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The health of Canada’s children. Part IV: Toward the future
Dennis Raphael PhD

Part I of the present series provided an overview of chil-
dren’s health in Canada. Numerous areas of concern 

were identified. Part II presented the mechanisms by which 
children’s health is shaped by their living circumstances. 
For many families with children, their living circumstances 
are clearly a cause for concern. Part III described specific 
aspects of children’s living circumstances – the social deter-
minants of children’s health – that influence health and 
showed how their quality is determined, in large part, by 
public policy decisions made by governmental authorities. 
Numerous suggestions for improving children’s living cir-
cumstances were presented.

The present and final article of this series places the 
previous presentations into a broader societal context. It is 
focused on providing physicians with a framework by 
which they can understand how children-related public 
policy is made. Such understandings can then serve to sup-
port physician activity in the service of promoting chil-
dren’s health. 

Public Policy and Children’s Health
More developed welfare states provide public policies that 
produce both higher quality and more equitable distribution 
of various social determinants of children’s health. For 
example, the social democratic Nordic nations of Denmark, 
Finland, Norway and Sweden have public policies that are 
especially supportive of children’s health (1,2). In these 
nations, infant mortality and low birth weight rates, numer-
ous indicators of children’s health and well-being, and the 
degree of inequality in child education and literacy out-
comes are clearly superior to those in Canada and other 
nations with public policies that are less supportive of chil-
dren’s health (1,2). 

Even the conservative nations of continental Europe, 
such as Germany, France, Belgium and Holland, provide poli-
cies more supportive of children’s health than the liberal 
nations of Canada, Ireland, the United States and the United 
Kingdom (1,2). Whether it be more equitable distribution of 
income and wealth, greater employment, food and housing 
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Canadian children’s health is influenced, in large part, by the living 
circumstances that they experience. These living circumstances – also 
known as the social determinants of health – are shaped by public 
policy decisions made by governmental authorities. While public pol-
icy should be focused on providing all Canadian children with the 
living circumstances necessary for health, it appears that Canada is far 
from achieving this goal. Instead, there are programs directed at 
Canada’s most severely disadvantaged families and children. While 
vital, these programs appear to achieve less than that which would be 
achieved if governmental action was designed to strengthen the social 
determinants of health for all children. Considering the governmental 
actions that would achieve this goal are well known – with rather little 
evidence of policy implementation – it is essential to understand the 
processes by which public policy is made. An important physician 
role – in addition to providing responsive health care services – is to 
become forceful advocates for public policy in the service of health. It 
is in the latter sphere that physician involvement may yield the stron-
gest benefits for promoting children’s health. 
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La santé des enfants canadiens. Partie IV : 
Vers l’avenir

La santé des enfants canadiens est influencée en grande partie par leurs 
conditions de vie, qu’on appelle aussi déterminants sociaux de la santé, et 
qui sont façonnées par les décisions que prennent les autorités 
gouvernementales en matière de politiques publiques. Ces politiques 
publiques devraient viser à garantir à tous les enfants canadiens les 
conditions de vie dont ils ont besoin pour être en santé, mais il semble que 
le Canada soit loin d’atteindre cet objectif. Il existe plutôt des programmes 
destinés aux familles et aux enfants les plus défavorisés. Bien qu’ils soient 
essentiels, ces programmes semblent obtenir moins de résultats que si les 
mesures gouvernementales étaient conçues pour renforcer les déterminants 
sociaux de la santé de tous les enfants. Puisqu’on connaît bien les mesures 
gouvernementales qui permettraient de réaliser cet objectif, mais que peu 
de données en attestent l’implantation, il est essentiel de comprendre les 
processus par lesquels les politiques de santé sont adoptées. Le médecin, en 
plus de dispenser des services de santé réactifs, joue un rôle important : 
devenir un ardent défenseur des politiques publiques au service de la santé. 
C’est cette sphère de la participation des médecins qui peut être la plus 
bénéfique pour promouvoir la santé des enfants. 
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security, greater investment in employment training and con-
cern with working conditions, or providing supports for fam-
ilies such as affordable early childhood education and care, 
these societal features lead to stronger indicators of childhood 
health and well-being (see addendum) (3-7). 

In Canada, however, these lessons have not been learned. 
Improving children’s living circumstances would benefit 
health by reducing the experience of material and social 
deprivation, and enhancing psychosocial features of chil-
dren’s communities, families and personal environments, 
thereby promoting cognitive, emotional and social develop-
ment (see part II). Policy recommendations to improve 
children’s circumstances such as the following are common-
place (see part III) (8): 

•	 An enhanced child benefit for low-income families to a 
maximum of $5,100 (2007 dollars) per child

•	 Restore and expand eligibility for employment 
insurance

•	 Increase federal work tax credits to $2,400 per year
•	 Establish a federal minimum wage of $10 per hour 

(2007 dollars)
•	 Create a national housing plan including substantial 

federal funding for social housing

•	 Establish a system of early childhood education and care 
that is affordable and available to all children (zero to 
12 years of age)

•	 Include a strong equity plan to ensure equal opportunities 
for all children and address systemic barriers 

•	 Develop appropriate poverty reduction targets, 
timetables and indicators for Aboriginal families, 
irrespective of where they live, in coordination with 
First Nations and urban Aboriginal communities

It would be reassuring to accept that Canadian policy fail-
ure could be attributed to advocates’ inability to create, dis-
seminate, translate or exchange evidence with policymakers. 
This is clearly not the case. Canadian government, other 
institutional policy documents and Paediatrics & Child Health 
articles are chock full of these concepts and their implica-
tions for promoting children’s health and well-being (9). 

Canadian Policy Responses Focus on 
Programs for the Most Disadvantaged
Rather than implement policies to enhance the general 
health and well-being of the broad population of children, 
the Canadian policy response is frequently targeted pro-
grams such as prenatal medical care and Best Start programs 
(10). Not only are these programs available only to a minor-
ity of their intended targets, but these targeted programs are 
inadequate to reach large numbers of children who could 
benefit from universal programs. With regard to early child-
hood education and care (but the argument can be applied 
to a range of targeted programs): 

Restricting early intervention initiatives to low-
income neighbourhoods misses the majority of vul-
nerable children…. It is time to recognize that 

supporting the development of all children requires a 
system of high-quality ECEC [early child education 
and care] that is available and affordable to all fam-
ilies wishing to use it and to act on this recognition. 
(10, page 40)

Clearly, there must be reasons – a lack of economic 
resources is not one of them because Canada is one of the 
wealthiest nations on the planet – other than a lack of evi-
dence as to why child health-enhancing policies are not 
being implemented. I argue that Canadian governments 
have become reluctant to implement policies that would 
reduce the disparities in living circumstances to which 
Canadian children are exposed because it involves inter-
vention in the operation of Canada’s market economy. 
After providing my reasons for this thinking, suggestions on 
how Canadian physicians can become involved in shifting 
this approach are presented. 

Societal Institutions and Living 
Circumstances

Certain institutions of Canadian society shape the quality 
and variety of living circumstances children experience. 
Sociologists use the shorthand phrase ‘social inequality’ to 
refer to the important differences between people, which 
include their living circumstances: 

Social inequality can refer to any of the differences 
between people (or the socially defined positions they 
occupy) that are consequential for the lives they lead, 
most particularly for the rights or opportunities they 
exercise and the rewards or privileges they enjoy. 
(11, page 2) 

Societal institutions shape patterns of relationships that 
are systematically associated with how rights, rewards and 
privileges are distributed. The primary institution shaping 
the distribution of these resources in Canada is the oper-
ation of the economic system (12). Canadians must gain 
employment, and the wages they earn determine, in large 
part, the quality of their living circumstances – the social 
determinants of health – to which their children are 
exposed. As pointed out in earlier articles, employment is 
especially important for Canadians because we receive 
fewer benefits and supports (ie, employment training, 
affordable child care, family benefits, social assistance, etc) 
from governments than citizens of other wealthy developed 
nations (13,14).

Societal institutions also include the state or govern-
ment, and other agencies and organizations that may 
intervene in the operation of the economic system to 
influence citizens’ lives. In this manner, governments have 
the ability to improve, maintain or weaken the living cir-
cumstances children experience. Governments at all lev-
els  – federal, provincial/territorial, or local – influence 
children’s living circumstances either through action or 
inaction. The manner in which they choose to do so is 
usually a function of how elected representatives think of 
the role of governments.
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What exactly are the economic and political institutions 
that influence Canadian lives in general and children’s lives 
in particular? Grabb (11) identifies three primary bases for 
influencing the extent of ‘social inequality’ – or what others 
would term ‘differences in living circumstances’. The eco-
nomic structure can operate in a manner that produces 
profound variations in wealth and income, influence and 
power – and I would add – health. Because all advanced 
economies are market economies, a simple indicator of the 
nature by which the economic system operates is the extent 
to which it is managed or controlled by state, governmental 
or other outside mechanisms, and how such interventions 
come about. 

In all wealthy developed nations, the market economy 
leads to rather significant degrees of income inequality (2). 
However, in the nations that appear to more strongly sup-
port early child development, the government intervenes 
by providing numerous cash and in-kind benefits to low-
income earners. These same nations are also more likely to 
make available free or low-cost child care, housing and 
training benefits for the most vulnerable. The result is a 
reduced disparity in living circumstances among children, 
with the resultant positive child health outcomes described 
in earlier parts of the present series (15-17). 

In Canada and other liberal political economies, such as 
the United States, the United Kingdom and Ireland, much 
less effort is expended in these directions (12). The result is 
that ownership, education and occupation profoundly shape 
the rewards that are provided by the economic system (11). 
If there are minimal laws shaping wage levels, employment 
security or working conditions, then these factors (owner-
ship, education, etc) lead to widening inequalities in 
income, wealth and influence (Figure 1). 

The political structure reinforces the operation of the 
economic system by enacting laws and regulations that 
codify these processes (11). These decisions act to legalize 
the disparity that exists in children’s living circumstances. 
Governments can enact laws that either enhance or reduce 
the economic resources, influence and power – the living 
circumstances – that members of various classes, status 
groups or associations come to hold. These could include 
employment and labour regulations, setting minimum 
wages, and making affordable child care and housing 
available.

Finally, the resultant differences in children’s living cir-
cumstances – and related health inequalities – come to be 
justified by ideological structures, the dominant ideas in 
society that explain – and usually justify – these differences 
(11). Key ideas that serve to justify social and health 
inequalities are individualism (we are all ultimately respon-
sible for how our lives end up) versus communalism (we 
need to take care of each other) (18); market (everyone gets 
what they deserve) versus social justice (everyone should 
have enough income and wealth to live a decent life) (19); 
and an emphasis on the market (the exchange of commod-
ities is the defining feature of our society) versus the polis 
(shared agreement on the organization of society through 

political action is paramount) as shaping the living condi-
tions children attain (20).

Operation of Economic and Political 
Systems in Comparative Perspective

In part III of the present series, key differences among 
advanced nations in overall governmental transfers as 
well as supports and benefits to working-age adults 
(including parents) were reviewed. Canada transfers less 
national resources to the citizenry through progressive 
taxation and program spending than most nations. 
Therefore, citizens are much more dependent on paid 
labour for securing their well-being. Usually, in such a 
situation, wages and benefits for the most vulnerable lag 
behind the situation in which governmental transfers are 
universal and more generous (3).

The means of improving children’s health would then be 
to draw on the lesson that has been taught by nations that 
do better for their children than we do. What exactly is this 
lesson? It is that governments must intervene by making 
public policies that assure adequate living circumstances for 
children (5). These policies involve a whole range of pro-
grams, supports, laws and regulations (21). Tax policy and 
transfers are especially important (22).
The Innocenti Research Centre produces an ongoing 

series of reports on children’s health and well-being with 
particular focus on poverty (1,2,23). Poverty is especially 
important to children’s health because it represents a clus-
tering of disadvantage of a number of social determinants of 
children’s health. Tables 1 and 2 provide some of the con-
clusions reported by the Innocenti Research Centre that are 
relevant to the issues raised in the present series (24,25). 

Moving Forward: Models of  
Policy Change

The past 20 years has seen a retreat by Canadian govern-
ments in promoting citizen economic security (9). Numerous 
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analyses are available as to why this is the case, but the most 
compelling one is that Canadian governments have opted 
to let the marketplace determine the distribution of eco-
nomic and social resources among the population. In con-
trast to the balance among the state (or government), 
labour sector and business sector – common during the 
1960s and 1970s – the business sector has attained greater 
influence (26,27); greater balance is needed.

However, to address such a large undertaking may seem 
rather abstract and even more daunting. The value of the 
social determinants of health concept is that it provides 
manageable areas for citizen – and physician – activity in 
support of progressive public policy. Calling for living wages 
for parents, affordable quality child care, and improved 
income, food and housing security for families with children 
may appear to be more achievable. 

There are two approaches as to how this may come 
about. The pluralist approach to public policy development 
sees policy development as being driven by the quality of 
ideas in the public policy arena (28). Those ideas judged as 
beneficial and useful will be translated into policies by gov-
erning authorities. This is the dominant model that is held 
out as representing the operation of public policy-making in 
an advanced democracy such as Canada. Yet, when pre-
sented with the arguments – based on evidence – proposed 
to advance children’s health, little seems to be happening. 
How can this inaction be explained?

The materialist approach to public policy development 
sees policy development as driven primarily by powerful 
interests who assure their concerns receive more attention 
than those not so situated (28). In Canada, it is argued that 
these powerful interests are based in the economic market 
sector and have powerful partners in the political arena. 
Perhaps it is not in the interest of this sector to have higher 
minimum wages and increased employment security for 

parents, or more comprehensive public health services such 
as home care or pharmacare? 

The pluralist and materialist approaches provide differ-
ing explanations for understanding the present situation, 
and each proposes different means of moving a social deter-
minants of health – in the service of promoting children’s 
health – agenda forward. The pluralist approach suggests 
the need for further research, knowledge dissemination and 
public policy advocacy, with the aim of convincing policy-
makers to enact health-supporting public policy (28,29). 
Pluralism assumes that policy-makers will be receptive to 
these ideas. If this is the case in your local municipality or 
province, there is no shortage of suggestions for education, 
lobbying and advocacy activities in the service of improving 
the quality of the social determinants of children’s health 
(see part III of the present series).

If, however, your local authorities cannot be convinced 
by these arguments, the materialist model suggests the need 
to develop strong social and political movements, with the 
aim of forcing policy-makers to enact health-supporting 
public policy. Then the task is to build social movements 
that will force authorities – under threat of electoral 
defeat – to undertake positive policy change. These grass-
roots activities will involve community education and 
development, building of social movements, and shifting 
perceptions on the role of governments in assuring citizen 
security. 

The Role of Physicians
Physicians are well positioned to enter this debate. The 
Canadian Medical Association and the Canadian Paediatric 
Society have argued for the importance of addressing pov-
erty (30). Physicians, nurses and other health care providers 
in Ontario have formed Health Providers Against Poverty 
(31). An Ontario Physicians Poverty Work Group has pro-
vided a five-part introduction for physicians on how to 
address determinants of health issues (32).

Physicians can focus on education and knowledge trans-
mission. Such activities will not, by themselves, lead to 
positive public policy in support of the social determinants 
of children’s health, but will clearly assist other sectors that 
can be more actively engaged in public policy advocacy. 
However, the ultimate goal of these activities – whether we 
wish to state it publicly – is to build the social and political 

Table 1
Policy-relevant conclusions from a league table of child 
poverty in rich nations, with added comments by the 
author relevant to Canada in parentheses 
•	 Child poverty rates in the world’s wealthiest nations vary from under 3% 

to over 25% (Canada’s rate was 15.5%)
•	 Whether measured by relative or absolute poverty, the top six places in 

the child poverty league are occupied by the same six nations – all of 
which combine a high degree of economic development with a 
reasonable degree of equity (Canada ranked 17th of 23 in relative 
poverty and ranked 7th of 19 in absolute poverty)

•	 There is a close relationship between child poverty rates and the 
percentage of full-time workers who earn less than two-thirds of the 
national median wage (Canada ranked 13th of 14 nations having the 
second highest percentage of low-wage workers [23%])

•	 The countries with the lowest child poverty rates allocate the highest 
proportions of GNP to social expenditures (Canada ranked 13th of 
22 nations on social expenditures) 

•	 Differences in tax and social expenditure policies mean that some nations 
reduce ‘market child poverty’ by as much as 20 percentage points and 
others by as little as 5 percentage points (Canada reduced market child 
poverty by 9.1 percentage points from 24.6% to 15.5%)

Adapted from reference 23. GNP Gross national product

Table 2
Recommendations from an overview of child well-being in 
rich countries
•	 Focus research and policy-making on the interplay between the broader 

forces that determine the economic well-being of children – family, market 
and state 

•	 Recognize explicitly that child poverty is affected by the priorities implied 
in the structure of government budgets and in tax and benefit policies 

•	 In some OECD countries where social spending by governments is 
increasing, children are seeing their share fall. Where social spending is 
falling, the losses for children and families are often disproportionate

Adapted from reference 1. OECD Organisation for Economic Co-operation 
and Development
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supports by which public policy in support of the social 
determinants of children’s health can be implemented. 

Presenting the solid facts 
The public remains woefully uninformed about the social 
determinants of children’s health. Canadian physicians can 
offer a message regarding the importance of improving liv-
ing circumstances of children. At a minimum, materials can 
be placed in waiting rooms that clearly and objectively pro-
vide information on the social determinants of children’s 
health and what citizens can do to promote public policy in 
the service of their children’s health.

Physicians engaged in academic activities such as 
research and teaching can investigate and/or publicize find-
ings from analysis of the social determinants of children’s 
health. This matter of information and knowledge transfer 
can focus on the direct social determinants of children’s 
health (such as poverty, housing and food insecurity, and 
social exclusion) and the indirect determinants (such as 
their parents’ employment security, working conditions and 
wages, among others). My short list of childhood afflictions 
shaped by these issues includes infant mortality, low birth 
weight, asthma, incidence and death from injuries, psychi-
atric and social problems, emergency room visits, school 
drop-out, delinquency and crime, and teenage pregnancy, 
among others (33).

Providing support for policy action
The second role is the most important but potentially the 
most difficult: supporting policy action in support of health. 
Implicit in supporting policy action is recognizing the 
important role politics play in these activities. There is 
increasing evidence that the quality of any number of social 
determinants of children’s health within a jurisdiction is 
shaped by the political ideology of governing parties (34).

In the past in Canada, progressive public policy related 
to children’s well-being was formed from all three major 
political parties. The question to be answered is “Which 
party is most likely now to address these issues?” Campaign 
2000’s analysis (35) of federal party positions ranked parties 
in terms of their willingness to address child poverty: New 
Democratic Party (first), Liberal (second) and Conservative 
(third). Affordable universal child care, for example, is not 
on the current federal agenda of the Conservative party.

Internationally, the quality of the social determinants of 
children’s health is highest where there has been greater rule 
by social democratic parties (4), even conservative govern-
ments do better than liberal governments. It has also been 
documented that poverty rates and government support in 
favour of health – the extent of government transfers to fam-
ilies – is higher when the popular vote is more directly trans-
lated into political representation through proportional 
representation (36). Canada does not have proportional rep-
resentation – the lack of which is associated with higher child 
poverty rates and less government action in support of chil-
dren’s health. Proportional representation is important 
because it provides an ongoing influence of social democratic 
parties regardless of which party forms the government (37).

Toward the Future
Where does this knowledge of the role of politics in shaping 
the quality of the social determinants of health leave 
physicians? 

Actions of physician associations
One avenue of action is through association action. As 
noted earlier, the Canadian Medical Association and 
Canadian Paediatric Association have, in the past, argued 
forcefully for action on the social determinants of children’s 
health. The Ontario Physicians Poverty Work Group and 
Health Providers Against Poverty provide opportunities for 
physicians to become engaged in the social determinants of 
children’s health. Without a doubt, there are other organ-
izations and agencies working on these issues.

Political engagement
Physicians are also citizens who can vote and support par-
ticular political parties between and during political cam-
paigns. Most Canadians are not involved in politics, and 
there is no reason to believe that physicians are much differ-
ent than the average Canadian (38). In 2003, only 3% of 
Canadians volunteered for a political party, 6% participated 
in a demonstration or march, 21% attended a public meet-
ing, 26% searched for political information and 27% signed 
a petition. The importance of the social determinants of 
children’s health should serve as a spur to increase participa-
tion among physicians.

Those in the best position to suggest future courses of 
action for physicians are the readers of Paediatrics & Child 
Health. There is no shortage of both health-related and 
other organizations and agencies with which you can work. 
The evidence seems clear: promoting the health of children 
requires the enactment of public policies that improve the 
living circumstances of children. To date, Canada has fallen 
short of many other nations. Improving the situation will 
require political action. Are physicians prepared to engage 
in the debate of what needs to be done? 

Addendum: Fraser Mustard reaches a similar conclusion 
with regard to early child development: “In Scandinavian 
countries, support for families and young children is much bet-
ter than in Canada and the United States” (6,  page 841). 
Clyde Hertzman comments, “Canadians working in early child 
development often ask themselves: ‘Why don’t we just give up 
and move to Sweden’” (7). 
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