seek their support in maximising the reach of the outputs.

Between the face-to-face workshops, we will continuously horizon scan for new plans,
strategies and evaluations, to account for potential shifts in the policy landscape and
contemporary policy development and debate. We will provide the group with interim updates,
for example via email updates, voting polls, and online visual collaboration tools (e.g. Padlet).

We will record the workshop discussions, fully transcribe them and apply a thematic coding
framework. A priori codes will be drawn from our broader research questions and findings
emerging from other WPs. Our coding will be flexible enough to permit new themes to be
included. So far, we have agreement from ten stakeholders to join the group and we will use
their contacts and the MatCHNet membership to recruit further members.

WP1b: Lived Experience Panel

Our Lived Experience Panel, convened with support from Byres Community Hub and our
stakeholder advisory group, will ensure our research is informed by the lived experience of
families impacted by early years' welfare policy decisions. Their role is to scrutinise plans and
emerging findings, including our proposed outcomes, priority groups, results, outputs, policy
options and impact plans. We will recruit 32 members, across all UK countries, who have lived
experience of social disadvantage and, in some cases, the relevant policies. We will hold four
in-person and four online, half-day meetings. The first and final meetings will share the same
discussion points and goals as those of the stakeholder meetings in WP1a, allowing full
integration of findings:

First meeting (~month 4): This meeting will focus on the existing (and past) benefits systems
and the lived experiences of the panel of these. We will use creative and accessible approaches
to discuss these experiences in the context of our logic model, the proposed outcomes, and
priority groups. We will collectively agree the main discussion points arising from this session to
include in the first stakeholder advisory group meeting as part of those deliberative discussions.
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Meetings two to seven (months 5-30 as needed) will be used to update on progress and
feedback on how we are addressing the groups’ priorities and suggestions or otherwise explain
why we have been unable to do so.

Final (eighth) meeting (month ~30): This meeting focusses on the findings collated across work
packages 2-5. We will reflect on the health impacts of the two policy changes, the differences
across devolved nations and variation across different social groups. We will decide on the main
messages, how to frame them, and modes of dissemination. Following this, we will explore new
policy options to put to the stakeholders in their final meeting. We will ask for their views on the
final dissemination event and their involvement.

Meetings will be recorded and transcribed. We will create decision logs and share these with the
panel for sign off, ensuring full accountability. These meetings will be chaired by SM (public
engagement Co-l lead) and will have representation from the peer researchers and all other
WQPs so that the panel are able to fully scrutinise the work. The peer researchers will support the
planning of these meetings, shaping the methods and materials used during the sessions, and
presenting to the group. Researchers from all relevant WPs will support the preparation and
content of the stakeholder and Lived Experience workshops, as necessary. AP and GF will be
responsible for feeding the synthesised recommendations and actions from the stakeholder
workshops back to the relevant WPs, with SM doing the same for the Lived Experience Panel.
Oversight of this process and harmonisation of timelines and tasks will take place in WPO.

WP2: Quantitative data acquisition and understanding (RQ1-4)

WP2 will coordinate the acquisition and management of data in all four nations of the UK. This
WP will also provide expertise to the other work packages, to determine if data are available to
evaluate the outcomes, define the stratification groups, and determine policy changes that the
stakeholders and Lived Experience Panel prioritise. We will provide data insight when
interpreting findings from the evaluations. The work can be broadly divided into five tasks:

1) Mapping and acquisition of data

An umbrella protocol will be developed to use across all nations to obtain the necessary
approvals for the project. Key outcomes and covariates of interest will be mapped to the data
available in each nation with input from the Co-Is, data providers and priorities set by the policy
stakeholders and Lived Experience Panel. The data mapping will be used by WP3 when
finalising the analysis plans. Each co-lead will work with the post-doctoral Research Associate
(PDRA) to use the umbrella protocol, and data mapping to complete their national application
process.

2) Data cleaning and standardisation

Data will be cleaned and assessed for completeness to determine if it is of sufficient quality
before inclusion in the analysis. The data from each nation will then be standardised to a
common data model an adapted version of the Observational Medical Outcomes Partnership
(OMOP) Common Data Model (CDM), for pregnancy early years health data[44]. This will allow
for the direct comparison of data between the four nations. Cross-coding checks will be carried
out for key variables by the PDRAs working on the different datasets, overseen by the PDRA
based at the University of Glasgow, with support from the Co-lIs.
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Data in each nation will be assessed to determine the quality of mother-child linkages, including
collating current descriptions where already published, and producing new analysis to describe
the proportion and pattern of missing data and descriptive statistics for key outcomes and
covariates of interest. The data characterisation will be used, for example, to restrict the data to
years with more complete information and will feed into other work packages such as WP3.

As shown in Table 1, not all outcomes are covered by all datasets for all nations, but all will be
used to consider policy impacts, using a jigsaw approach.
For some datasets (e.g. the CHS) this will be their first use for research purposes. These will
therefore be treated as a supplementary dataset but have great potential to grow national

capacity.

4) Data access and storage
Only named and approved researchers will be able to access the data. In all four countries, data
will be stored and accessed in national (e.g. ONS, PHS) or institutional data safe havens or on

Secure Research Platforms, as appropriate.

A distributed analysis approach will be taken, with WP3 providing a central analysis script run
locally or on the relevant secure platform on the standardised data sets to produce output
tables. All individual-level data will remain in the source nation (where relevant). Code used to
create these will be made publicly available (for example in GitHub or the Open Science

Framework).

5) Provision of results to other work packages
Depending on the requirements of the different data owners, results will be cleared for internal
sharing with RD (as Co-lead of WPO0) to ensure consistency and oversight across all WPs. Once
finalised, results will be cleared for wider release for sharing with the other work packages. WP2
co-leads will provide continuous insight into the interpretation of results.

Table 1: Coverage of primary outcomes across the UK nations and in relation to the two policies

of interest

Policy A: One child limit in SSMG
Time series: 2003-2018;
Interruption: 2011

Case: 2" born children

Control: 15t born children

Policy B: Change from SSMG to BSG
Time series: 2011-2025;

Interruption: 2018

Case: Scotland

Control: rest of UK

Child Hospitalisations
(6m-6y)

E (ECHILD/HES, 2003+), S (SMRO1,
2000+), W (SAIL, 1997+)

E (ECHILD/HES, 2003+), S (SMRO01,
2000+),
W (SAIL, 1997+), NI (PAS, 2008+)

Mother: Prescribing for
anxiety/ depression in
mother (6m-6y)

E (CPRD), S (PIS, 2008+), W (SAIL,
1997+)

E (CPRD), S (PIS, 2008+), W (SAIL,
1997+), NI (EPD, 2010+)

Immunisation uptake
(6m to 6y)

E (CPRD), S (SIRS, 2002+), W
(SAIL/NCCHD 1987+)

E (CPRD), S (SIRS, 2002+), W
(SAIL/NCCHD 1987+), NI (CHS 2004-24)

E: England, S: Scotland, W: Wales, NI: Northern Ireland. ECHILD:

Education and Child Health

Insights from Data; HES: Hospital Episode Statistics; SMRO01: Scottish Morbidity Records 01; SAIL:
Secure Anonymised Information Linkage Database; NCCHD: National Community Child Health
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Database; PIS: prescribing information system; CHS: Child Health System; SIRS: Scottish
Immunisation Recall System; PAS: Patient Administration System; EPD: Enhanced Prescribing
Database; CPRD: Clinical Practice Research Datalink.

WP3: Quantitative evaluation (RQ1-4)

We will use controlled interrupted time series (CITS)[45]to estimate the population-level health
impacts of 1) restricting SSMG to the first child in the family and 2) replacing the SSMG with the
BSG in Scotland. Interrupted time series allows for an estimate of the change in level of
outcome at the point of intervention and an estimate of the change in trend of the outcome post-
intervention. A change in level indicates an immediate effect of the intervention and can detect
an increase or decrease in the outcome. A change in trend post-intervention (either increase or
decrease) indicates a gradual change in the outcome during the post-intervention period. The
use of control groups (for example countries or demographic groups where a policy change did
not take place) strengthens the ITS design by accounting for confounding influences which may
have changed over time (e.g. cost of living) but would be expected to impact on all groups
equally.

The analysis displaying intervention and control time periods for each country is visualised in
the Logic Model and Figure 1.

To estimate the impact of restricting SSMG to the first child in the family we will compare the
outcomes for 2nd children who could have received SSMG from 2003-2011 to those who would
not have been eligible from April 2011-2018. Any change in the intervention group will be
compared with a change in the control group, 1st born children. We can do this for England
using ECHILD and CPRD, Scotland using SLiPBD and Wales using SAIL datasets.

To estimate the impact of replacing SSMG with BSG in Scotland, we will compare the outcomes
for 1st born children who could have received SSMG from April 2011-2017 to those who could
have received BSG from 2018-2024. This will capture the impacts of the higher value payments
of BSG compared to SSMG. There will be three control groups: 15t born children in England,
Wales and Northern Ireland. We will repeat this analysis for 2" children to capture the total
effect of BSG, since 2" born children in other UK nations would have not received SSMG.

To carry out the CITS analysis, we will fit a trend line to observations from 2003-2011 before the
restriction of SSMG in 2011 to estimate the baseline trend as a hypothesis of the trajectory the
outcomes in each country for 15t and 2" born children would have followed if the SSMG had not
been restricted. We will then fit an intervention trend line to data from April 2011-2018 to
estimate the changes in trend and level of outcomes from the start of the restrictions to SSMG.

To carry out the CITS analysis for BSG, we will fit a trend line to observations from April 2011-
2017 before the introduction of BSG in 2018 to estimate the baseline trend as a hypothesis of
the trajectory the outcomes in each country for 1st and 2" born children would have followed if
the BSG had not been introduced. We will then fit an intervention trend line to data from 2018-
2024 to estimate the changes in trend and level of outcomes from the start of the introduction of
BSG.
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We will test for autocorrelation using Durbin-Watson tests, and autocorrelation function plots.
We will apply corrections to our final models if autocorrelation is evident from the tests.

We will explore a synthetic control design for the BSG analysis using regions or Local
Authorities in the rest of the UK[46]. A synthetic control is a weighted average of untreated units
that closely matches the pre-intervention characteristics, including prior observations of the
outcome, of the treated unit. This approach ensures that the control group effectively serves as
a reliable counterfactual for estimating treatment effects. We will explore the availability of
complete and useable data for each data set (WP2) at Local Government level and will conduct
synthetic control analyses where the data allows.

As SSMG and BSG recipients are not known from the administrative datasets, sensitivity
analysis using different uptake scenarios identified in WPO will be carried out, including
differential uptake across the priority demographic groups.

Inequalities will be considered for all comparisons, using indices of multiple deprivation, and
additionally in Scotland the social class of mother, single parenthood and family size. We will
examine differential policy effects in other priority groups (e.g. single parents, large families) to
be determined with our Stakeholder and Lived Experience Panels. This will include looking for
differential effects within these different groups, as well as changes in population-level
inequalities (agnostic to the birth order of the child).

WP4: Qualitative evaluation (RQ1-4, 7)

This cross-sectional qualitative study seeks to generate ‘thick’ data’[47]. Using ethnographically
informed interviews that privilege life stories, we will generate insights into the health impacts of
maternity grants [48, 49] and situate grants in the context of women’s lives before and after
pregnancy, to map the wider policy environment and the shifting early years policy landscape. In
addition to providing a deeper understanding of how these policies can influence health, this WP
will allow us to include the voices of marginalised groups who cannot be considered in the
guantitative evaluation. Interviews will either be conducted in-person or online, depending on
interviewee preference. During interviews, we will use visual methods including a Life Grid
Approach[50, 51] and PhotoVoice[52] to help connect the wider social and political context to
key life stages such as pregnancy, birth and start of school. This approach will provide a visual
anchor to organise narratives and the basis to explore sensitive questions around experiences
of poverty and related stigma, awareness, use and perceived benefits, shortcomings and
unintended consequences of the SSMG/BSG (informed by the logic model). We will adopt an
inductive approach to analysing the transcript data.

We will purposively sample 80 mothers (20 in each UK nation) from low-income families who
are or have been eligible for SSMG or BSG across 2011-2025. This sample size is vital to
achieve data adequacy to allow for theoretical saturation, focusing both on the structure of the
sample as well as the size[53]. We will examine mothers’ experiences of maternity grants (past
and current recipients) since the SSMG was restricted to the first child. We will purposively
sample mothers who have received the SSMG for all, some, or only one of their children. We
will also sample families with children born between 2018-2025, who have received BSG
payments. Our proposed sampling frame will be informed by the quantitative analysis, and input
from the stakeholder and Lived Experience panels. We will recruit across priority demographics
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(e.g. ethnic minority groups, single parents, large families, young parents) and include those
who did and did not take up the grants, in all four UK nations. Recruiting across the UK nations
will allow emergent themes to be integrated with the quantitative analysis in WP3.

We will recruit interviewees through several channels including existing MatCHNet stakeholder
organisations (see letters of support for examples) and snowballing techniques, with support
from our Public Engagement lead and Co-l (SM) and Byres Community Hub. Up to five peer
researchers based in Scotland will support this WP, recruited and trained through Byres
Community Hub. This will help to reach into seldom-heard communities, establish rapport with
participants, empower and upskill citizens and communities, and improve the quality and
relevance of the research[54]. They will work with the research team and our partners to recruit
interviewees, develop information leaflets and consent forms, and co-create the interview
schedules. They will be supported to lead on the PhotoVoice activities and co-create the initial
Life Grid with a subsample of 25 interviewees. The photos will be used as a launch pad to the
in-depth interviews (carried out by the PDRA and WP4 leads due to the demanding nature of
this element of the work), presented to the stakeholder advisory group to bring these issues to
life, and used to form a public exhibition at the end of the project. The peer researchers will also
work alongside the research team to contribute to the analysis and writing up of the research.

Training will be arranged for these peer researchers at key points and will include in-house
training on conducting qualitative research and research ethics as well as bespoke training on
PhotoVoice and analysing interview data.

WP5 Health Economic Modelling (RQ5,6)

We will take the short-term effectiveness estimates produced by WP3 and extrapolate these into
the long-term using our updated and improved version of an existing birth cohort
microsimulation modelling platform called LifeSim[55].

We will use LifeSim to do a model-based forward-looking analysis of the long-term benefits and
public cost savings of not restricting the SSMG on the basis of family size and/or increasing the
SSMG to the value of BSG, as if implemented in the UK in 2025.

We will also commission a bespoke estimate of the short-term financial cost of applying these
policies in 2025 from a specialist using one of the UK’s standard short-term tax-benefit
microsimulation models, such as UKMOD. This will involve modelling the incremental short-term
costs compared with a counterfactual baseline situation with zero maternity grant provision in
2025. We will then compare these short-term financial costs with the long-term benefits and cost
savings estimating using LifeSim. Finally, we will also do a simple re-scaling of the resulting
figures per UK child to match the total populations of the four UK populations.

These prospective estimates will be more policy relevant than retrospective estimates of the
long-term benefits and cost savings of the two policies when they were first introduced in 2011
and 2018. They are also less costly to produce, as a historical analysis would require not only
construction of additional historical “pseudo cohort” populations, but also extensive re-
calibration of LifeSim with target data for population level averages of all relevant outcomes at
different ages for that specific historical birth cohort (e.g. population average levels of
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educational attainment, earnings, mortality, and other outcomes for children born in England in
2011 and Scotland in 2018).

We will start with a simulated “pseudo” cohort of newborn children, apply the estimated short-
term effects on maternal and child outcomes found in WP3, and then use microsimulation
modelling to extrapolate those effects across the rest of life. LifeSim has already been published
in embryonic form and is currently in process of being substantially improved with funding from
a UKRI project due to complete in May 2026, six months before this work package will start.
LifeSim predicts long-term benefits and public cost savings from birth to death across multiple
policy domains — including education, health, earnings, taxes and benefits, employment and
crime - by synthesising a wide range of data sources within a clear and coherent causal
inference framework based on current scientific knowledge about the relevant causal pathways
throughout the life course. Our improved LifeSim platform (“LifeSim 2”) will have two linked
components. LifeSim Childhood predicts outcomes from age 0 to 17 based on careful causal
inference analysis of longitudinal data following the lives of children born in the UK around
2000-1: the Millennium Cohort Study. LifeSim Adulthood then predicts life outcomes from age
17 for the rest of life, based on careful causal inference analysis of a wider range of datasets
including the British Cohort Study of children born in 1970 but also a wide range of more recent
datasets as appropriate to piece together the best available estimates of different outcome
trajectories in different parts of the life course. This allows us to address potential cohort bias
when using data on children born in 1970 to predict outcomes for children born in more recent
decades, for example biases relating to higher education outcomes which have changed
substantially since then.

Our primary analysis will focus on anxiety and depression of the mother. We will map quasi-
experimental administrative data on short-term effects with observational survey data from the
longitudinal Millennium Cohort Study (MCS) at ages 9 months and 3 years, and then use
microsimulation to extrapolate long-term effects. The administrative data focuses on reports of
current prescribed pharmaceutical treatment for anxiety and depression, while the survey data
focuses on self-reported maternal experiences of psychological symptoms using the adapted
Rutter scale. We will carry out sensitivity analyses (e.g. applying different Rutter thresholds) to
account for the differences in administrative and survey measures.

If the quasi-experimental work is able reliably to estimate secondary effects on holistic school
readiness at age 5, using ECHILD data on the Early Years Foundation Stage Profile, we will
also conduct a secondary analysis around this outcome by mapping it to the MCS measure of
cognitive delay at age 5 as a proxy for school readiness.

We will run preliminary simulations in phase 1 (months 26-33) using placeholder interim
estimates (from the literature and early WP3 results) and final simulations in phase 2 (months
33 to 36) once WP3 final results are ready in month 33, replacing placeholders with finalised
causal estimates from WP3 to produce the definitive results.

Follow-up, and assessment of effectiveness and unanticipated outcomes
Participants will be passively assessed and followed-up using routine administrative data for the
quantitative analysis. For the qualitative analysis there will be 80 face-to-face interviews of 60-

90 minutes. Assessment of effectiveness will be carried out in WP3&4 with integration of the
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results done in WPO to give a complete understanding of the effectiveness of the maternity
grants. Unanticipated outcomes are detailed in logic model and will be explored and prioritised
with the Lived Experience Panel. The analysis will be able to determine if outcomes improve or
worsen. These are described in more detail in WPs 2, 3, 4. WP5 will extrapolate the expected
long-term health and societal impacts based on the findings from WP3.

Scalability and translation

SSMG is a policy that covers all low-income families with one child in England, Wales and
Northern Ireland. BSG is a policy that covers all children living in low-income families in
Scotland. We will test the effectiveness and cost-effectiveness of extending SSMG to all
children in low-income families for England, Wales and Northern Ireland; and the effectiveness
and cost-effectiveness of BSG compared to SSMG. Therefore, demonstrating scalability of BSG
to the whole of the UK. We will work with policy stakeholders to ensure that findings can be
translated into benefits for the low-income families in the four UK nations. We have confirmed
with various decision-makers that these findings are of relevance to their departments (see
letters of support), including the Start for Life Evidence and Evaluation Team at Department of
Health and Social Care.

Socioeconomic position and inequalities

We aim to evaluate the impacts of early years’ welfare payments to low-income families, on
child and maternal health inequalities. Inequalities will be considered according to area
deprivation and, where possible (i.e. in Scotland), ethnicity, social class and family structure.
This will include examining the impacts of limiting the Sure Start Maternity Grant to first born
children — which is likely to have led to a widening of social inequalities due to the social
gradient and ethnic differences in family size. In addition, we will consider any ameliorating
effects that have occurred in Scotland, since the introduction of the Best Start Grant, which are
given to low-income families (in varying amounts), regardless of family size. Our qualitative work
will delve more deeply into how and why these grants may influence health inequalities, by
considering the lived experience of low-income families. We will ensure that the views of
families affected by social disadvantages are taken in account across the entire project, via our
Lived Experience panel and the involvement of peer researchers.

Patient and Public Involvement

We will incorporate the views of the public throughout the research process to ensure that the
research questions and interpretation of findings reflect the lived experiences of families that the
SSMG and BSG are designed to support. Professor Sara Macdonald is our Public Engagement-
Co-l, in her capacity as co-lead of the Byres Community Hub - a unique space for research and
community collaboration in the heart of Glasgow’s west end. A panel of parents with experience
of low incomes (Lived Experience Panel) will form WP1b.

Peer researchers - parents and at least some of whom will have experience of the issues being
explored in this research — will support the qualitative work in WP4. The Byres Community Hub
community includes grassroots voluntary organisations, charities, community interest
companies and statutory services from one of the UK’s most deprived regions. The space is
open to the public every weekday, and offers free meeting spaces, accessible facilities,
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knowledge and skill sharing opportunities, and an exciting exhibitions and events programme
from small scale regular drop-ins to one-off large community days. In its first year (2023-24)
over 5,000 people engaged with the hub. The Hub has developed lived experience panels
allowing citizens to identify new research questions and shape and participate in research
studies. Thus, it is well placed to support the project, along with our other stakeholders across
the UK, to recruit members of the Lived Experience Panel, peer researchers and research
participants.

We will consult with our Lived Experience Panel every 6 months, taking a deliberative approach,
to scrutinise plans and emerging findings, including outcomes, priority groups, results, and
policy options. The panel will consist of 32 members (8 per UK country), with lived experience of
social disadvantage and, in some cases, the relevant policies. We will hold four in-person and
four online, half-day meetings (see WP1b). We will reimburse members for their attendance at
the meetings, as well as travel and preparation time. The meetings will be transcribed and
analysed by WP1b, supporting consistent and transparent integration with the other work
packages. Our peer researchers will help to facilitate the panel and ensure accountability. We
will create decision logs and share these with the panel for sign off.

The peer researchers will be based in Glasgow (in order for them to be supported by the
research team). They will primarily contribute to WP4 — helping to create information sheets for
research participants, arranging interviews, analysing interview transcripts, and identifying meta-
themes from the combined qualitative and quantitative findings. They will lead on a PhotoVoice
project — each supporting five research participants to take photos representing their
experiences of early years payments in the context of their everyday lives. These photos will be
used to develop interview schedules for the more in-depth qualitative interviews (carried out by
SM, ES and the PDRA due to the complexity of the methods) and a public exhibition. SM will
provide the peer researchers with bespoke training, developed for community researchers, in:
literature reviews, qualitative data collection and analysis (including PhotoVoice), ethics, and
researching sensitive topics training. Peer researchers will be fully reimbursed for their time and
childcare costs and any required travel and subsistence.

Ethical and regulatory considerations

We will seek ethical approval from the College of Medical, Veterinary, and Life Sciences Ethics
Committee at the University of Glasgow, for “research involving already available data”. The 5
data holders have different application procedures. We will follow these and abide by all
regulations and data sharing agreements in our acquisition and use of the data. The Millennium
Cohort Study forms the basis of LifeSim and is available from the UK Data Service. Code will be
made available in an open access repository such as GitHub or the Open Science Framework
so all analyses can be replicated by researchers with approvals to access the datasets.

For qualitative interviews and stakeholder workshops, we will obtain ethical approval from the
College of Medical, Veterinary, and Life Sciences Ethics Committee at the University of
Glasgow. We will obtain informed consent, including permission to share anonymised data in an
open access repository. All researchers will be fully trained to conduct interviews that include
people discussing personal experiences and potentially sensitive topics. Interviews will be audio
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recorded using an encrypted digital recording device. Recordings will be sent anonymised to the
transcribing service. Those involved will be subject to University of Glasgow confidentiality
policies. Data will be transferred and held in a secure environment subject to University of
Glasgow data sharing policies. Participants will be given a £30 voucher for taking part in the
one-off interview, and an additional £30 for PhotoVoice participants. Payments will be arranged
as per NIHR guidelines. When recruiting public contributors who are in receipt of state benefits,
we will be mindful of NIHR guidance and procedures. This includes negotiating and setting out
clear payment guidance[56]. When required, we will also liaise with JobCentre Plus to clearly
explain the difference between service user involvement and work.

An outline and a full proposal for the study were reviewed by the NIHR Public Health Research
Programme Funding Committee. Independent peer review was also sought to inform the
Committee’s decision.

Protocol compliance

Compliance with the protocol will be monitored by the Data Management and Ethics Monitoring
committee. Any revisions required to the protocol will be submitted to the SSC for approval,
before being incorporated in a new version of the protocol that will be submitted to the funder.

Indemnity

The study is sponsored by the University of Glasgow. The University holds insurance providing
cover for the design and conduct of the research.

Dissemination policy

We will contribute to the formulation of early years’ welfare policies by producing information of
past and current schemes on health and health inequalities and proposing options for future
policies, co-produced with our policy stakeholders and Lived Experience panel. Translation of
findings into policy change requires political will; we will maximise this through involvement of
decision-makers throughout the life of the project. Our key policy and third sector contacts
(representing local and national Government, public health bodies and advocacy groups), and
links with wider policy makers via MatCHNet, will support the identification of key messages and
knowledge exchange to ensure the research reaches relevant parties.

Our dissemination plan will be finalised in collaboration with stakeholders, the Lived Experience
Panel and the project advisory and steering groups. Our Expected outputs are summarised
according to each WP below:

WHPO: Visualisation of the final meta-themes from the mixed methods integration, for use in our
final dissemination outputs, which are likely to include a blog, an accessible policy report, and
journal article describing the mixed method approach.

WP1: Summary documents outlining the discussions from the workshops; a co-produced logic
model and policy timeline; a summary piece synthesising the stakeholder and citizen priorities
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for policy changes and identifying gaps in the data and / or methods that have or may prevent
them for being explored; co-produced blogs, podcasts and other accessible outputs for
disseminating the main messages to wider audiences.

WP2: short report and visualisation describing the data and gaps, code made available in
appropriate open access repository (e.g. GitHub or Open Science), conference presentations.

WP3 and 4: two protocol papers for the mixed methods evaluations (one per policy), two journal
papers presenting the findings (one per policy), conference presentations, two policy briefings.
Anonymised transcripts from WP4 will be archived in UK Data Archive.

WP5: one journal paper and policy briefing presenting the findings from the health economics
modelling (covering both policies).

Combined outputs (spanning all work packages): a final policy report synthesising all findings;
blogs and podcasts (at least one per policy); dissemination event and accompanying webpage
(containing slides, recordings, graphic recording etc.), a public event showcasing the photos
from WPA4.

Anticipated impact: evidence from this work being used by decision-makers with regards to the
introduction, alteration or withdrawal of early years welfare policies. Please see letters of
support confirming the appetite for this evidence.

Authorship eligibility guidelines

We will adopt an inclusive authorship policy. When planning a publication, we will offer the
opportunity to all authors to contribute from as early as possible in the process. The final list of
authors must, however, meet authorship criteria in the CRediT taxonomy
(https://www.elsevier.com/researcher/author/policies-and-quidelines/credit-author-statement).
Joint first- and senior-authorship will be encouraged where appropriate.

Copyright Statement
© 2025 Ruth Dundas, Anna Pearce, University of Glasgow.

This research protocol is protected by copyright. No part of this document may be reproduced,
stored, or transmitted in any form without prior written permission of the copyright holder, except
for non-commercial use with proper citation.
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Figure 1: Logic model for the Sure Start Maternity Grant and Best Start Grant

Mediumi
Parents aware of Short term = 1
o ncrease ability to access | Pregnancy I Infancy I Pre-school
grants available = — | goods and services | I I I
INanci o
- Chllfign can Reduce Reduce low
) S participate in rerraturit :
Sure Start Matemity EE iy e (. TEIme social & P v birthweight
Grant well understood families atkey PR Improved child &
transition opportunities Reduce mental matemal health
points | Increase social and cukural | health-related & wellbeing
Best Start Grant Application | Reduce capital prescriptions Breastfeeding®
process easily | Increase pressure on = ~
understood mother-related household ~— ‘ ETSE TR |
spend finances - | Increase social networks | Reduce infant mortality
Reduced health
Eligible parents Reduce {Reduce child hospitalisations ‘ inequalities
apply for grants /" | Increase child- incidence of - =
(uptake) / related spend debt Improve self-esteem [chid physical development |
TRTity [Chi\d cognitive development |
incidence of IREE L2 P B SpIEE Child socio-emotional
*for some outcomes, there is the possilibility for mraterial J o stress development
consequences, for exanple if increased family A L =
income is spent on potentially unhealthy e Incr.ease family e pirv | Improve parental Child weight and obesi
conmodities (e.g. smoking, infant formula milk) income relationships -

Improve r | mental health |

27



FUNDED BY

NIHR

National Institute for
Health and Care Research

NIHR169237

Figure 2 Intervention and control time periods for Sure Start Maternity Grant and Best Start Grant with cases and comparators
shown for the Controlled Interrupted Time Series analysis.
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*pregnancyand babypayment, earlylearning payment, school age payment; E: England; W: Wales; NI: Northern Ireland
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Figure 3: Work package flow diagram
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