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Section I: Introduction
Overview of First Call's Spotlight on Child and Youth Campaign
In the fall of 1996, at a national conference on The Future of Canada's Children, the
framework of a ‘national agenda’ for children and youth was drafted.1 Delegates from BC
believed that fostering a similar provincially-based process was integral to the interests of our
children and youth. To that end, First Call, a coalition of over 40 provincial organizations and
hundreds of community groups and individuals committed to improving the prospects of our
children and youth, has undertaken the Spotlight on Child and Youth Campaign

{See Sidebar Ia. About First Call.}
First Call sees this process as timely because:
•

Federal and provincial governments have children and youth's well-being on their agendas
(BC: Ministry of Children and Families, 1997a, 1997b; Canada: National Children's
Agenda, 1997) and the movement is away from ‘cuts’ to ‘investments’ (BC: Government,
1997; Canada: Government, 1997; Novick and Shillington, 1996, 1997; O’Hara, 1997).

•

There is greater awareness now than ever before about the social costs of failing to invest
in children and youth (BC: Government, 1997; BC: Premier's Forum, 1995; BC:
Provincial Health Officer, 1997; Ross, et al., 1996; Novick, 1997; Scott, 1997).

•

Researchers and policy-makers know a lot more about how children and youth develop
and what can be done to ensure healthy and competent development (Canada: Human
Resources Development Canada and Statistics Canada, 1996; Hertzman and Wiens, 1996;
National Council of Welfare, 1997; Novick, 1997; Power and Hertzman, 1997).

First Call believes that the challenge is to put this knowledge and action together to work for
children and youth here in BC. First Call believes that investment in children and youth is the
best possible investment in the health and well-being of our population, and in our economy:
not only will children and youth benefit, everyone will benefit. The Spotlight on Child and
Youth Campaign will help generate support for that investment, and will focus on the areas
that will have the most impact.
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There are three broad goals of the Spotlight on Child and Youth Campaign

To raise the level of public and political understanding about the key factors influencing the
healthy development of children and youth;
•

To increase public and political commitment to investing in children and youth; and

•

To develop consensus around an agenda for action.

The Spotlight on Children and Youth Campaign is a multi-staged process moving from research
to action.2 The Well-Being of British Columbia’s Children and Youth: A Framework for
Understanding and Action will be used to draft an agenda, “Keys to Success”. “Keys to
Success” will promote a small number of key goals where action is needed for children and
youth. Targets, benchmarks, and strategies towards realizing the goals will be developed in
consultation with individuals and groups around the province. The final stage of the Spotlight on
Children and Youth Campaign will promote government and community action on the
implementation of “Keys to Success”.
Background
For the last decade or two, reports and analyses of our social conditions — from government
commissions and task forces to social policy think tanks, community groups, academics, and
public opinion surveys — all have one finding in common: increasing insecurity and uncertainty
about the future. The world our children and youth will inherit is in question.
Canadians feel that the solutions of the past are not sufficient to meet current challenges:
stagnant, or declining, incomes; persistent high unemployment; erosion of public services such
as health care, education, and social services; lack of affordable housing; increasing reports of
youth violence; and confusion about the fiscal condition of public accounts, among others. In
short, there is "a growing recognition across the country that the foundations of well-being which
sustained previous generations of families and young people are clearly eroding" (Novick and
Shillington, 1997, p. 1).
Fortunately, our quest for solutions to these vexing problems has begun to turn up significant
information that helps us make new sense of our situation. Efforts begun in various directions are
now finding a common ground both in their understanding of the issues and in their proposals for
rebuilding these "foundations of well-being."
A key feature shared by these initiatives is that they are moving away from a traditional
conception of social welfare toward a new vision of well-being (Drover and Kerans, 1993; Rioux
and Hay, 1993; Roeher Institute, 1993). A needs-based, residual approach that attempts to ensure
that basic supports are provided to “those in dire need” is the dominant conception. The shift
today is toward an active approach to well-being based on a commitment to a set of principles
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and values for all Canadians, regardless of their social, economic, or physical situation, and a
vision of the "healthy society" that embodies those goals.
It is in this emerging tradition that The Well-Being of BC's Children and Youth: A Framework
for Understanding and Action is written.
Overview of the paper
This paper is the second component of the Spotlight on Children and Youth Campaign. As a
foundation document for the Agenda, it examines research that suggests particular social policy
changes that need to be made by government and communities-at-large to ensure child and youth
well-being. This research supports the development of a framework for action to promote
government and community policies that will make a difference in the lives of BC’s children and
youth.
Specifically, this paper has a particular focus on the emerging field of population health, as it is
our belief that the population health perspective, and the research that informs it, is particularly
relevant for the development of a social policy framework for children and youth. Section III sets
out some of that research and Section IV draws out key implications of these findings for action.
The paper concludes with an argument for a common, collaborative strategy to enhance the wellbeing of BC’s children and youth, and suggests elements of an “action plan” — essential
directions for an agenda for change.
Notes
1.

This agenda was subsequently published. See Child Welfare League of Canada, et al.,
Investing in Children: A Framework for Action, Ottawa: Child and Welfare League of
Canada, 1997.

2.

One of the first steps taken in the Spotlight on Children and Youth Campaign was to
produce an inventory of recent initiatives that are concerned with research, measurement,
and policy development for the well-being of children and youth. This inventory has
been published by First Call (see Hay, 1997a).
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Section II: Child and Youth Issues on the National Agenda
Introduction
The health and well-being of children and youth in BC and in Canada is currently of
unprecedented interest to governments, researchers, and the general public (BC: Government,
1997; BC: Ministry of Children and Families, 1997a, 1997b; Butler, 1997; Canada: National
Children’s Agenda, 1997; Canada: Government, 1997; Canada: Human Resources Development
Canada and Statistics Canada, 1996; Ekos, 1997; Hay, 1997a; Scott, 1997). Traditionally,
children and youth have seldom been front and centre on the public agenda. What is prompting
this intense scrutiny now?
From time to time, child and youth issues do gain prominence. For example, over the past fifteen
or twenty years, child sexual abuse has been such an issue — through the Badgley Commission’s
report in 1984, Rix Rogers’ report of 1990, and a host of scandals from Mount Cashel in
Newfoundland to the Jericho School for the Deaf here in BC. Child care has engendered wide
debate, including various policy reviews and attempts to work towards a national child care
program (Friendly and Oloman, 1995; Friendly, 1997; Maxwell and Ryerse, 1995; Ontario
Coalition for Better Child Care, 1997). Additionally, as noted above, youth violence and the
perceived increase in youth crime regularly make headlines (see Chisholm, 1997).
However, only a handful of child and youth-related initiatives have provided opportunities to
move beyond single issues (however critical) and make the interests of children and youth a
consideration in wider debate. In the last decade, the three that stand out as key for advocacy for
children and youth in Canada are:
1. United Nations Convention on the Rights of the Child — a tool to move on rights and
entitlements;
2. Child and family poverty — through groups such as Campaign 2000, a public awareness
initiative on the need to improve the overall position of children and youth; and
3. The population health perspective (particularly through the work of the Canadian Institute
for Advanced Research [CIAR]) — a perspective that identifies critical factors for optimum
health and development.
Together, these three initiatives combine to highlight child and youth issues in a new way. This
section briefly introduces each of these three; the remainder of the paper illustrates how they
inter-relate.
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Child and Youth Rights
On December 11, 1991, then Prime Minister Brian Mulroney announced that the Government of
Canada had ratified the United Nations Convention on the Rights of the Child. Children and
youth advocates from across Canada had been calling on the federal government to take this step
since the Convention’s adoption by the General Assembly of the United Nations some two years
earlier.
Overall, the Convention is a general but comprehensive framework that gives recognition to our
obligations and responsibilities for children and youth, and for children and youth’s rights as
persons before social institutions (i.e., family, school, etc. — not just the law). One of the
constructive aspects of the Convention is in its expression of rights as positive statements of
substance, not just as legal rights of procedure.
The Convention articles can be summarized as falling into three groups: protection, provision,
and participation (Pearson, 1991). Protection rights for children and youth are least
controversial; child welfare legislation is predicated on protecting child and youth well-being.
Provision rights — essentially for adequate standards of living and recognition of the need for
support for parents and other child care providers in caring for children and youth — provoke
more debate, in particular on the mix of public versus private responsibility and accountability.
The greatest debate and challenge to the more traditional way children and youth1 are thought of
and dealt with is over rights of participation. For participation rights to be realized, children and
youth have to be “active participants in their own development, and not just passive recipients”
of the basics of life (Pearson, 1991, p. 4).
The Convention rights are only partially translated into legislation (Society for Children and
Youth of BC, 1997). Without legislative enactment of all articles, the Convention has its main
application at the symbolic or rhetorical level as a reference point for advocacy (Bala, 1990;
Battle, 1990; Cohen and Naimark, 1991; Echenberg and Porter, 1990; Turner, 1990). The
Convention also provides a ready starting point as a monitoring framework, i.e., as a list of
issues important in the lives of children and youth (BC: Ombudsman, 1990; Canadian Coalition
for the Rights of Children, 1997; Rogers, 1990; Society for Children and Youth of BC, 1997).
The Convention, in a similar way, can serve as a framework for community action. By assessing
the “state of children” using Convention articles, successes and challenges can be identified (Hay
and Walker, 1992).
Child and Family Poverty1
In Canada, government and others proudly quote the United Nations Human Development
Reports that consistently rank our country at near the top of all countries in human development
(United Nations Development Program, 1990, 1991, 1992, 1993, 1994, 1995, 1996). Canada’s
ranking drops considerably in these reports when the number of children and youth living in
poverty is included, however. Canada's rate of child poverty is worse than all other major
Western countries, with the exception of Australia and the U.S. (Hay, 1993b, 1997c).
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Poverty has become a critical issue in focusing on the needs of children and youth in Canada.
More than any other single factor, it illustrates the impact that social ills have on the new
generation (Novick, 1997; Popham, Hay and Hughes, 1997).
{See Sidebar IIa. Campaign 2000.}
Poverty’s effects and consequences
Common sense and numerous research studies point to the same conclusion: lack of income
hampers healthy child development (Hay, 1996a). For example, a 1996 food costing survey
shows that families living in poverty cannot afford to meet the nutritional needs of their children
(BC Campaign 2000, 1996; Yeung, 1996). The medical health officer for the Capital Regional
District (Victoria and its greater metropolitan area) has stated that "nutrition and food security
are the cornerstones in achieving the Health Goals for both the region and the province . . . .
Poverty is at the root of many health problems, including being a barrier to nutritious food"
(Yeung, 1996, p. 5).
Well beyond this relationship with nutritional inadequacy, poverty is recognized as the single
most significant indicator of health status (Evans and Stoddart, 1990; Globe and Mail, 1996;
Hay, 1988, 1992, 1993a, 1994, 1997d). The health problems of children and youth who live in
poverty begin before birth and continue to place these children and youth at greater risk of death,
disability and other health problems throughout their lives (Epp, 1986;
Federal/Provincial/Territorial Advisory Committee on Population Health, 1994, 1997; Hay,
1994; Rivers, 1996; Scott, 1996; Yeung, 1996). Health problems of children who live in poverty
frequently become chronic as adults, and by that time increasing income has much less effect on
health (Hay, 1992, 1993a, 1997d).
Children and youth who live in poverty are less “ready to learn” when they begin school, twice
as likely to have their school performance judged as “poor” by their teachers, more likely to miss
school, and twice as likely to dropout before graduating. Not completing school means less
chance of finding work (Ross and Roberts, 1997; Ross, Scott and Kelly, 1996). Children and
youth who live in poverty are also more likely to: be hyperactive, suffer from emotional
disorders, exhibit disorderly conduct, get into trouble with the law, be in the care of child welfare
services, engage in riskier behaviours (smoking, drinking, and taking drugs), and be unemployed
as adults (Scott 1996).
What is the experience of poverty for the poor? Growing up poor hurts children and youth: they
are derided for the way they look, the way they talk, where they live, and so on. Poverty has
devastating effects on the self-esteem of children and youth and their families (Baxter, 1993;
Swanson, 1996; Toupin, 1994). Increasingly people who live in poverty are being blamed for
their own poverty when substantial evidence points instead to the lack of job opportunities and
adequate social supports (First Call, 1996).
The literature is unequivocal: the costs of poverty are high for children, youth and families who
are poor, and for everyone else as well. Children, youth and families who live in poverty pay in
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lost opportunities to reach their potential. Everyone pays for the increased costs of health care,
social services, and policing to deal with poverty’s consequences. Poverty and inequality
contribute to a community’s sense of social unrest and upheaval.
{See Sidebar IIb. A Thumbnail Sketch of Poverty in Canada.}
As our review of the population health literature will make clear, inadequate social resources,
which are all directly or indirectly linked to lack of income, fundamentally underlie and
influence all other human development opportunities and outcomes. From this perspective, the
broad implications of poverty make it the “universal risk factor,” i.e., it underlines everything.
Population Health
Population health researches the ways in which health is determined by the interaction of
individual characteristics and endowments, the physical environment, and social and economic
factors (Federal/Provincial/Territorial Advisory Committee on Population Health, 1997). This
relatively new field of study shifts the focus from individual health to the overall health of
populations, at the local, regional, or national levels. With that shift also comes a change in
emphasis from individual attributes and behaviours (such as healthy lifestyles or risky practices
like smoking, over-eating, and substance abuse) to economic and social statuses that also
determine well-being or susceptibility to disease.
Population health has, to a large degree, a made-in-Canada aspect. Some of its major champions
(especially researchers connected with the Canadian Institute for Advanced Research) and many
of its important critics, who are helping to refine and redirect this work, are in Canada. In other
respects, population health is a field with a world-wide scope. Networks of researchers have
brought together and reframed an interesting and diverse literature, finding evidence for the
influence of various social and economic factors on national health.
{See Sidebar IIc. Health Promotion and Population Health; and Sidebar IId. About The Canadian
Institute for Advanced Research.}
Population health is about people throughout the life span, not just children and youth. However,
it is valuable for child and youth advocacy because it speaks so strongly for investment in
children and youth as a core societal strategy.
To date, the population health perspective has been strongest in terms of a body of evidence
grounded in research. It has been relatively less well defined in terms of an explicit theoretical
framework. And it has been sketchy at best in setting out an action agenda that flows from its
findings. (For an analysis of the reasons for this uneven development, see Hayes, forthcoming.)
We believe, however, that it is timely now to begin to tease out those action steps. Thus,
following an overview of the research evidence in the next section, we will draw out
implications and directions for a BC agenda.
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This section draws upon Campaign 2000: Child and Family Poverty in Canada (Hay,
1997b).
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Section III. Research Underpinnings for a Child and Youth Agenda
Introduction
The Population Health perspective is built on a diverse array of research studies and findings,
crossing many disciplines and methods of analysis. The current chapter is not a summary of this
work, but rather a single pathway through a forest of research and interpretation. Our pathway
seeks to connect key findings that bear on our task — deriving an agenda for children and youth.
This chapter starts with a brief discussion of the general perspective taken in population health,
notably the focus on determinants of health. From there, we set out the findings that prompted
researchers to frame a new interpretation of these factors. Then, in examining research on
individual development and health, we touch on new evidence, largely from brain research, that
shows the importance of investing in children. Finally, the discussion turns to consider the
various nested environments which provide crucial supports for children and youth: the family,
the personal social network, the community, the province and the nation. Our agenda must
integrate policy and action bearing on each of these environments.
Determinants of Health
The population health approach talks in terms of “determinants of health,” factors that interact to
affect personal health and well-being. The precise list of determinants is not fixed but depends
on the perspective of the persons or groups defining the particular population health model.
Thus, in most such lists, some determinants are more concrete and others more abstract, some
cross-cut each other, and some can be viewed as aspects of another.
Currently, Health Canada conceptualizes a set of three kinds of factors:
1. personal attributes and acquired behaviours — biology and genetic endowment, healthy
child and youth development, and personal health practices and coping skills;
2. physical environments; and
3. a mix of social and cultural resources and environments — income and social status,
education, social support networks, employment and working conditions, social
environments, health services — and two issues that have not been considered sufficiently to
date: gender and culture/ethnicity.
{For an overview, see Sidebar IIIa. Key Determinants of Health.}
Each of these factors can be examined for how it determines health outcomes at the individual,
family, institutional, community and societal levels. However, population health’s principal
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contribution has been to focus on the societal level. In particular, research into the links between
income and social status and well-being are radically refocusing our perspective (Silversides,
1996). These sociological issues appear to explain more about variations in health and wellbeing than does any combination of individual factors. Furthermore, they re-emphasize the fact
that most of the individual and physical environmental factors (e.g., most pollution is the result
of human activity) also have social aspects and require intervention at a societal level
(Wilkinson, 1996).
Health and Well-Being
Population health tends to equate “health” and “well-being” (see Rioux and Hay, 1993, p. 5; and
Bach, Muszynski and Rioux, 1993, pp. 97-98, for discussions of this point), and as such employs
a broad definition of health that goes beyond the mere absence of disease. The Ottawa Charter
for Health Promotion (World Health Organization, 1986) notes that “health is a positive concept
emphasizing social and personal resources, as well as physical capacities.” Health is viewed as a
resource for everyday living, reflecting a state of physical, mental, and social well-being (BC:
Ministry of Health and Ministry Responsible for Seniors, 1994).
Regrettably, there are no readily available statistics, especially ones collected over longer time
periods, that measure the health of the population in these broad terms.1 Because of this,
population health has been built on a much narrower foundation — looking at death rates or at
various major diseases for which there are long time sequences of health records (McKeown,
1988; Wilkinson, 1996).
At one level, one cannot argue with this approach. Most people would accept that an increase in
life expectancy is a valid summary measure of improved health and well-being. Similarly,
declining rates of major disease in the population do mark one sort of genuine improvement in
health.
Another kind of summary measure that has been used is one that indicates some level of healthy
child and youth development. In physical terms, the sorts of statistics that are widely available
are birth weight and height and weight data at specific ages. For example, countries that have a
tradition of military conscription usually can provide height and weight data for young men over
many years. High average birth weight in a population tends to indicate a good environment for
healthy fetal development. Average height is a good index of a wide range of favourable
conditions for child and youth development (Wilkinson, 1996). Ideally, however, we would like
a broad range of measures that reflects various aspects of well-being. Later, in Section V, we
turn again to a consideration of how such measures should be developed.
Income and the Health of Populations
Population health tends to look for factors that are associated with differential health outcomes.
The factor that has claimed the most attention to date is wealth/poverty. The summary measure
for this factor at the population level is per capita income. Within populations, the most common
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summary measure is socio-economic [class] status, sometimes measured in terms of family
income, occupational status, or educational level (Hay, 1988, 1994; Libertos, et al., 1988;
Powers, 1983).
Thus one of the first key findings of population health is that there is a broad general relationship
between the wealth of nations and health as indicated by average life expectancy. The
populations of the richest nations (i.e., the ones with higher per capita income) have tended to
show longer life expectancy than those in poorer nations (World Bank, 1993b [ctd. in Hertzman
and Mustard, 1997]).
Within the ranks of wealthy societies, health status and longevity tend to increase with social and
economic status (Kunst and Mackenbach, 1996). This relationship is truly one where increases in
income and wealth produce corresponding increases in health status and life expectancy: “The
health status of each class within the population seems to be better than the classes below and
worse than the classes above. . . . Middle class people may live longer and healthier lives than
the poor, as we would expect, but they also live shorter, less healthy lives than the rich”
(Hertzman and Mustard, 1997, p. 3). This finding is very strong, and is replicated for various
measures and in many studies (see Hay, 1994 for a review).
What is it about wealth/poverty that makes it a factor in health? We might suppose that greater
income gives one access to better nutrition, clean water, better housing conditions, sanitation,
better health care and medications, etc. Population health researchers have tried to test those
suppositions and assess how important each of these elements might be:
The bulk of the decline in death rates since last century in the developed countries has
been a decline in mortality from infectious diseases …. In his highly influential work,
McKeown pointed out that the vast bulk of [this] decline … came before medicine had
effective forms of treatment or immunization [McKeown, et al., 1976]. He argued that
this means that the change was not the result of the application of medical science.
(Wilkinson, 1996, p. 30)
If there is some simple set of improvements that income levels are measuring, then we might
suppose that past some threshold, those improvements would all be in place and we would not
expect a similar increase in health status above that. Indeed, the international comparisons of life
expectancy appear to support this hypothesis. In recent decades, the relationship between
average life expectancy and per capita Gross National Product has become less and less
straightforward. The relationship remains very strong for the poorest countries and up to a per
capita income level of about US$5000 per year, but the relationship is less strong for countries
with a per capita income level up to US$10,000 per year, and it is quite indefinite [flat] for the
wealthiest countries (World Bank, 1993b; Wilkinson, 1996).
Social Status and Well-Being
Within a society, wealth (as marked by social and economic status) is associated with relative
health. One widely cited set of findings on this relationship is from the Whitehall studies

The Well-Being of BC’s Children and Youth: A Framework for Understanding and Action

13

(Marmot, et al., 1978, 1984, 1991). The first Whitehall study was a longitudinal follow-up of
mortality by occupational rank for 17,000 men in the British Civil Service. The researchers
looked at death due to heart disease compared to mortality from all other causes, and took into
account occupational rank as well as known risk factors for heart disease — smoking, high blood
pressure, and high serum cholesterol levels. They found that there was a very clear relationship
between deaths due to heart disease and occupational rank: administrators had the lowest
mortality rates; these increased among professional and executive grades, were higher still for
clerical grades, and rose highest for those in the unskilled grades. What was especially intriguing
was that the traditional risk factors explained little of this difference. Most of the gradient was
related to occupational grade itself (Davey-Smith, et al., 1990).
These occupational grades are associated with an income gradient and thus potentially with the
factors suggested above — nutrition, housing, etc. However, if these were the critical factors,
then we might assume that the administrators would show little or no advantage over the
professional and executive grades, as all can afford a good standard of living by these measures.
Instead, the relationship is strong and linear.
The researchers reworked the mortality gradients against other factors that are also associated
with occupational grade — stress and ability to control the work situation (Marmot, et al., 1991;
North, et al., 1996). The findings were striking and clear: lack of control over work, conflicting
job demands, and a heavy workload (in the absence of control) were risk factors. The ability to
exercise control was associated with well-being and moderated the effects of heavy workload. In
other words, occupational grade as a marker of social status refers to more than average income
level. It stands for an ASSORTMENT OF ADVANTAGES AND LIFE CHANCES that together influence
health and well-being.
Equitable Income Distribution and the Health of Populations
This same perspective allows us to make better sense of the relationship between national per
capita income levels and average longevity. For wealthy societies, the key differentiator in life
expectancy appears to be INCOME EQUALITY rather than absolute income. Those nations where
the least well-off families had the fairest proportion of income in relation to their numbers have
the highest life expectancies (Wilkinson, 1992, 1996). Moreover, wealthy countries where
income equality declined during the 1970s and 1980s show much less impressive gains in life
expectancy over that period than countries with stable or improving income equality (Wilkinson,
1995). Thus Sweden, which has had strong redistributive policies in place, shows significantly
higher life expectancy than the U.S., which has notable income disparities and policies that have
tended to increase them. Japan, which has one of the fairest income distributions, also has the
highest life expectancies and has shown spectacular increases over the second half of this
century (Marmot and Davey-Smith, 1989).
Because there are some difficulties in comparing figures taken from different nations (e.g.,
expressing per capita incomes in U.S. dollars does not necessarily compare purchasing power or
standard of living accurately), it is good that comparable results can be shown within a
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population. For example, a study by Kaplan, et al. (1996) shows that income equality within U.S.
states correlates well with the average life expectancy (also see Kennedy, et al., 1996).
Vagero and Lundberg (1989) and Leon, et al. (1992) compared early mortality rates among adult
males by occupational classification in Sweden and Britain, applying British occupational
groupings to both. Their findings were striking. Both countries showed gradients in mortality
that related to occupational grouping as a measure of social status. Sweden, which had a more
equitable income distribution than Britain, showed a much shallower gradient. But even more
significant was the fact that the lowest occupational grouping in Sweden had a higher life
expectancy than the highest occupational grouping in Britain and that advantage held for each
class stratum. That is, income equality, as some sort of indicator of SOCIAL EQUITY AND OVERALL
LIFE CHANCES within a population, is related to improved health and well-being. Moreover,
greater social equity appears to improve the circumstances not only for the relatively
disadvantaged but also for the advantaged, i.e., for everyone.
In the language of game theory, we often think of social policy as a zero-sum game, where any
benefits accruing to one stratum in society are paid for at the expense of other strata. However,
societal well-being appears to be a positive-sum game: everyone can benefit as society becomes
more equitable.
Some researchers argue that the research is not yet conclusive enough to support such a strong
assertion (Wilkinson, 1996). However, everything that population health theorists are finding out
about civil society and the costs of social inequality (see the discussion following) would lead to
the same conclusion (also see Kawachi, et al., 1997).
A Virtuous Circle — Health and Wealth
The last part of this line of argument takes us full circle. Wealth, especially if equitably
distributed, is an important determinant of population health across the whole population. But
equally a healthy population represents SOCIAL CAPITAL and confers a competitive advantage in
economic development (Federal/Provincial/Territorial Advisory Committee on Population
Health, 1997; Wilkinson, 1996). This is the first of the “virtuous circles” in the population health
perspective — a self-reinforcing process where strength builds on strength (Healthy Child
Development Project, 1996; Mustard, 1996).
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Social Environment and Health
Child and youth development needs to be supported at various levels. The individual’s personal
attributes and actions are certainly determinants of health and we should seek ways to optimize
individual strengths and resiliencies. Beyond that, however, each child is a social being,
inextricably bound up with family, friends, community members and fellow citizens. The kind of
nurturing and support that children and youth receive within these social environments is crucial
to their well-being. The discussion that follows looks briefly at each of these nested social
environments.
Level 1 - Individual Development and Health
Development and Sensitive Periods
Development implies an internally-based process in which each stage builds on the existing
foundation. Transition from stage to stage can add to what exists or transform it into something
quite different (Graber and Brooks-Gunn, 1996). For individual development, sequence, timing
and environment may each be critical.
Sequence implies that ordinarily we go through each stage in turn, not skipping any or altering
the order in which each is experienced. Timing suggests that there are certain periods during
which particular stages are best achieved. Environment refers to the conditions that trigger or
inhibit, facilitate or complicate, support or conflict with this unfolding.
In development, we talk about “critical periods” if a transition has to be achieved within a
closely bracketed time period, and “sensitive periods” if there is a fair amount of leeway as to
when this transition can take place appropriately. Humans are relatively flexible in
developmental terms. There are relatively few developmental issues that have critical periods.
For most, it is possible to catch up if there has been some delay. In many instances, the capacity
for normal development remains open for an extended time. In some instances, although
substantial catch-up is possible, full potential may not be realized (Federal/Provincial/Territorial
Advisory Committee on Population Health, 1997; Steinhauer, 1997b). In either case, timing
remains an important issue. Thus the Federal/Provincial/Territorial Advisory Committee on
Population Health talks in terms of “windows of opportunity for enhancing healthy child
development” (1997, p. 7). The public education campaign, I Am Your Child, calls both critical
and sensitive periods “prime times”:
During certain days early in pregnancy, the cells that will make up the cortex — the part
of the brain that allows thinking — have to travel to exactly the right place at the right
time. This is a "prime time" for brain development. Of course, it is always risky for an
expectant mother to take drugs or come into contact with radiation. But during this prime
time, it is especially dangerous. If cells get side-tracked in their journey up the cortex
wall, the baby's brain development may be jeopardized.
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There are other prime times both before and after birth. Some of them are relatively short.
For example, if the brain is not exposed to visual experiences in the first year of life, a
child will not be able to see. Other prime times last a decade or more. For example, for
the first dozen years of life, children can learn languages very easily, as opposed to later
in life. Whenever these prime times are discussed, it is essential to keep in mind that it is
never too late to help a child learn and develop — although it can be more costly and
time-consuming than in the early years. (1997)
Early development is a very significant period with lifelong implications (Hertzman, 1994;
Steinhauer, 1997b; Perry, 1997). It is when children acquire the foundations of language, coping
skills, general learning skills, trust in relations with others, and a sense of self and self-efficacy
(Federal/Provincial/Territorial Advisory Committee on Population Health, 1997). Each of these
developmental tasks is the subject of extensive research. Now new research approaches are
adding to our understanding.
New Research on the Development of the Brain2
For a long time, various disciplines have stressed the importance of early development for the
person’s overall well-being throughout life. Now, new technologies (including powerful brain
scans) are providing fresh insight into the mechanisms of brain development and adding a great
deal of physical evidence about how early experience affects children — their emotional
development, learning abilities and coping skills. The implications of this research are so striking
that there has been an explosion of interest in making these findings part of the public
consciousness (for example, see the public awareness campaign, I Am Your Child, 1997 and the
feature stories in Newsweek [Begley, 1996] and Time Magazine [Nash, 1997]).
Before birth, a baby's brain cells (neurons) multiply at an astonishing rate. By the time a baby is
born, she will have in the order of 100 billion brain cells, virtually as many as she will ever have.
However, these cells are not yet connected in networks as they will be when her brain is mature
(Families and Work Institute, 1997). What has been laid down during fetal development are
rather general pathways connecting regions of the brain that process and interpret the various
sensory inputs the baby experiences. The newborn has the basic ability to begin to learn.
If development goes well, that ability to learn grows apace. The baby’s neurons form a dense
network of interconnections. Each cell sends signals out to other brain cells and receives input
from other cells. The signals, in the form of electrical impulses, travel down the length of the
nerve cell. With the help of special chemicals, they travel from cell to cell (at synapses), creating
connections. Repeated activation of networks of neurons strengthens these connections. By age
two or three, the brain has become super-dense, with each neuron forming an average of 15,000
connections (Kotulak, 1996).
All these connections give the child’s developing brain great potential flexibility of response.
That flexibility is needed if the child is to respond to his particular environment successfully. For
instance, children need to be able to learn whatever language they are exposed to; they must be
ready for any sound structure and grammar. The child retains this myriad of neural connections
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until about age ten or eleven, after which those connections that have not been activated by
repeated use gradually atrophy and are eliminated. The neural pathways become more powerful
and efficient but less flexible (Cynader, 1994; Cynader and Mustard, 1997).
Developmental Risk, Resiliency, and Vulnerability
The child’s developing brain is put at risk by various circumstances — injury, disease, toxic
substances (such as “second hand smoke”), and the like (Peters and McMahon, 1996). Of these,
Fetal Alcohol Syndrome and Fetal Alcohol Effects [FAS/FAE] are now recognized as the
leading preventable risks to children in North America (Winquist, 1995; Canada: Department of
Health, 1992, 1996; FAS/E, 1997). Prenatal alcohol exposure can cause distortion to various
neural systems that are developing in the brain at that point in the pregnancy. That means that
children and youth identified with FAS/FAE show a considerable range of effects.
FAS typically involves some degree of mental retardation, various associated physical
characteristics (small stature, facial anomalies, often some defects in various organ systems), and
a host of cognitive deficits that affect judgment (the ability to plan, anticipate consequences or
learn from mistakes), impulse control (resulting in hyperactivity, irritability and distractibility),
and learning. FAE often involves no or minimal mental retardation, none of the obvious physical
characteristics, and a more subtle but still profound set of cognitive deficits, often resulting in
serious behavioural and learning problems (Canada: Department of Health, 1996; FAS/E, 1997).
While these physical risks are very significant, population health pays as great or greater
attention to the quality of the child’s social environment as a critical determinant of health. The
brain is shaped profoundly by children’s experiences, and especially by their social relations
with caregivers and peers (Steinhauer, 1997). The infant’s relationship with the parents is
described as a “dance,” mutual exchanges that help develop the child’s emotional balance and
ability to express joy, pleasure, and engagement (I Am Your Child, 1997). Thus physical neglect
(or indeed any circumstance that limits the nature of the stimulation that children receive) has
direct consequences for brain development (National Council of Welfare, 1997).
Deprived of a stimulating environment, a child’s brain suffers…. [C]hildren who don’t
play much or are rarely touched develop brains 20% to 30% smaller than normal for their
age…. [T]he data underscore the importance of hands-on parenting, of finding the time to
cuddle a baby, talk with a toddler, and provide infants with stimulating experiences.…
By the age of three, a child who is neglected or abused bears marks that, if not indelible,
are exceedingly difficult to erase. (Nash, 1997)
Abuse or emotional deprivation in early life trigger other brain-limiting processes (National
Council of Welfare, 1997).
Even more fundamental… is the role parents play in setting up the neural circuitry that
helps children manage their responses to stress. Children who are physically abused early
in life… develop brains that are exquisitely tuned to danger. At the slightest threat, their
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hearts race, their stress hormones surge, and their brains anxiously track the non-verbal
cues that might signal the next attack. (Nash, 1997)
Abuse and neglect in infancy also tend to result in failure of the child to form secure attachments
to parents or other caregivers. Such attachment failures not only limit the child’s ability to trust,
but also impact on the entire repertoire of coping skills (Frank and Mustard, 1994;
Federal/Provincial/Territorial Advisory Committee on Population Health, 1994; Steinhauer,
1997). “Flight or fight” responses which the young child mobilizes as a survival mode become
habitual. These response sets tend to prove inappropriate in many circumstances, making it more
difficult to perceive others’ intentions accurately, to relate well, to learn easily, to deal with new
situations, or to modulate stimuli (Perry, 1997).
By contrast, children who are in a secure and emotional nurturant environment are better
able to make use of the opportunities for exploration and learning they find. A strong,
secure connection between a child and her caregiver/s helps her withstand the ordinary
stresses of daily life — not just today, but in the future as well. A strong bond doesn't just
reassure the child, it actually affects the biological systems that adapt to stress. Scientists
have shown that in stressful situations, children who have experienced a secure
attachment to a parent are more adaptive and produce less cortisol, a stress hormone
which affects metabolism, the immune system and the brain. Excessively high levels of
cortisol alter the brain by making it vulnerable to processes that destroy brain cells, and
just as importantly, by reducing the number of connections in certain parts of the brain.
(I Am Your Child, 1997)
This research on brain development has led to a greatly increased concern about the care that
children receive in the earliest years — from parents, baby-sitters, day care workers, everyone
who cares for them. There are no “down times” in child development. Each of the child’s
caregivers has the opportunity to engage and stimulate the child, nurture and respond to her.
From this perspective, our efforts should be aimed at ensuring the development of child
competencies that are fundamental to ongoing well-being and success (Mustard, 1996). For
example, in its Zero to Three initiative, the National Center for Infants, Toddlers, and Families (a
U.S. child advocacy organization) places emphasis on the emotional foundations of school
readiness (Zero to Three, 1992). These competencies include: confidence, curiosity,
intentionality (the capacity to act in order to have an impact), self-control, relatedness (the ability
to engage with others and feel understood), capacity to communicate, and cooperativeness. All
these competencies stem from healthy parent-child and peer interaction.
In short, the first few years of life are vitally important due to all the development and learning
that occurs during this period. A good start in life is critical because a poor one not only
threatens or delays development but actually may result in a chain of poor outcomes into the
indefinite future (Perry, 1997; Hertzman, 1997). As well, how development proceeds may create
resiliencies or vulnerabilities that continue to offer protection or render the individual more
vulnerable over the mid and long term (Hertzman and Wiens, 1996).
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Level 2 - The Family Environment
The research on brain development emphasizes that social experience is critical to the process.
At the core of this experience, especially for the infant and young child, are key relationships
with caregivers. In most cases, the principal institution that nurtures the developing child is the
family. Thus the research on brain development adds a new level of understanding to established
areas of study on the family — notably those on attachment theory, and on the many research
traditions underlying approaches to family therapy that understand the family as a system for
meeting the needs of its members (I Am Your Child, 1997; Redfern, 1996).
A key requisite for healthy child development is secure attachment to nurturing adults,
with consistent caring, support and affection early in life. Research emphasizes the
importance of family stability..., close, warm and supportive relationships, and security
as protective factors in the lives of children. (Federal/Provincial/Territorial Advisory
Committee on Population Health, 1997, p. 5)
To the above we can now add another research initiative that is helping us understand the
importance of the family environment. This initiative is the National Longitudinal Survey of
Children and Youth.
{See Sidebar IIIb. The National Longitudinal Survey of Children and Youth.}
From the first wave of the survey, there is new evidence that a good parent-child relationship can
moderate risk and promote healthy child and youth outcomes.
To highlight the protective effect of parenting for children in at-risk environments, the
outcome scores for children with four or more risk factors (at-risk) and those with fewer
risk factors (non-risk) were considered, controlling for parenting practices…. All
parenting practices — positive interaction, hostile-ineffective parenting, consistent
parenting and aversive parenting - showed significant effects on the child's outcome for
both non-risk and at-risk families. Except for consistent parenting, the scores of the
children who were in at-risk families but enjoyed positive parenting were similar to or
above those in non-risk situations without positive parenting….
Further analyses of the results for child social relationships and consistent parenting
showed an interactional effect. In other words, consistent parenting practices affected the
social relationships of children in both at-risk and non-risk families; however, consistent
parenting showed more impact in a positive direction for children in at-risk families
compared with those in non-risk families…. (Landy and Tam, 1996, p. 107)
Level 3 - Personal Social Networks
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People’s direct relationships define their personal social network — that grouping of relatives,
friends, neighbours, and acquaintances that the individual interacts with in various ways.
Members of a person’s social network often have relationships with each other. These linkages
may be “within groups” — relatives with other relatives, neighbours with other neighbours, coworkers with each other, etc. Alternatively, there may be linkages “between groups” — for
example, a co-worker who is a family member of a fellow team member in a neighbourhood
sports league and also has a child who is a school chum of your child. Relationships within a
personal social network vary in nature and in strength, from casual to intense and from limited to
a particular activity or context (e.g., bowling team member, fellow church-goer) to multiplex
(e.g., best friends who “do everything together”). There has been a mass of research on the
importance of personal social networks in providing a supportive social environment. Among
many other things, they can be the basis for informal help and mutual aid.
In general, isolated people (that is, those who have small, diffuse, or weakly-linked networks)
have a lower level of well-being than those with strong personal social networks. Various health
promotion initiatives are designed to help people build better connections (for examples, see
Wachtel, 1994). However, because we do not tend to be able to define populations in these terms
(i.e., as relatively isolated or relatively well connected), at this point personal social networks do
not figure prominently within the population health literature (but see Kawachi, et al., 1996).
Instead, they enter mainly as an element of the next level we consider: the community context.
Level 4 - The Community
The larger social context for children and youth and families is the community.
Human beings evolved not as individuals but as communities…. No individual, no single
parent-child dyad, no nuclear family could survive alone. We survived and evolved in
clans — interdependent — socially, emotionally, and biologically. Children belong to the
community; they are entrusted to parents. (Perry, 1997)
Ideally, communities represent a basis for belonging, stability, and continuity, a context in which
shared values and expectations are built and celebrated (Federal/Provincial/Territorial Advisory
Committee on Population Health, 1997). Ideally again, communities are safe, welcoming and
supportive. In a highly mobile and increasingly insecure society, these community supports are
all put in question.
Typically, people are seen as part of a number of communities, based either on identification
with place (neighbourhoods, villages, etc.) or with “communities of interest” (identifying with an
ethnic group, a particular sub-culture, a special interest group, a status group, etc.).
Local Community as Civil Society
The population health perspective redirects our attention to community under the heading of
3
CIVIL SOCIETY. Civil society refers to the quality of social interaction at two levels, within the
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community and in the larger society. At the community level, it refers to qualities of social
inclusion, citizen engagement and social cohesion (Frank and Mustard, 1994).
[Community] “glue” refers to the social cohesion that brings people together to define the
common good, create joint plans and identify strategies that benefit a wide range of
people and organizations in the community…. The human services and voluntary groups
that comprise the social infrastructure allow communities to solve problems and “create
the future.” (Torjman, 1997b, p. 1)
These mediating institutions of civil society — i.e., the places where people come
together in communities — need to play strong leadership roles in addressing social
problems, such as poverty and crime. These institutions provide the sites for public
problem-solving and for skill-building and experimentation with new, broader civic roles.
These 'ties that bind' are sometimes referred to as “social capital” — i.e., the civic virtue
that expresses and builds trust and cooperation among citizens in a society [Putnam,
1993a, p. 167]. (Torjman, 1997a, p. 2)
To the extent that the norms, networks, and trust link substantial sectors of the
community and span underlying social cleavages . . . then the enhanced cooperation is
likely to serve broader interests and to be widely welcomed. (Putnam, 1995, p. 665, qtd.
in Wilkinson, 1996)
The term civil society recalls many ongoing initiatives aimed at improving the capacity of
communities to work together for the common good. For example, an important movement with
deep Canadian roots is HEALTHY COMMUNITIES. It sees the civil society in terms of wide
community participation, broad intersectoral involvement, local government commitment, and
healthy public policy, always taking into consideration the broad range of factors — social,
economic, environmental — that affect health and the quality of life. These ideas were put
forward in a conference back in 1984, Healthy Toronto 2000, and evolved into the World Health
Organization Healthy Cities project (Ontario Healthy Communities Coalition, 1997).
Another important strand in Canada is the notion of the SUSTAINABLE COMMUNITY, one which is
characterized by self-reliance, an ecological perspective, community economic development
activities, and a sense of shared community culture (the collective expression of values,
perceptions, and social organization). This latter idea involves attempts to overcome problems
that limit social interaction, for example, by building new suburban areas to look and work like
established urban neighbourhoods and by fostering occasions for collective planning, action and
celebration (Nozick, 1992).
Nurturing Communities, Caring Communities
One recent schema lays out four relatively distinct aspects of community that together create an
optimal environment for children and youth (Toronto Best Practices Unit, 1995). These are:
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Learning communities — focus on literacy and enrichment opportunities and emphasize the
creation of educational challenges and opportunities for children and youth.
Caring communities — ensure the support and protection of children and youth and highlight
conditions of care which permit normal physical and emotional growth and development.
Opportunity communities — provide economic and social networks which allow equal
access to basic entitlements such as adequate housing, recreation and employment
opportunities.
Harmonious communities — are free of family and societal violence, physical harm, sexual
molestation and exploitation, neglect, emotional harm, and abandonment. Harmonious
communities focus on families, inclusion and equity (Toronto Best Practices Unit, 1995, ctd.
in Child Visioning Committee, 1996).

From the perspective of families with children and youth, what these various notions of
community have in common is that they describe a social environment in which people live
among others who care about their well-being (National Network for Collaboration, 1995;
Kretzmann and McKnight, 1993). With this perspective in mind, community is an important
factor in health: (a) to the extent that it supports a good infrastructure of institutions,
organizations, and networks that help meet the needs of individuals and families; and (b) insofar
as it has a culture or ethos of caring. A caring community allows children and youth to dream
and helps them define and achieve their life goals.
A caring community confers benefits even on individuals and families that are relatively
isolated, i.e., that have limited personal social networks. They share along with everyone else in
the benefits of neighbourhood safety, neighbourly concern and community events (Kawachi, et
al., 1997).
Garbarino's work in impoverished neighbourhoods in the U.S. demonstrated that high levels of
child maltreatment occur in environments that are not supportive of parenting and pro-child
values (Garbarino and Sherman, 1980; Garbarino, 1982). Parents may lack social resources not
only because of isolation but also because their social environment is not oriented towards
family supportive relationships (Coalition for America’s Children, 1996). For instance, it may
not be that parents have nobody to turn to for emergency child care but that the choices open to
them are actually potentially dangerous for the child. In that sense, the converse of caring
communities is not communities with little “social capital” but “toxic communities” which
represent a risk factor for children and youth (Garbarino, 1995; Steinhauer, 1996).
Level 5 - The Province and the Nation
The larger society impacts significantly on children and youth and creates the macro-context in
which health and well-being are determined. Population health pays attention to this factor in
terms of the extent to which the larger society is also a civil society and is thus able to frame and
act on “healthy public policy” (Kettering Foundation, 1994).
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Province and Nation as Civil Societies
Civil society finds expression at the level of the nation-state and the province, not just the local
community.
A civil society sustains and enhances the capacity of all its members to build a caring and
mutually responsible society. It means that all citizens — individual, corporate and
government — assume responsibility for promoting economic, social and environmental
well-being.
A civil society seeks to achieve three major objectives. It builds and strengthens caring
communities. It ensures economic security. It promotes social investment by directing
resources towards the well-being and positive development of people.
[A] civil society interprets very broadly the concept of resources to include — but move
well beyond — the notion of public dollars. Second, a civil society encourages the
creation of partnerships and collaborative working arrangements to achieve its objectives.
Finally, a civil society understands the connection between the dots; it addresses issues in
an holistic and integrated way. (Torjman, 1997a, p. 1)
Healthy Public Policy
Policies on education, employment, industrial structure, taxation, the management of the
business cycle, must all be assessed in terms of their impact on social justice and social
divisions. Economic management must have the explicit aim of increasing social
cohesion and the social quality of life. (Wilkinson, 1996, p. 223)
Getting governments to act explicitly in this way often seems to require a national crisis — the
need for maximum social cohesion to deal with an external threat or a disaster, or the need for
new elites to establish political legitimacy (Wilkinson, 1996). Increasingly, however, there is a
call for such systemic action as a rational policy response to a broad set of domestic social
problems. Thus the idea of healthy social policy is parallelled and re-inforced by notions coming
from ecology and environmentalism.
SUSTAINABLE SOCIAL POLICY is built upon the principles of links between economic and
social well-being, consideration of the needs of future generations, and the wise and
creative use of resources (financial, human, natural/built). (Pante, 1996, p. 9)
Policies which conserve or enhance the physical environment — policies on pollution,
environmental hazards, safe water supply, parks, traffic, building standards, etc. — also directly
affect various determinants of health (Federal/Provincial/Territorial Advisory Committee on
Population Health, 1997).
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Social Capital, Income Inequality, and Well-Being
Recently, the first studies have started to appear that test the relationship between the strength of
civil society, the level of income inequality, and measures of well-being. In a U.S. study
(Kawachi, et al., 1997), researchers tested the hypothesis that:
societies that permit large disparities in income to develop also tend to be the ones that
underinvest in human capital (e.g., education, health care, and other factors that provide
health)…. [It] has been hypothesized that the growing gap between rich and poor has led
to declining levels of social cohesion and trust, or disinvestment in “social capital” (those
features of social organization, such as civic participation, norms of reciprocity, and trust
in others that facilitate cooperation for mutual benefit).
Data from 39 states showed a strong relationship between income inequality and two indicators
of civil society: per capita group membership and expressed social trust. These civil society
measures are correlated especially strongly with overall mortality rates, infant mortality rates,
and various specific causes of death. The social effects of income equality — the erosion of civil
society — appear to make a clear difference in health.
A Virtuous Circle: Civil Society and Global Competitiveness
Social cohesion, social stability and relatively narrow income differentials are markers of
community and societal “health.” These in turn are determinants of population health and our
perception of “quality of life.” But the other side of this same argument is that quality of life is
itself an economic factor that attracts investment and increases economic vitality (Power, 1980,
1988; Putnam, 1993b).
Some of the advantage from civil society is narrowly economic. For example, investors in
Canada benefit from aspects of our national social infrastructure.
The price of employer-sponsored benefits . . . was lower in Canada [than in the U.S.].
The prime reason is lower Canadian costs for hospital, surgical, medical, and major
medical insurance premiums, employer-sponsored benefits, employer-paid statutory
benefits, and wage-based taxes. These insurance premiums represent a cost of 8.2% of
gross pay in the U.S. compared to only one percent in Canada. (Torjman, 1997b, p. 2)
More broadly, however, optimal economic development is fostered by social stability, tolerance,
and a sense of community purpose and national will. For an interesting perspective on this notion
from within the business community, see Sidebar IIIc on billionaire financier and philanthropist
George Soros’ argument that the “open society” is an essential underpinning for development
globally.
{See Sidebar IIIc. On the Open Society.}
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Summary: Well-Being and Self-Actualization
The research underpinnings of the population health perspective highlight how various
determinants of health are differentially distributed across populations. Focussing especially on
socio-economic status, the literature shows clear gradients in health outcomes and overall wellbeing. Children and youth who live in poverty are at greater risk in terms of healthy child
development, having to cope with a dangerous or unhealthy physical environment, not achieving
high educational status, and then as adults, suffering from job insecurity, underemployment, poor
working conditions, and so on.
But the literature suggests as well that differential outcomes are not simply the result of
inadequate resources and poor conditions. Arguably equally central to the debate (at least once
some level of basic subsistence has been achieved) are issues of LIFE MEANING (Wilkinson, 1996;
Hayes, forthcoming). That is, to the extent that persons can exercise choice and/or some level of
control over their circumstances, and can achieve and find self-expression according to the
values of their culture, their well-being is enhanced. More crudely, the lack of those conditions
results in higher levels of morbidity and mortality (Jin, 1995).
To feel depressed, cheated, bitter, desperate, vulnerable, frightened, angry, worried about
debts or job and housing insecurity; to feel devalued, useless, helpless, uncared for,
hopeless, isolated, anxious and a failure: these feelings can dominate people's whole
experience of life, colouring their experience of everything else. It is the chronic stress
arising from feelings like these which does the damage. It is the social feelings which
matter, not exposure to a supposedly toxic material environment. The material
environment is merely the indelible mark and constant reminder of the oppressive fact of
one's failure, of the atrophy of any sense of having a place in a community, and of one's
social exclusion and devaluation as a human being. (Wilkinson, 1996, p. 215)
In that regard, self-actualization, like health, is not an individual accomplishment (Rioux and
Hay, 1993). Well-being is attained through a dynamic process of people linking together
personally and through our various social institutions (Hay, 1996a, 1997b). A nurturant family, a
caring community, a civil society — each provides essential elements of the context that allows
children and youth to develop optimally. Societies that are “open” and provide greater equity of
access promote wider self-actualization within their populations and exhibit relatively higher
levels of well-being.
In terms of the quality of life, which is ultimately a matter of people's subjective sense of
well-being, the psychosocial processes around inequality, social cohesion and its effect
on health, are overwhelmingly important. They are important not only from the point of
view of those low down the social scale who suffer them most, but also because the
deterioration of public life, the loss of a sense of community, and particularly the increase
in crime and violence, are fundamentally important to the quality of life for everyone.
(Wilkinson, 1996, p. 215)
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Notes
1.

When health is defined so broadly, reports that attempt to reflect the “state of the nation”
or the “quality of life” can be seen as approximating this approach. The point is that there
is no quick, summary measure for health so defined. Measuring health broadly means
measuring everything that can be seen as “resources for everyday living.”

2.

This discussion is taken largely from Nash, 1997; I Am Your Child, 1997; and Zero to
Three, 1997. The latter two organizations’ websites are good places to look for further
information on research on early childhood development. See I Am Your Child at
<<http://iamyourchild.org>>; Zero to Three at <<http://www.zeroto three.org>>.

3.

Civil Society is the term commonly used in European writing on this concept (see
National Institute for Social Work, 1996). Certain researchers, notably some associated
with the CIAR, tend to use the term CIVIC SOCIETY.
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Section IV: Implications for Framing an Agenda for Children and Youth
Introduction
The preceding sections have covered substantial territory. The introduction noted the erosion of
some traditional foundations of well-being, and identified insecurity as an underlying theme in
the lives of children and families. Section II distinguished three child and youth advocacy
initiatives — children’s rights, child and family poverty, and the population health perspective
— that are key to the current levels of awareness and action on child and youth issues. Section
III reviewed the components of the population health perspective in greater detail to show how
this new research is enhancing our understanding of both individual and societal well-being.
At this point, we pause to consolidate our understanding of the contributions of each of these
three bodies of work. This section sets out the implications we draw from our review. These
implications in turn form the foundation for an agenda for improving child and youth well-being,
the subject of Section V.
Child and Youth Rights
We want to draw three implications from our brief discussion of child and youth rights. The first
is the recognition of children and youth as persons in and of themselves, i.e., not simply as an
extension, or as the ‘property’, of adults. This recognition forces careful consideration of how
children and youth are dealt with in their interactions with the wide array of social institutions —
families, schools, business, the justice system, and so on. A child and youth agenda must help
young people fulfill their potential as full participants in society.
The second implication stems from this point and directs us to pay special attention to the set of
rights we grouped as ‘participation’ rights. If children and youth are truly to be “active
participants in their own development” (Pearson, 1991), greater consideration will need to be
given to how those rights can be realized (Grigg, 1997; Graham, 1997).
Thirdly, international activities monitoring the implementation of the Convention raise the issue
of ongoing assessment of the state of child and youth well-being. Advocates for child and youth
rights are aware of the importance of frameworks in helping to synthesize a range of issues into
an understandable whole, and of the crucial role played by research and information in
monitoring trends and providing evidence for accountability. Both of these points — synthetic
frameworks of understanding and the need to measure progress and gauge our achievements —
are re-emphasized by both the poverty and population health literatures.
Child and Family Poverty
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The poverty literature underscores something every reader probably already knows: adequate
income security is essential for healthy child and youth development and the maintenance of
stable, well-functioning and productive families. One important consideration arising from this
knowledge is how adequate levels of income security can be more broadly achieved.
Most families receive the majority of their income through the employment earnings of one or
more family members (see Lochhead, 1998 for the amount of family income required to meet
average needs). Most families also receive some income from other sources — from savings,
investments and government program transfers (cash and tax credits), for example. An
‘uncertain’ labour market, high unemployment, low job growth, and increasing part-time work
(Schellenberg, 1997; Schellenberg and Ross 1997; Scott and Lochhead, 1997), and a concurrent
decline in the adequacy of government income transfer programs, cause more and more families
to feel economically insecure (Hay, 1997b; Ip, 1996; Ross, et al., 1996). Thus our agenda will
have to consider strategies that encompass both the creation of jobs with adequate wages and
benefits and strong income transfer and support programs to reduce poverty and ensure income
security for British Columbians.
Another lesson that we take from the poverty literature is the success of public education and
community action strategies. In particular, the creation of poverty ‘report cards’ by groups like
Campaign 2000 provide an accessible way to convey complex information and keep issues of
child and youth well-being on the public agenda (Popham, Hay and Hughes, 1997). Campaign
2000 acknowledges the importance of credible research to provide legitimacy for its positions,
and effective communication strategies to attract the attention of the public.
The implications we draw from the poverty literature parallel those we emphasize in the child
and youth rights literature. One of the chief implications of living in poverty is the constraints
this way of life imposes on full participation in society: poverty is bad for democracy. Second,
both rights and anti-poverty initiatives succeed only if there is honest monitoring of progress and
good public accountability. Third, it is through ongoing communication with government,
community organizations, and the public at large that support is built.
Population Health
The population health literature has been our chief focus in this paper. The research reviewed in
Section III is complex and multi-layered. The discussion here aims to summarize some of the
main points and draw out various sets of implications for a social policy agenda.
Set 1. The Centrality of Social Determinants of Well-Being
The determinants of health are phrased at different levels — the individual, the physical
environment, and the social environment. However, population health research argues that the
social determinants are key. The main initiatives we have to take to improve well-being are
social and economic.
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Gradients in Well-Being Reflect Resources. A key finding of population health research is the

importance of adequate resources, particularly economic resources, as determinants of health. In
very broad terms, the greater one’s resources, the more likely one is to live a healthy, long life.
Although income has been identified as the most important determinant (general predictor) of
health (Hay, 1994), our review pointed to other important resources in the family and the broader
community — social support, nurturing, stimulation, education — which also affect well-being.
The recognition that illness or premature death could be consequences of inadequate resources is
hardly new in the scientific literature, let alone in other writings (Hay, 1994). What population
health has added is the documentation of these health gradients. Every increase in social status
corresponds to increases in health and longevity for that segment of the population (Hertzman
and Mustard, 1997). This finding is important as it indicates that all people’s health status — not
just the health status of the people living in poverty — would benefit from increases in social
status.
These findings imply that well-being has an economic foundation that must always be taken into
account. Improvement of overall well-being necessarily involves economic policies and
initiatives. In turn, these must be assessed in terms of their social consequences, how they affect
each level and segment of society.
Equitable Income Distribution is Determinate. The population health literature is also ground-

breaking in its identification of patterns of income distribution as significant health determinants.
For relatively wealthy, industrially advanced societies, the research evidence points to the
primary importance of inequality of income distribution, not poverty, in determining health and
well-being. Poverty remains a significant risk factor, but now largely at the margin, affecting the
bottom quarter or fifth of the population. By contrast, inequality is a determinant of health/wellbeing across the population.1
This finding means that social and economic initiatives to improve income equality in particular
are key elements in an agenda. Furthermore, we cannot ultimately improve the well-being of
children and youth, who are not central participants in the economy, unless we focus broadly on
the population as a whole.
Social Meaning is Central. Perhaps the most striking finding in the population health literature

relates to social meaning. That is, it is not so much absolute deprivation (poor housing,
inadequate food, limited access to health care, an unsafe environment, etc.) that sets up sharp
gradients in well-being in wealthy societies. Instead, relative deprivation represents an
increasingly significant factor.
Inequality appears to act on well-being through stresses related to difficulty or inability to
exercise control over one’s circumstances, to reach one’s potential, or to play a full role in
society.
This central finding means that the ability to participate fully in society is the main road to wellbeing. All initiatives need to be assessed in terms of how they affect participation, choice and
achievement. The rights literature focuses on participation rights as a key set of entitlements; the
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population health literature helps explain how participation contributes to well-being.
An Understanding of Power and Decision-Making Processes is Required. The first set of

implications directs our attention to the social and economic divisions in society and the meaning
of social inequalities for people’s lives. In a fundamental sense, people assess their well-being in
reference to a set of values and socially-defined goals, a vision of “the good life” (Rioux and
Hay, 1993). How these values are chosen, how well-being is defined, and how we attain the
good life should be central questions in population health research.
Furthermore, critical to decisions about how to improve social well-being is an understanding of
the social, economic and political processes that create and maintain gradients in income, in
social standing, and in access to resources. How issues are placed on the public agenda, how
initiatives are proposed, how people can participate in the process, and how decisions are
ultimately made are key questions largely absent in the population health literature now (Poland,
et al., forthcoming). The clear implication is that we have to pay much closer attention to these
questions.
Set 2. The Centrality of Community
The well-being of populations is inextricably linked to the health of communities. Neither
individuals nor families are self-sufficient; they exist within a community environment. Social
meaning implies social context. A key focus of population health is the quality of social life,
which is encapsulated by the term civil society.
Civil Society Fosters Well-Being. The emphasis on social meaning and participation imply that
the quality of community life is another key determinant of well-being. That is, a healthy
individual needs a “healthy” social environment in which to flourish. That in turn focuses our
attention on various related aspects of what we mean by “healthy” community life.

•

A Sense of Public Purpose. Well-being is enhanced when the individual feels included in
community, where there is opportunity to contribute to the greater good, and where that
contribution is valued. Periods of social mobilization, while they may be stressful and
disruptive, can also improve population health.

•

A Feeling of Social Cohesion. Similarly, a shared sense of identification within a community
contributes to well-being in various ways. Where people see their futures as intertwined,
there is more likely to be a willingness to take the needs and wants of others into account, to
support initiatives that are for the greater good, and to be willing to sacrifice some personal
advantage for greater overall equity. In turn, social engagement confers various competitive
advantages on the community that make it more effective and reinforce the sense of
commitment of its members. The civil society is a mutually reinforcing system.

•

Support for Healthy Public Policy. If civil society cannot simply be legislated into existence,
public policy can be conducive to it. Thus policies that aim to lessen income inequalities, that
encourage citizen participation, that prepare people to take full part in society, that proclaim
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and support community goals, that monitor and reaffirm child and youth rights, that
emphasize inclusiveness, and that celebrate community history and build community
identity, all arguably work to improve population well-being. In essence, the notion of
healthy public policy is that all initiatives (in whatever sphere of government activity) should
be assessed for their potential impact on community life and overall well-being.
This perspective implies that much of our effort to improve child and youth well-being must be
directed explicitly both at mobilizing and improving community capacity (Frank, 1994; Families
and Work Institute, 1996). The values that give life meaning are community expressions. If those
values are hollow, the community cannot be truly healthy. Strengthening community is a direct
way of benefiting children and youth.
A further implication is that we should create empowered communities through processes that
locate governance (planning and decision-making) within the local community wherever
appropriate. Just as individual self-actualization and a feeling of personal efficacy are critical to
well-being, social development and empowerment are central to community health.
Set 3: Focus on Primary Prevention
While all public policies may have some impact on population health, initiatives that make a
significant difference to the well-being of a population are by definition more central and more
effective. In that sense, primary prevention — reducing risks to well-being in the environment —
is more effective in general than trying to remedy the problems once they have occurred (Daro,
1988; BC Council for Families, 1997; Wachtel, 1997). Each defined social ill requires a whole
raft of interventions and responses. Supporting all these activities, programs and services is very
costly.
Worse still, there is distressing evidence from a mass of evaluation research that intervention
after the fact may not be as effective as we hope.
In almost every sphere of social policy we imagine that services and interventions are more
important than they are. Not only is the influence of medical services on survival
dwarfed... by the influence of social and economic circumstances, but police and prisons
have only a minor impact on crime; social workers cannot solve society’s social problems;
remedial teachers cannot — in two hours per week — offset the effects of emotional
trauma in a child’s background; community development workers cannot make
communities, and family therapists cannot prevent families falling apart. Evaluations in all
these areas provide evidence of what is, at best, only marginal effectiveness. (Wilkinson,
1996, p. 22)
Monitor Progress. The population health perspective is a data-based approach, predicated on

extensive reviews and syntheses of relevant secondary research and original primary
investigations in key knowledge areas. Population health underscores the importance of high
quality, longitudinal research to continue to refine constructively the understandings and
contribute to the culture of a ‘learning society’ in Canada (Keating and Mustard, 1996). As well,
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once specific actions to improve health and well-being are suggested, we have to be able to
demonstrate the impact of the initiatives, and to do so we need good measures of the outcomes
we seek. As noted above, population health started out with a narrow range of available
measures such as mortality rates, disease incidence, rates for various risk factors (low birth
weight, smoking, obesity, etc.), and information on particular health determinants. There is a
strong need for good, accessible data that cover the broader context of well-being. At present,
such data generally do not exist (Ross, 1996a), or the accepted reporting frameworks and
indicators are “dramatically incomplete in their failure to incorporate [social] values” (Dobell,
1996, p. 220). Advocates of more robust and holistic reporting frameworks continue to press for
improved indicators and more meaningful and strategic measures (Canadian Council on Social
Development, 1997b; Dobell, 1996; Hay, 1993c, 1996b; Hay and Rutman, 1993; O’Hara, 1997;
Ross, 1996a, 1996b; Rutman, 1994; Scott, 1996).
Continue to Support Remedial Approaches for Those At Risk. We make a mistake if we stop with

primary prevention initiatives and measures of well-being at the population level. It is true that a
population health perspective leads us to place new emphasis on prevention and health
promotion programs that serve the whole population through universal programs. It is largely
programs on this scale that can show clear overall effects on population statistics. Programs that
touch only a small number of people, no matter how successful in improving their health and
well-being, will not show much impact in population terms.
There are various circumstances in which targeted programs are clearly indicated, even in these
terms. Where a particular problem is largely confined to a sub-population, targeting is the choice
by definition. Similarly, if serving a targeted sub-population removes some risk to the larger
population, it is again the obvious approach. For example, expansion of current HIV prevention
programs for injection drug users is partly justified by the self-interested argument that this
group represents an HIV+ reservoir that sooner or later will spill into the larger population.
Similarly, expensive treatment programs for paedophiles are partly justified by arguing that each
such offender is a mini-epidemic, likely to abuse scores or hundreds of children over his lifetime
if nothing is done.
The broader point is that population health does not provide a mandate for focusing on primary
prevention programs to the neglect of “secondary” and “tertiary” ones — that is, early
intervention and treatment services (Offord, 1997). Indeed, the need for a full continuum of
services is completely consistent with an appreciation of the centrality of “civil society” in a
population health approach. Every individual is a part of the community and should be enabled
to participate as fully as possible. The rights literature, based on the United Nations Convention
on the Rights of the Child, adds its weight here. Simply put, each and every child and youth has
a call on our resources. That also implies that we must choose our assessment measures carefully
so that the successes and failures of individual children and youth count too.
Intervention, Treatment and Long Term Support Services
The argument above is that remedial services are costly and inherently not as effective as
primary prevention. Moreover, the need is apparently bottomless. Regardless, we must continue
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to devote resources and effort to deal with groups who are at risk. In fact, remedial services,
ideally secondary to prevention, tend in practice to claim the lion’s share of our resources and
energies.
If this fact has always proved an obstacle to a proper emphasis on primary prevention, the
population health perspective gives us new hope — in the form of two very important
implications for our service response.
A. Many Problems are Inter-related. This means that the service agenda, although inherently

costly, is not in fact boundless. The population health framework suggests that one continuum of
services will help remedy any of a range of defined social problems. For instance, some crime
prevention programs are also substance abuse programs, school drop-out prevention, antibullying programs, recreation services, inter-generational mentoring programs, child abuse
prevention approaches, family support programs, etc. The service response for each of these
social problems addresses overlapping sets of risks and takes parallel forms (Wachtel, 1997).
B. An Effective Service Response Shares Certain Features. The population health perspective

allows us to define our service response better and helps defend it. Service system features
represent a parallel agenda: a rephrasing of the same elements that try to ensure optimal
participation in society.
Emphasize prevention and promotion. At the service level, as at the primary prevention one, the
population health perspective emphasizes prevention. It suggests that there are many ways and
many points at which social action can improve the social, economic and physical conditions
that are determinants of health. Improvements in these conditions should result in demonstrable
improvements in well-being for the group at risk.
Health promotion represents a vital approach to prevention. It is a direct implication of a
population health perspective. Information, education, skill development, programs designed to
change attitudes and perceptions, and support for behaviour change all help modify various
determinants of health, notably personal health practices, coping skills and the ways in which
people access, interact with and benefit from formal health care services.
Start early — conception through age five are critical years. The first years of life have tended
to remain relatively “privatized” — the responsibility of the family, often with little support.
There must be much stronger policy attention on how to foster optimum development in the preschool years. The earlier a risk can be eliminated or remediated, the better the chances of
success. This point directs our efforts towards early childhood services.
Support people through life cycle stages: emphasize transition and turning points. The literature
is now starting to refer to the first five years as the “investment” years and the period from age 5
through 18 as “enhancement/remediation” years (Federal/Provincial/Territorial Advisory
Committee on Population Health, 1997). This latter term is unfortunate and misleading. It does
properly suggest the need to build on strengths and make up for delays and deficits. However, it
fails to emphasize the sense in which each developmental stage has its own tasks and special
needs. Thus it is better to characterize the stages using terms like “foundation” or “investment”
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(early childhood), “building” (elementary school age to early adolescence), and
“independence/interdependence” (adolescence through young adulthood).
Support parents and families. As families have changed, the pressures of trying to support
children have tended to increase. A greater proportion of single parent families, of blended
families and of parents in the work force all make for problematic trade-offs between work and
family life (Federal/Provincial/Territorial Advisory Committee on Population Health, 1997). Our
services have to take greater family support needs into account (paralleling some of the broader
family-friendly primary prevention policies).
Adopt a Community Development Approach. Connecting people to others in the community and
using the resources of the service system to try to build community capacity are inherently
limited but still useful approaches to acknowledge the importance of community for well-being
(Athens Family Connection Partnership, 1995a).
Measure impacts. As with the need to measure the impact of social policies, there is a parallel
need to evaluate services and develop accepted outcome measures. This means the selection of
“social indicators” that can help us gauge movement towards our goals.
Offord (1997) argues that intervention initiatives should be set up as social experiments where
possible. That is, they should be measurable and have adequate funding for evaluation. This setup might make demonstration projects very expensive, but the consequences of never being able
to evaluate program models is potentially much more expensive.

Participation, Decision-Making Processes, and Democracy
The discovery and recognition by population health researchers (particularly Wilkinson, 1996) of
what have been judged by scientists as the ‘softer’ social determinants of health (i.e., social
meaning) as contributing significantly to their understanding of what shapes population health
outcomes connects with the work described briefly in the introduction to this paper as “new
visions of well-being” (Drover and Kerans, 1993; Rioux and Hay, 1993; Roeher Institute, 1993).
These approaches identified the importance of positive, parsimonious definitions of well-being
that encompass principles or values of what philosophers refer to as “the good life” (Rioux and
Hay, 1993). In a similar fashion, the emerging population health framework identifies values —
e.g., equity, social cohesion, caring communities, engagement — underpinning and in support of
the more traditional 'scientifically' identified health determinants (Hayes, forthcoming).
These approaches to well-being went one step further than population health has yet to go,
however. They more explicitly identified the crucial dimension of process — e.g., who defines
our conceptions of health and well-being, and how will we attain these conceptions? The wellbeing work acknowledges that definitions of health and well-being could be (and most likely will
be) ever changing as our population — its composition, knowledge, mores and values —
undergoes constant development.
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While population health brings together many different strands of work to answer the question
“what determines if people are healthy?”, it does not help us figure out how the scientifically
revealed determinants should be distributed and achieved. If we accept, as the population health
literature suggests, that inequities in health and well-being outcomes are related to inequities in
the distribution of social and material goods in our society, then we must look deeper into the
scenario. What determines this distribution? Who determines this distribution? What has to
change for distribution systems and outcomes to be more equitable?
These questions are fundamentally questions of process. In attempting to find answers, issues of
power and social control are revealed as key to understanding social decision-making processes.
The conclusion is that it will only be through democratized private and public decision-making
processes — ones that are transparent, accountable and just — that more equitable outcomes for
health and well-being will be realized (Rioux and Hay, 1993). The centrality of political
reciprocity for the achievement of social well-being has to be recognized. Thus the
interdependent pair becomes on the one hand our understanding of the potential of our wellbeing, and on the other our ability to enact adequate and accessible processes for its
achievement.

Summary
We want to derive a child and youth agenda for BC that is consistent with the best current
information we have on what contributes to individual and population well-being. The specific
agenda items put forward may depend on other factors as well: what is already in place, what
initiatives have built up momentum and a committed constituency, what particular communities
see as their greatest needs and priorities, what seems most feasible or affordable, etc. But if we
can keep the implications of our current knowledge firmly in mind, our choices will be informed
ones and will move us in the desired direction.

Notes
1.

Curiously, strategic/policy work that embraces population health has been relatively
silent on calling for action on this point. A notable exception is Dr. John Millar, the BC
Provincial Health Officer (Morton, 1997).
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Section V: Essential Directions for a BC Child and Youth Agenda
Introduction
This section begins to build an agenda to enhance the well-being of children and youth in BC.
What we are calling “essential directions” for this agenda follow directly from the implications
of the research that we have reviewed in this paper and summarized in Section IV. Taken
together, the directions provide a framework for areas of action to enhance the well-being of
BC’s children and youth.
The broad directions are intended as goal statements, i.e., as achievable ideals towards which we
should strive. Under each is a brief discussion of some illustrative “items” — actions, policies,
service initiatives — among which we can choose. Providing a selection of possible options for
action is a way to start filling out our agenda.
Subsequent work of the Spotlight on Children and Youth Campaign — input from an expert
advisory group and a public consultation process — will help pin down specific items and
associated benchmarks, targets and timelines for their achievement. This work will build on, and
ideally work with, other initiatives already underway, for example, the Provincial Health
Officer’s annual reporting process (BC: Provincial Health Officer, 1997), the Ministry of
Children and Families Measuring Our Success outcome evaluation framework (BC: Ministry of
Children and Families, 1997a) and the emerging National Children’s Agenda (Canada: National
Children’s Agenda, 1997).
Please note that the six essential directions for a BC Child and Youth Agenda that are presented
here do not cover all that is necessary for child and youth well-being. Instead, these are our
suggested priority areas, where we feel that action will yield the greatest return for children and
youth, and for the population of BC as a whole.
Thus it should also be understood that taking action on these directions should not preclude
continuing initiatives in other areas. For example, the Provincial Health Officer (BC: Provincial
Health Officer, 1997) has identified the following goals: a diverse and sustainable physical
environment with clean, healthy, and safe air, water, and land, and the reduction of preventable
illness, injuries, disabilities, and premature deaths. These goals are also clearly worthy of
ongoing attention.
Six Essential Directions
The six directions we feel are essential to a BC child and youth agenda are:
•
•

Implement child and youth rights
Eliminate child and youth poverty
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Reduce social and economic inequalities
Redefine service effectiveness
Improve information systems
Work in partnerships

These six points are not mutually exclusive. Instead, they represent several different types of
action that reinforce each other. The first two, child and youth rights and poverty, are ongoing
initiatives with evolving agendas of their own. The third, social inequality, is a fresh synthesis
deriving its energy from the rapidly growing body of population health research. It provides a
new and compelling impetus for drawing together a set of wide-ranging policies. The fourth
direction, an integrated service response, takes the idea of a prevention and intervention agenda
that was already coalescing and strengthens it by showing its logical connections with population
health findings. The fifth, measurement and accountability, argues for an adequate information
base to enable us to monitor and direct change. And the sixth direction, social partnerships,
emphasizes that an empowerment and community capacity building agenda needs to recognize
that the process of agenda selection and implementation is itself an integral part of that agenda.
Civil society cannot be imposed; it must be built through communication, participation, and the
democratization of public and private life.
Each of these directions defines a huge topic area. In the relatively short space of this paper, we
only sketch some of the details. Fortunately, in some cases there is already a sizable literature to
fall back on. For the rest, the elements and options will need more thought and elaboration.

Implement Child and Youth Rights
There are various noteworthy initiatives building knowledge about, and support for, the UN
Convention on the Rights of the Child among children, parents, service providers, government,
and the public-at-large (First Call, 1997). In BC, leadership in this regard is being taken by,
among others, the Society for Children and Youth of BC, the Greater Victoria Child and Youth
Advocacy Society, the School of Child and Youth Care at the University of Victoria, the
provincial Office of the Child, Youth, and Family Advocate, and the provincial Deputy
Ombudsman for Children and Youth. Supporting and extending these awareness and public
education activities is an important agenda element and a good way to emphasize social
partnerships. Moving beyond these activities to further substantive action to implement these
rights throughout society is a priority and a significant step in building a civil society at the
provincial level.
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Further goals would be to increase the level of participation of children and youth in initiatives
to implement their rights, and to continue to monitor legislation, regulations, and policies (of
governments, businesses, schools, and other community organizations) to see that they comply
with Convention articles. (See Graham, 1997; and Society for Children and Youth of BC, 1997,
for discussion of an assessment of BC statutory compliance, and Canadian Coalition for the
Rights of Children, 1997 for a framework for assessing legislation across Canada.)

Eliminate Child and Youth Poverty
Leadership in promoting public awareness and in developing strategies to address child and
youth poverty in BC is also noteworthy.1 (See BC Campaign 2000, 1995, 1996, 1997; First Call,
1997; Hay, 1997b, 1997c, 1997e; Society for Children and Youth of BC, 1997.) For example, the
Provincial Health Officer, Dr. John Millar, has argued that BC should set as a goal the reduction
of our child poverty rate by 80% to the level achieved in several European countries (BC:
Provincial Health Officer, 1997). Again, ongoing initiatives provide good opportunities for
further coalition building to carry this agenda forward (McCart and Stief, 1995).
In terms of the two major income sources for most families, employment and public programs,
some of the poverty-reduction approaches being promoted are:
Employment and Job Creation
• Local investment requirements, community banks (lending for social development, not solely
for profit), support for small business, job sharing (Canadian Community Reinvestment
Coalition, 1997; Rehnby and McBride, 1997; Walker, 1997).
•

Sectoral Initiatives:
•

The private sector could be given incentives for creating jobs (Ecumenical Coalition for
Economic Justice, 1996; Rehnby and McBride, 1997). In parallel, there might be
accountability mechanisms for businesses to promote a greater balance between private
profits and “socialized” losses. These would hold companies terminating employees at
least partly accountable for the social costs of their private decisions (Ecumenical
Coalition for Economic Justice, 1996).

•

Public sector investment in job creation might be in the form of infrastructure
improvement, education, health care and social services (Dobbin, 1996; Social Planning
and Research Council of BC, 1996).

•

Increasingly touted is the job-creation potential of the “third sector,” i.e., the voluntary
human service sector. Acknowledging and finding ways to compensate the work of
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community agencies that are meeting the service needs of community members is crucial
(Putnam, 1993b; Torjman, 1997a).
•

Employment support programs and legislation: expanding the availability of high quality,
accessible, and affordable child care (Friendly, 1997; Ontario Coalition for Better Child
Care, 1997); continuing to improve labour policy, e.g., hours of work, overtime (Canada:
Advisory Group on Working Time and the Distribution of Work, 1994; Canadian Centre for
Policy Alternatives, 1998; Walker, 1997); continuing to increase the minimum wage to
adequate levels (Social Planning and Research Council of BC, 1997); and ensuring the
availability of adequate, secure and affordable housing (Novick and Shillington, 1997).

Income Transfer Programs
• Restore funding to federal/provincial transfer payments for health, post-secondary education
and social services (Canadian Centre for Policy Alternatives, 1998; Canadian Council on
Social Development, 1997).
• Reduce expenditures on some existing programs: for example, lowering the deduction limit
on contributions to RRSPs (by $5,000 for example) could raise hundreds of millions of
dollars while only affecting a small minority of upper income earners (those with individual
incomes of $100,000 or more) who contribute to them (Caledon Institute of Social Policy,
1994).
• Eliminate the deduction for business entertainment expenses (e.g., meals, sports events).
When arguments are presented that public dollars are inadequate to address child and youth
poverty, public money spent on subsidies for private business entertainment is questionable
policy (Canadian Centre for Policy Alternatives, 1997).
• Increase expenditures on income transfer programs for families with children, such as the BC
Family Bonus and the new federal National Child Benefit, and increase the range of families
covered (BC Campaign 2000, 1997; Battle and Mendelson, 1997; Campaign 2000, 1996;
Canadian Centre for Policy Alternatives, 1997; National Forum on Health, 1997; Novick and
Shillington, 1997; Rehnby and McBride, 1997). Index benefits to inflation to help protect
families that depend heavily on transfer income (e.g., child benefits, social assistance,
employment insurance). People who live in poverty have less room to maneuver in a crisis
and thus have the greatest need for stability.
• Review the indexation of tax brackets and maintain the progressive nature of the income tax
system; preserve wealth taxes, capital gains taxes, and stable (i.e., inflation protected) per
capita education funding for all levels, particularly post-secondary, through grants, loans,
endowments. (See Canadian Public Health Association, 1997, for an overview of social and
economic policies in support of improved population health.)
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Accelerate the settlement of Native land claims. A more viable economic base for Native
communities would help solve one of the most persistent unemployment problems in BC. In
addition, the community-building potential should create a much better social environment
for children and youth, who make up a large proportion of the population in Native
communities (see White and Jacobs, 1992).

Reduce Social and Economic Inequalities
Child and youth poverty has been the subject of considerable debate, and work on a public
agenda to address the issue is ongoing. By contrast, more broadly phrased issues of social and
economic inequality do not have a comparable history of advocacy and public discussion.
Clearly, however, the population health research indicates that we should be addressing
inequalities directly.
In this regard, many of the initiatives and debates on child and youth poverty can be taken over
wholesale into this discussion. Indeed, there is some impetus for reframing and giving further
attention to anti-poverty initiatives in this way. For example, in BC the Provincial Health Officer
is at the forefront in calling for a reduction in the gap between high and low income earners
(Morton, 1997).
Issues of social and economic inequality fall into several categories. Some have to do with
income and employment policies themselves. A second set deals more with issues of balancing
work and family responsibilities. A third focuses on participation in community affairs. Many of
these issues overlap, with some initiatives responding to more than one problem.
Income and Employment Policies
The income gap is getting wider: "In 1992, upper-income families' slice of the market income pie
was twenty-two times larger than that of low-income families — the widest gap since Statistics
Canada began calculating incomes, as of 1981" (Battle, 1995, p. 5). For a long time, our public
policies redressed these inequalities relatively successfully. Thus after transfer payments were
figured into the income distribution, the ratio of the average income of the richest 20% of family
income earners to the poorest 20% was less than 6 to 1 — and this level remained relatively
stable over a period of well over 20 years (Battle, 1995; Picot and Myles, 1995, 1996). But since
the late 1980s, there has been stagnation in the growth of family incomes, and since the early
1990s, income transfer benefits have been cut. This combination is fueling a rise in income
inequality in Canada (Statistics Canada, 1997).
A. Employment policies.
“Full employment” is both an arcane economic topic and, at the social level, a significant issue
for participation in adult life. From the community perspective, there is no shortage of needed
work; the problem is one of limited paid employment (Bergmann, 1996).2 Population health
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research suggests that unemployment is a personal risk factor, a tax on social capital, and, to the
extent that it increases income disparities, a broad determinant of steeper gradients and an
overall depressant of societal well-being.
Virtually all the policies put forward for addressing poverty are also suggested as approaches for
reducing inequality. Among these, we mention a few that have generated special attention
locally.
Shorter hours. Ideas of spreading available work among more employees are under active
consideration in various locations (Canada: Advisory Group on Working Time and the
Distribution of Work, 1994; Gorbould, 1996) and are being implemented in others (Rifkin, 1995;
Shaw, 1996). For example, France is moving towards a shorter work week with legislation that
gives employers a reduction in payroll taxes in exchange. Some large employers have negotiated
similar plans with their own work forces. BMW in Germany (the automobile manufacturer)
offered workers a four day, reduced-hours week in exchange for productivity increases and shift
realignments that allowed the factories to run round the clock. Such initiatives are not new;
Kellogg adopted a six hour, four shift model in 1930 designed to employ 30% more workers in a
Depression-ravaged economy. Because of productivity gains, the company was able to maintain
the same pay as for the previous eight hour shift. From a population health perspective, reduced
work hours brought other personal, family and community benefits. Interviews with the women
workers showed that they valued the extra time and energy to devote to their families, personal
pursuits and community activities (Hunnicutt, 1994).
Third sector employment and social entrepreneurship. The need for additional human care
services to support families and bolster community infrastructure is touted as an opportunity to
employ many more people in meaningful work (Bergmann, 1996; Torjman, 1997a). One
approach foresees voluntary and community services associations in a “third sector” coalition
pressing government to provide vouchers to remunerate persons doing community work (Rifkin,
1995).
Private adoption of healthy public policies. There are various effective policy initiatives to
reduce income inequalities that can be implemented without needing governments to act at
provincial or national levels. Opportunities exist for the creation of more equal distributions of
income and wealth within families, organizations, businesses, and between men and women. For
example, workplaces could put income ratio policies in place, i.e., an organization’s highest paid
employee could earn no more than 3-5 times what the lowest paid employee earns (Social
Planning and Research Council of BC, 1991); families could ensure that control over the
spending of family discretionary income was shared fairly amongst family members (Hay, 1992,
1997b; Phipps, 1996; Phipps and Burton, 1994); and pay equity policies (equal pay for work of
equal value) could be more broadly adopted (Pulkingham and Ternowetsky, 1996).
B. Family support policies.
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Family support policies help redress inequalities in the ability of parents to fulfill family
responsibilities without compromising their status at work. These policies seek to give parents
more flexibility and with that a better sense of control in these critical life sectors.
Early Childhood Services. There are strong social and economic gradients in the use of child
care and other early childhood services (National Forum on Health, 1997). Access and
affordability issues make it much less likely that children in low income families will receive
high quality services. For children, stimulating child care has a strong educational effect that
helps them develop optimally (i.e., show greater social competency, higher levels of language
development, higher developmental levels of play, and better ability to self-regulate) and
prepares them to succeed in school (Doherty, 1991, 1996; Federal/Provincial/Territorial
Advisory Committee on Population Health, 1997; National Crime Prevention Council, 1996).
For their parents, having a safe, stimulating environment for their children makes it much easier
to take on the demands of the work environment (or commit to further education and training,
engage in other programs or activities, etc.). This policy is very much a “two generation”
approach, important for both parents and children. Good early childhood services help solve
some of the severe time pressures on parents today. Equally, they provide all children with more
equitable access to learning opportunities and social experiences that help optimize development.
Additionally, recent research has shown that 77 weeks of work per year are required for the
average family to earn enough income to meet its needs (Lochhead, 1998), and thus high quality
child care is seen by some as one of the most important family income security supports
(Kitchen, 1997).
Family-friendly workplaces. There is considerable inherent strain between the demands of the
workplace and family responsibilities (Lochhead, 1998). To deal with these demands, a wide
variety of policy initiatives have been taken over the years by government and through
negotiation as part of collective and individual agreements. Examples include: family sick days,
family emergency days, parental leave, flexible hours, and time off to attend school events and
parent-teacher meetings (I Am Your Child, 1997).3
C. Community friendly workplace policies
In tandem with initiatives that support family are those which build community. Many of these
initiatives are rather long-standing aspects of “good corporate citizenship” that can be reinforced
in population health terms as enabling people to participate more fully and effectively in
community affairs. This range of policies includes: time off to vote, leave for jury duty, time off
and support for volunteerism, charitable donation matching, company-sponsored mentoring,
student internships, adopt-a-school programs, and support for child and youth recreational
activities.

Redefine Service Effectiveness
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A “parallel agenda” for early intervention, treatment and long term support of at-risk segments
of the population has achieved a wide consensus across this continent (Athens Family
Connection Partnership, 1995b; Benard, 1995; Daro, 1988; I Am Your Child, 1997; McCart and
Stief, 1995; National Council of Welfare, 1997; National Crime Prevention Council, 1996;
Steinhauer, 1996). We can define with some confidence an integrated set of services for children
and youth and their families that respond to a range of risks for poor child development,
unhealthy family environments, and “toxic” communities. This set of programs is meant to work
systematically to address optimal child and youth development, with special attention to key
turning points, and represents a strategy of reducing risks and building resiliency.
A second characteristic of this service agenda is that it employs a “two generation” approach —
simultaneously aiming at strengthening the well-being of children and youth and also working
on their family environments (Connell, et al., 1995). Supporting parents to be more effective
caregivers may mean also assisting them in other life tasks — employment, education,
relationships, social network resources, housing and transportation, self-care, self-expression,
etc.
Lastly, and also still somewhat less developed in this agenda, is a community development
approach (Federal/Provincial/Territorial Advisory Committee on Population Health, 1994). This
approach works at two levels — bottom up and top down. At one level it aims to connect
children, youth and their families within a community environment, while also working
systematically to increase community capacity to keep children safe and support families
(Bouchard, 1997; Dombro, et al., 1996; I Am Your Child, 1997; Lustig and Fuchs, 1992; Peters,
1994).
An evaluation literature that demonstrates the effectiveness of various elements of this service
agenda is growing (McAndrew, 1996; Daro, 1994; Hertzman and Wiens, 1996; Wolfe, 1996).
Research shows that dollars spent on investment or prevention programs save more dollars from
being spent on curative or treatment programs (Martin, 1998; Walker, 1991). For example,
spending on education and early childhood development programs saves money being spent on
the justice system, health services, and through social assistance and unemployment benefits
(Greenwood, et al., 1996; National Crime Prevention Council, 1996).
Some of the building blocks of this service agenda are found in the following programs
addressing risks during the critical early years from zero to six:
•

Prenatal and infant nutrition and pregnancy support/outreach. Under the Canada
Prenatal Nutrition Program, services have been developed in over 200 communities across
Canada (Canada: Department of Health, 1997b). Healthiest Babies Possible is the most
widespread pregnancy outreach program (Northern Family Health Society, 1997; National
Council of Welfare, 1997). Success at reducing low birth weight and other risk factors has
been well demonstrated (e.g., see information on the pioneering Montreal Diet Dispensary in
National Crime Prevention Council, 1996).

•

Home visiting. (Daro, 1988; Leventhal, 1996; Wolfe, 1996; National Council of Welfare,
1997; Steinhauer, 1996; Ontario Child Mortality Task Force, 1997.) Hawaii’s Healthy Start
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program has been particularly influential as a model (Bertrand, 1996; Garbarino, 1995;
Gove, 1995; National Crime Prevention Council, 1996). For a private-sector sponsored
model, see Healthy Families America (I Am Your Child, 1997).
•

Parent education. Nobody’s Perfect, funded originally by Health Canada, is the most
widespread program nationally (BC Ministry of Health, 1995).4 A range of more intensive
approaches are also in place.

• Enriched, special, and emergency child care. (Federal/Provincial/Territorial Advisory
Committee on Population Health, 1997; Friendly, 1997; Ontario Coalition for Better Child
Care, 1997; Phillips, 1995.) Many intervention and treatment programs for young children
work well within a daycare setting.
• Early childhood education. Head Start programs are among the best documented. The
earlier Perry Preschool project helped demonstrate the prevention potential of this approach
(See Gomby, et al., 1995; Perry Preschool in National Crime Prevention Council, 1996;
Schweinhart, et al., 1993; Washington and Oyemade, 1995).5 Across Canada, Aboriginal
Head Start is a significant new initiative in this tradition (Aboriginal Head Start Initiative,
1996). Indeed, even earlier interventions seem to be indicated (Mosteller, 1995).
• Family centres and family places. These centres, recently promoted by Canadian Action
Plan for Children (CAPC) funding, not only support families and promote early childhood
development, but also can be seen as ways of building community capacity.

Improve Information Systems
Information, when carefully selected and clearly presented, contributes to broadening
understanding and increases the transparency and accountability of policies, programs and
decision-making (Battle and Mendelson, 1997; Canada: National Child Benefit, 1997; Hay,
1993c, 1996a; Hay and Rutman, 1993; National Forum on Health, 1997; Novick and Shillington,
1997; Rioux and Hay, 1993). There are currently increasing demands for accountability and
performance measurement, without always the corresponding capacity of organizations to
respond to the demand (BC: Auditor General/Deputy Ministers’ Council, 1996).
Indeed, as noted in several ways above, the population health framework presupposes the
availability of good information systems to support the setting of meaningful health and wellbeing goals and to monitor progress in achieving them. With the spread of this perspective,
numerous initiatives to profile children, youth and families have been undertaken (for some
recent examples, see BC Council for Families, 1997; Federal Interagency Forum, 1997; Canada:
Human Resources Development Canada and Statistics Canada, 1996; Scott, 1996, 1997).
While these efforts are making relevant information much more widely available, they also
underscore a number of significant issues:
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•

Long term data availability. To be truly useful, comparable information has to be available
over the mid- to long-range so that trends can be noted and analyzed. But that requires
commitment of considerable resources (Hay, 1988, 1992).

•

Availability at several levels. National and provincial level data are important. However, if
we are going to build healthy communities, then data at local or municipal and even at
neighbourhood level are critical, and it would be useful to be able to aggregate this
information for any area we wish to consider. This point also raises the question of the
capacity of communities and local organizations to participate meaningfully in data selection
decisions, data collection, analysis or interpretation (Hay, 1993c, 1996a; Hay and Rutman,
1993; Shookner, 1997).

• Agreement about key measures or indicators. There is as yet no consensus on which
measures are most suitable as broad social indicators of population health and what additional
contextual information should be available to help interpret them. We need more
experimentation and public discussion to determine whether we can create some standards
that will be widely accepted (Canadian Council on Social Development, 1997b; Hay, 1993c;
Rutman, 1994).
A good example of a community-based effort to build the capacity to measure child and youth
well-being is the Hamilton-Wentworth Profile on Children and Youth (Child Visioning
Committee, 1996). In 1995, the Child Visioning Committee was formed with members
representing a cross-section of planners, funders and consumers in the community (e.g., the
school boards, home and school, public health, social services, community agencies, social
planning council, and United Way) and a partnership was formed with the Health Priorities
Analysis Unit of McMaster University. Over the course of the next year, the committee worked
out a schema for the kinds of community attributes members wanted to measure, developed
criteria for choosing indicators of those attributes, discussed various available measures, and
then agreed on a set of twelve indicators for inclusion in the first community profile.
Communication and presentation of the profile were given particular attention, and subsequent
profiles are planned (see Hay, 1993c; Hay and Rutman, 1993; and Rutman, 1994 for overviews
of reporting measures and processes).6
There are also important efforts directed at developing and championing the use of social indices
of community health, a single figure that summarizes a set of diverse indicators of well-being
(see Shookner, 1997; Steinhauer, 1997a). Like child and youth well-being “report cards”
(Rutman, 1994), indexes facilitate comparison from year to year and from one community or
region to another. They help focus public attention on the needs of children and youth and act as
rallying points for segments of the population that want to work together to seek improvement.

Work in Partnerships
This direction identifies the importance of participation, and beyond that the importance of
systems that support open and fair decision-making processes. Participatory decision-making is
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integral to the ongoing maintenance of our ability to work constructively for child and youth
well-being (Hay and Rutman, 1993; National Forum on Health, 1997; Rioux and Hay, 1993;
Vancouver School Board, 1997).
Again, apparently normative statements like those above turn out to be direct implications of a
population health perspective. We need to work in partnerships because:
•
•
•

the population health agenda is so large;
this agenda crosses many sectoral boundaries; and
because partnerships acknowledge and help build community and strengthen civil society.

We need to work across public-private lines to improve child and youth well-being (Athens
Family Connection Partnership, 1995a; McCart and Stief, 1995). Even fairly discrete initiatives
can be so large that broad consortia are required to tackle them successfully. For example, the
production and distribution of the Vanier Institute’s profile of Canadian families involved
support from ministries in six provinces, two federal departments, two other national social
organizations, and a large corporate sponsor (Vanier Institute of the Family, 1996).7
There are guidelines on the conditions that foster genuine and effective partnerships (Athens
Family Connection Partnership, 1995b; Clague, 1995; Clague and Rutman, 1994; Hay, 1995;
Rutman and Swets, 1995; O’Hara, 1997). Given this knowledge and the necessity of partnerships
to address this agenda, we should expect governments and organizations to adopt policies about
procedural standards aimed at safeguarding population health and well-being.
To ensure that population health considerations are given weight in planning and in enacting
healthy social policy, we may need cabinet committees at federal and provincial levels charged
with that task, supported by civil service secretariats8 and inter-sectoral advisory councils (such
as the Federal/Provincial/Territorial Advisory Committee on Population Health, and the BC
Advisory Committee on Health Goals). We may also need comparable structures and processes
at the community level. To ensure that business and development initiatives contribute to
community well-being, we need a population health based review process that parallels
environmental impact assessment.

Conclusion
To paraphrase the Canadian Public Health Association (1997):
The knowledge base for development and implementation of social and economic
policies that could have a positive impact on [population health and well-being] is in
place. The next step is to develop [and implement] innovative policy tools that can
translate this knowledge into action. (p. 29)
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This discussion paper tries to underscore both parts of this quote. First, we set out the research
base for a population health perspective. Second, while we suggest essential directions for
action, the task of specifying a BC child and youth agenda is only just beginning.

Notes
1.

For discussion of such initiatives in the U.S., see the National Center for Children in
Poverty website at <<http://cpmcnet.columbia.edu/>>.

2.

For discussion about the redefinition of work, see the website of the New Work Network,
centred on the ideas of U.S. philosopher Fritshof Bergmann, at
<<http://www.vcn.bc.ca/newwork/>>.

3.

For discussion of a range of initiatives, see the Families and Work Institute at their
website: <<http://www.familiesandwork.org>>. Also see the BC Council for Families
website: <<http://www.bccf.bc.ca>>.

4.

See the information available on the use of Nobody’s Perfect in British Columbia on the
BC Council for Families website: <<http://www.bccf.bc.ca>>.

5.

For additional information on early childhood education, see the National Coalition for
Parent Involvement in Education at <<htttp://www.ncpie.org>>.

6.

Also see the website of the Canadian Council on Social Development at
<<http://www.ccsd.ca>> for an extensive inventory of social indicator approaches to
measuring well-being.

7.

As a further example, the largely U.S.-based public awareness campaign, I Am Your
Child, involved literally hundreds of national and local organizations and a score of
major funders. For the list and a sense of some of the high profile individual sponsors
also involved in this partnership, see their webpage at <<http://iamyourchild.org>>.

8.

For example, the U.S. Federal Interagency Forum on Child and Family Statistics brings
together sixteen departments, offices, national institutes and bureaus.
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