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Experiences in childhood and adolescence affect

lifelong health, and the earlier we invest in 

children’s health, the greater the return.We must

act now.We have an ethical responsibility to 

nurture young people, and strategic investments

in healthy children, youth and families will 

pay off for everyone.Without these investments,

we jeopardize the health and well-being of all 

our futures; with them, we help secure it.
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Since its inception, the Health Council of Canada
has highlighted inequalities in the health and
health care of Canadians. In 2005, we issued 
a report on the health status of Canada’s First
Nations, Métis and Inuit Peoples; in 2006,
we are turning our collective minds to the health
of children and youth.

Canada’s children and youth are, by international
standards, quite healthy. In a recent report by 
Save the Children, Canada had the fifth highest
ranking for children’s health status out of 125

countries. So why is the Health Council of Canada
focusing on their particular needs, and why now? 

Because inequalities in health are growing and 
too many children and youth are unfairly and
unequally burdened with ill health. Because loom-
ing increases in chronic disease and alarming 
obesity rates could affect the well-being of Canada’s
children and youth – and the social and economic
well-being of the country. Because the evidence
tells us that if we don’t tackle these trouble spots
now, our efforts will be less effective and more
expensive later. And because we know that there
are things we can do to help improve the health 
of Canada’s children and youth.

Poor health outcomes are neither inevitable 
nor immutable. They do, however, partly depend 
on good policy and political decision-making –
decision-making that is guided by solid research,
evidence and analysis of what will help enhance
the health and quality of life of Canada’s youth
and children.

The emerging threats to child and youth health
are complex; heading them off will require 
long-term investments. Given the prevailing pre-
occupation with wait times, it is also important 

to make other investments that have the greatest
potential to reduce those wait times: preventive
services that promote lifelong health and reduce
the demand for treatment services. As a nation,
we must strike a responsible balance between
investments in prevention and the need for services
to manage our current burden of ill health.

In this report, we review the commitments that
governments have made to improving child and
youth health; we provide a snapshot of the health
status of Canada’s youth and children; and we
highlight some strategies that are being used to
help children and youth across the country, and the
ingredients that make these strategies successful.
The Council wraps up with suggestions about how
we, as a country, should best direct our collective
efforts and resources to secure a healthier future for
our children and youth – and for all of us.

To prepare this report, the Health Council reviewed
recent research and reports, and interviewed
experts in child and youth health and well-being.
It was clear from our consultations that many 
people know a great deal about what works 
to improve the health of children and future 
generations of Canadians. The challenge now 
is to turn that knowledge into action: to take real
strides – not just baby steps.

Michael Decter
Chair, Health Council of Canada
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executive summary
The first of nine National Health Goals for Canada
is to have “children reach their full potential,
growing up happy, healthy, confident and secure.”
Yet not all children and youth in our country 
have that opportunity.

In this report, the Health Council of Canada 
highlights the inequalities that continue to threaten
child and youth health, reinforces what we know
about how to improve child health, and challenges
governments and communities to put that 
knowledge into action.

Inequality and health
We know that there is a strong link between socio-
economic status and health. Children and youth
who grow up in lower-income families tend to have
poorer health, and Aboriginal children and recent
immigrants are more likely to grow up poor.

But poverty is not the only factor associated with
poor health and development. There is no socio-
economic threshold below which all children are
vulnerable and above which all children do well.
While children in the lowest-income families are more
likely to experience problems with health and
development, a high proportion of children in middle-
income and higher-income families also have
problems. This means that programs that target
only low-income children and youth will miss 
the majority of vulnerable young people.

What works to help children and youth?
What works to help children and youth grow up
happy, healthy, confident and secure? To prepare 
this report, we consulted with child health experts
across the country and reviewed research on 
effective initiatives to improve health among young 
people. We learned that:

> New information about critical times in human
development is changing how and when we 
provide services;

> Governments and service providers are trying 
to find the right balance between universal programs
that benefit all children and targeted programs 
that can close the gaps caused by disadvantage;

> More programs are taking a strengths-based approach:
helping children and youth develop the skills 
and resilience to lead healthy, successful lives;

> With the shift from hospital to home and community
care, jurisdictions are looking for effective ways 
to provide services for children with disabilities and
chronic illness and their families;

> More jurisdictions are establishing systems to
monitor children’s health over time;

> Service providers are using evidence from research
to make the economic case for greater investment 
in child and youth services.

From our consultations with experts, we identify 
10 key ingredients that make programs work 
for children and youth:

1. Act early, act often.
Experiences in childhood and adolescence affect
lifelong health, and timing is critical. There are key
times in childhood and adolescence when certain
services will have the greatest positive impact on
growth and development.

2. Involve parents and families.
When parents are actively involved in planning 
and delivering health programs – when they are
listened to and their views respected – services 
are more likely to meet the family’s needs.

3. Involve youth.
Effective programs for youth involve young 
people in identifying needs as well as planning 
and delivering services.



4. Harness the energy of the community.
Because many determinants of health lie outside the
influence of traditional health care services, health
care providers must work closely with many players
in their community to promote child and youth
health – including parents, government, schools and
teachers, child care programs, community-based
agencies, recreation programs, police, employers,
researchers, the private sector and more.

5. Use a variety of approaches.
Successful programs use a mix of strategies – policy,
legislation, regulation, education and services – 
to promote health, prevent disease and enhance
child development.

6. Integrate policy and practice. 
Collaboration and integration of services and 
policies need to occur at all levels: local, provincial
and federal.

7. Make programs accessible and equitable.
Good programs include outreach activities to make
sure that parents, families, children and youth 
know about and can use their services. In strong
programs, managers are able to identify barriers 
to access, such as income, distance, language or lack
of awareness, and then address them.

8. Adapt programs to meet community needs.
Programs that worked in other places must be
adapted to meet local needs. To do this, members 
of the community must be involved in planning 
and customizing the services.

9. Modify programs based on what works.
Effective programs are designed using evidence
about what works, and they are also monitored 
so that lessons learned locally can be used to make
them better.

10. Maintain political commitment and sustain 
good programs.
Leadership and political will are critical. Almost 
all the experts the Health Council consulted could
identify effective child and youth health initiatives
that were not sustained over time or did not achieve
their goals because of waning commitment.

Putting knowledge into action
Across Canada, many people and organizations are
delivering innovative, effective child health programs.
In this report, we showcase some initiatives that
help adolescents to steer clear of crime, children to
be more physically active, and young students with
hearing problems to do better in school. We also
describe a highly integrated parenting, early learning,
child care and kindergarten program, located 
in schools, that is helping parents give their young
children the best start in life. In the report and 
in a video on our website, we put the spotlight on
Healthy Child Manitoba, a government-wide 
initiative to promote child health that has the support
of leaders in government and the community.

Council’s advice
Leadership and political commitment to child 
and youth health are key now, and they will be crucial
in the future. Canada, like many industrialized
nations, has an aging population and spends more
each year on health care for older adults. There 
is a risk that the needs of children and youth will 
be neglected. We cannot let that happen. Faced 
with what may seem like competing demands for
health and social resources, we must recognize 
the interdependence between the young and the old.
Both need and deserve society’s care.

T H E  H E A L T H  C O U N C I L  O F  C A N A D A
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As a nation, we aspire to a Canada in which every person is as healthy 
as they can be –physically, mentally, emotionally, and spiritually.
Health Goals for Canada: A Federal, Provincial and Territorial Commitment to Canadians – www.healthycanadians.ca



We know how to make a difference for children 
and youth that will last the rest of their lives.
The Health Council offers the following advice to
guide efforts to improve child and youth health.

Invest upstream to ensure a healthy start and 
lifelong prevention

Governments should shift their funding priorities
and strategic activities to support healthy child and
youth development and lifelong healthy living.
Governments and ministries must work together,
integrate their priorities, and find the balance bet-
ween universal and targeted programs and services.

Governments should renew their commitment
to early childhood development initiatives.
Governments should identify successful programs
and sustain them. Any new agreements on early
learning and child care should be transparent,
include accountability provisions, and support pro-
grams based on the best available evidence of what
works to help children, families and communities.

Governments, employers, and health care 
professionals must accelerate the implementation 
of primary health care teams and information 
management systems. We need interprofessional
primary health care teams in place – and quickly –
to support the best possible care for children 
and youth.

Build a healthier foundation

Governments should reform Canada’s income 
security systems to address the most fundamental
determinant of health for children and adults alike:
poverty. While the right kind of child development
and parenting supports can overcome some nega-
tive effects of poverty, one of the best pathways to
health is not to be poor.

Identify and sustain success

Governments should identify and sustain success-
ful programs that promote the health of children
and youth. Government departments and commu-
nity partners must look beyond their usual 
boundaries and explore how integrating programs
can make services more affordable and enhance
their reach and impact.

Governments, researchers and community partners
should establish national and local goals, strategic
targets, and meaningful indicators specific to chil-
dren, youth and family health, and invest in new and
existing data sources, analysis and dissemination to
monitor and track progress in achieving goals.
All governments should set meaningful targets for
reducing health inequities, with a particular focus
on Aboriginal, immigrant and low-income families,
and on children in rural areas.

Share knowledge to drive change

Governments should develop a pan-Canadian 
strategy to nurture the spread of successful innovation
in child and youth health.

Governments should create a Canadian Mental
Health Commission to develop mental health
policies and services for children, youth, parents 
and families. The Health Council supports 
the Mental Health Commission proposed by the
Standing Senate Committee on Social Affairs,
Science and Technology.

Governments should engage Canadians in 
understanding why our children and youth aren’t
healthy, and how, when and where to address 
the problems. As a society, we must speak out more
strongly about when and how to influence child and
youth development, and the potentially catastrophic
costs of making children and youth wait too long
for supportive policies and services.

Without these investments in children, youth 
and families, we jeopardize our future; with them,
we help secure it.

T H E I R  F U T U R E  I S  N O W



Why is child and youth health 
so important?
In October 2005, federal, provincial and territorial 
ministers of health endorsed nine Health Goals for
Canada.1 These goals express the collective hopes and
expectations of Canadians for their health. The first 
goal reads: Canada is a country where our children reach
their full potential, growing up happy, healthy,
confident and secure.

1
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To attain our health goals, we must understand the
different realities and opportunities facing the children
and youth of Canada, accept our collective responsi-
bility, and act on what we know will improve their
health and quality of life. In doing so, we will not only
recognize children as citizens with basic rights to
health and happiness, but also enhance our nation’s
health and prosperity. Although it has been said 
so often it seems like a cliché, children are our future.

We have a responsibility to nurture and care 
for children and youth, and to prepare them for 
the future.
Young people depend on adults to protect, care 
and advocate for them and to help them develop their
full potential. Because of children’s physical and
emotional vulnerability, we have an ethical respon-
sibility to nurture them, and to protect and promote
their health and well-being. Children and youth
who grow up in healthy, supportive families 
and communities are more likely to become healthy,
competent adults and to have and raise healthy 
children when they become parents.

We, in turn, depend on children and youth to grow
up and keep our society strong. Their long-term
health and well-being will determine Canada’s 
economic growth and place in the world. In 15 to 20

years, the young people now in school will be
preparing to take their places as citizens, parents,
workers, colleagues, educators, leaders and 
entrepreneurs. They will be followed closely by the
children now entering early learning programs.

The future awaiting Canada’s children will be
extremely challenging. Exponential growth in know-
ledge and technology is creating demands on people
to continually learn and adapt. Population growth
and migration are reshaping the world and creating
more diverse local communities. Globalization 
is affecting how nations, communities and people
see and understand each other. Environmental
changes are affecting health as well as economic 
and social resources.

What is health? This report looks at health
broadly, as described by the World Health
Organization: Health is a state of complete
physical, mental and social well-being 
and not merely the absence of disease 
or infirmity.2

We must cherish children fully for who they
are today, recognizing their entitlements
and acknowledging the future to be theirs
rather than ours.
Canadian Institute of Child Health, 2000

How societies understand and apply the new
knowledge about factors influencing early
child development and human development
will have a major effect on the competence,
quality and well-being of future populations
and the kind of cultures, societies and 
civilizations we continue to try and create.
Mustard JF, 2006
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resilient, creative, adaptable and resourceful.
Canada will depend on the next generation’s ability
to learn, think and be innovative so that we can
maintain a diverse, democratic, tolerant society,
capable of competing with other nations and 
prospering in a rapidly changing world.4

Not all children and youth in Canada have the
opportunity to grow up happy, healthy, confident
and secure.
While children and youth in Canada are among 
the healthiest in the world, not all share in that good
health. Many are still left behind. For example,
Aboriginal children and youth, young people who
are socio-economically disadvantaged, and those
with disabilities or chronic illnesses have poorer
health than other children in Canada.

While children in lower-income families are more
likely to have problems with health and well-being,
there are large numbers of children in higher-
income families who are also vulnerable and need
support to develop their full potential.3

The good news: we can prevent most health 
threats to children and youth. 
We can prevent or reduce the impact of many health
problems that threaten our young people, such as
developmental delays, infectious diseases, injuries,
obesity, and mental health conditions. We can also
help children, their families and communities devel-
op strengths that can protect them and help them
cope with factors that could threaten their health.

We now know that a child’s development before
birth and during the early years affects health,
resilience, learning and behaviour throughout that
child’s life.4 Experiences in childhood influence 
how nerve cells form pathways in the brain5 which,
in turn, affect language, literacy, memory, behaviour
(including violence), mental health, and the capaci-
ty to learn throughout a child’s life. These same
pathways affect physical health – including the
immune system – and can determine life-long risks
for coronary heart disease, hypertension, type 2
diabetes, mental health problems and other 
conditions in adult life.4

Experiences in one stage of life influence future 
outcomes. Supportive families and communities help
prepare children for life. Early life circumstances
influence a child’s readiness for school. Success at
school is associated with fewer health problems and
more success in life.6 Positive experiences in adoles-
cence help young people develop the skills they
need to be responsible citizens, adults, and parents.

To thrive in life – to be happy, healthy, confident
and secure – children and youth need support
throughout childhood and adolescence. By providing
the love, nurturing, nutrition, security, stimulation
and health care necessary for healthy development,
we can prevent or reduce health problems.

Figure 1 Canadian population by age groups: 
2001, 2011, 2021
Source: Statistics Canada. CANSIM table 052-0004 and Catalogue no. 91-520-X.
Percentage change in the Canadian population by age group, 2001 to 2021.
Medium growth scenario.



In the future, the needs of our children may be
overwhelmed by the needs of an aging population.
Like many industrialized countries, Canada 
is experiencing falling birth rates and, at the same
time, our population is aging. Children and youth
represent a shrinking proportion of the population.
In 2001, one out of every four Canadians was under
19 years of age.7 If current trends continue, by 2021

only one out of every five Canadians will be under
age 19 – and one out of every four will be over 60

years of age (Figure 1).

As our population changes, there is a risk that 
a larger and larger share of our health and social
resources will go to meeting the health needs 
of older Canadians, and the needs of children and
youth will be neglected. Faced with what may seem
like competing demands, we must recognize the
interdependence between the young and the old.
They both need and deserve society’s care. To meet
the needs of the old, Canada must invest in the
young who will, in turn, generate the productivity
and wealth required to care for their elders.

Investing in young people makes economic sense.
A society’s return on investments in public pro-
grams and services for children and youth can be
significant8 and may be greater than the return 
on investment in education programs targeted to
adults.9 It’s not that investments in adults are 
not worthwhile, but investments in children and
youth seem to have greater long-term impacts.

As a society, we must provide the services and 
supports that children and youth need to grow up
happy, healthy, confident and secure. Their 
future – and our future – starts now.
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Each step up the socio-economic scale, the better the health, language
skills and well-being of the population.
Hertzman and Power, 2006 



What have governments promised
children and youth?
The Health Council of Canada was established by the
First Ministers to report to Canadians on governments’
progress in implementing the 2003 and 2004 federal/
provincial/territorial health care agreements. In those
agreements, Canada’s governments made a number 
of commitments related to child and youth health and
well-being, which are summarized here.
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Investing in Early Childhood Development
In the 2004 10-Year Plan to Strengthen Health Care,
First Ministers noted: “In recognition of the impor-
tance of the healthy development of children, there
has been extensive collaboration by governments,
in recent years, through the Early Childhood
Development initiative.”

The Early Childhood Development initiative began
in September 2000, when First Ministers agreed 
to use targeted federal funding to:1

> promote healthy pregnancy, birth and infancy;
> improve parenting and family supports;
> strengthen early childhood development, learning

and care; and/or
> strengthen community supports.

Governments also agreed to report annually to
Canadians on the well-being of children from birth
to age five, using a common set of indicators.

Under this accord, Canada transfers a total of $500

million each year to the provinces and territories,
based on their populations. A total of $3.2 billion
will have been spent on this work by 2007 ⁄ 08, when
the accord is scheduled to end.

In March 2003, building on the Early Childhood
Development agreement, the federal government
committed an additional $1.05 billion over five years
to help the provinces and territories improve access
to affordable, government-regulated early learning
and child care programs for children under age 
six.2 The federal government negotiated bilateral
agreements with all 10 provinces and finalized
agreements with three provinces for this funding.3

In 2006, the new federal government announced
that it will “phase out” the 2003 agreements on the
additional early learning and child care funds at 
the end of March 2007 (the 2000 Early Childhood
Development agreement ends in March 2008) 
and will support child care through a combination
of direct benefits to parents and a scaled-down
expansion of child care spaces.4

As a result of these early childhood agreements, 
governments have:

> made significant investments in programs for young
children and their parents;

> established a framework to monitor the impact 
of their investments in early childhood development,
which emphasizes the availability, accessibility,
affordability and quality of programs; and

> identified indicators they will use to report on 
children’s health and development.
See the intergovernmental website for links to government reports by
the provinces and territories and information about current programs
and services: www.ecd-elcc.ca.

Strengthening Immunization Programs
In the 2003 Accord on Health Care Renewal and the
2004 10-Year Plan to Strengthen Health Care, the
prime minister and premiers agreed to implement 
a National Immunization Strategy.

In 2004, the federal government provided $300

million to the provinces and territories over three
years to support publicly funded programs to 
pay for and promote four recommended vaccines
for children and adolescents to protect them against
invasive pneumococcal disease (pneumonia,
ear infections, brain and bloodstream infections),
invasive meningococcal disease (meningitis,
blood infections), varicella (chicken pox) and 
pertussis (whooping cough).

T H E I R  F U T U R E  I S  N O W
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the federal, provincial and territorial governments
are also working together to:

> develop national immunization goals and recom-
mendations. New goals to increase immunization
and reduce disease are in development for six 
vaccine-preventable diseases: rubella, varicella
(chickenpox), pertussis (whooping cough), invasive
pneumococcal and meningococcal diseases,
and influenza.

> plan immunization programs. The Canadian
Immunization Committee, a federal/provincial/
territorial group, meets regularly to collaborate on
implementing the National Immunization Strategy.

> ensure vaccine safety. A national database, the
Canadian Adverse Event Following Immunization
Surveillance System, is being enhanced to provide
more timely reporting.

> develop immunization registries. Only a few 
jurisdictions have population-based immunization
registries in place. National data standards have been
developed to help provinces and territories collect
consistent information on the number of people
immunized and how specific vaccines are being used.

> manage vaccine supply. Federal, provincial and 
territorial public health agencies are collaborating
to secure high quality vaccines at the best price.

> educate the public and professionals about vaccines.
> invest in research that will support the planning 

and evaluation of immunization programs.

As a result of the National Immunization Strategy,
there is greater consistency in immunization 
programs across the country. Most parents and 
children now have free access to the same 
vaccines no matter where they live in Canada.
The Public Health Agency of Canada plans to publish updated tables
(June 2006) listing the provinces and territories that have publicly 
funded programs for the four new childhood vaccines: 
www.phac-aspc.gc.ca/im/index.html.

Enhancing School Health
In the 2004 10-Year Plan to Strengthen Health Care,
governments agreed to “work across sectors through
initiatives such as Healthy Schools” as part of
their collaborative efforts to develop and implement
“a pan-Canadian Public Health Strategy.”

Because children and youth spend so much time 
in school, school health programs play an important
role in helping families and communities raise
happy, healthy children. In March 2005, to help the
health and education systems work together to 
promote child and youth health, the territories and
eight provinces established the Joint Consortium
for School Health. The consortium is an active 
collaboration between ministers of health and edu-
cation within and among the jurisdictions. Each
member government has established a coordinator
for school health.

For more information on the Joint Consortium, see: 
www.jcsh-cces.ca.

The early years of life are critical in the development and future well-being
of the child, establishing the foundation for competence and coping 
skills that will affect learning, behaviour and health. Children thrive within
families and communities that can meet their physical and developmental
needs and can provide security, nurturing, respect and love. The challenge
[for governments] is to build on existing services and supports, to make
them more coordinated and widely available.
Federal/Provincial/Territorial Communiqué on Early Childhood Development, 2000



Promoting Health and Reducing Disparities
Federal, provincial and territorial governments have
made commitments5 to a “Healthy Canadians”
agenda that will:

> address the issue of obesity;
> promote physical fitness;
> improve public and environmental health;
> enhance disease and injury prevention;
> enhance chronic disease prevention and 

management; and
> develop healthy living strategies and other 

initiatives to reduce disparities in health status.

In 2005, governments created the Integrated 
Pan-Canadian Healthy Living Strategy and set
specific targets to address risk factors for 
poor health.

By 2015, the Integrated Pan-Canadian Healthy Living
Strategy proposes to increase by 20 per cent the
proportion of Canadians who:

> make healthy food choices;
> participate in regular physical activity; and
> have a healthy body weight.

For more information on the Healthy Living Strategy, see: 
www.phac-aspc.gc.ca/hl-vs-strat/index.html.

The Potential Impact on Child Health
These collaborative agreements highlight the potential
for Canadian governments to work together to
make evidence-based investments that will give all
young Canadians the opportunity to grow up
happy, healthy, confident and secure.

Canada is a signatory to the United Nations
Convention on the Rights of the Child which defines
a set of fundamental rights of children and obliga-
tions of governments. By signing this Convention,
Canada recognizes that children have, among other
entitlements, the right to:

> respect as full members of society;
> affection, care and support;
> a healthy environment (physical, social, economic, 

emotional, cultural and spiritual);
> access to adequate nutrition, housing and essential 

services; and
> access to appropriate health care services.

United Nations High Commissioner for Human Rights, 1989 
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How healthy are Canada’s 
children and youth?
Canada’s children are among the healthiest in the 
world. But this is no cause for complacency. The overall
health of young people in Canada masks persistent
inequities. Children’s long-term well-being depends 
on many factors including the child’s health at birth,
the socio-economic circumstances of their families,
and their access to good nutrition, immunizations,
and health care services.

3
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efforts to improve prenatal care, the proportion 
of low-birth-weight babies born in Canada has
remained relatively stable over the past 10 years,
while the proportion of babies born prematurely
has increased (Figure 3). This is partly due to an
increase in multiple births – which in turn is associ-
ated with the trend to delay childbirth and the
growing use of fertility treatments. Twins and
triplets are more likely to be born prematurely and
to have low birth weight. However, much of the
increase in premature birth remains unexplained.

Recent studies in British Columbia6 and Quebec7

demonstrate that babies born to women in lower-
income neighbourhoods are more likely to have
health problems and to die in infancy than babies
born to women in richer neighbourhoods. The
Quebec research looked at mothers’ levels of education
and found that women with lower education are
more likely to have babies born with poor health.
These disparities highlight the need for better 
supports for low-income mothers and their infants.

More Canadian women initiate breastfeeding, 
but many do not breastfeed as long as is 
recommended.
More women are now starting to breastfeed their
babies (85 per cent in 2003 compared to 75 per 
cent in 1995) which contributes to healthier babies
and strengthens the important bond between 
mother and child. However, in 2003, only 19 per
cent of recent mothers reported breastfeeding 
exclusively for at least six months,5 as recommended
by the World Health Organization and the Canadian
Paediatric Society.8,9 This highlights the need for
more support for women to breastfeed, and more
information on the factors that prevent women
from breastfeeding.

This section is a brief snapshot of child and youth
health in Canada, focusing particularly on issues
identified in recent intergovernmental commit-
ments on health, such as immunization, injuries,
obesity and mental health. This picture of children’s
health is by no means complete – we have not 
covered the full range of health problems facing
children and youth today, such as the impact of the
environment and pollution on rising rates of asthma
or the problems many families have accessing 
dental services. However, even this partial picture
highlights the inequalities in health among Canada’s
children and youth that deserve our attention.

Most Canadian women receive good prenatal 
care, but a significant proportion of women still
smoke or drink alcohol during pregnancy.
Most pregnancies go well in Canada. Among new
mothers, 97 per cent report that they received pre-
natal care, and virtually all had their births attended
by a skilled birth attendant. Socio-economic 
circumstances can affect the health of children even
before they are born. Canadian women with low
incomes are less likely to receive prenatal care early
in their pregnancies and more likely to give birth 
to infants with poor health.5

Although fewer Canadian women now smoke 
or drink during pregnancy than in the past, tobacco
and alcohol use still pose a health risk for unborn
children. In 2003, 14 per cent of recent mothers
reported smoking daily and 14 per cent reported
drinking alcohol during their pregnancy.5 Clearly,
there is an ongoing need to support pregnant
women to protect their own health and the health 
of their babies.

Premature births, low birth weight and 
multiple births continue to pose risks for child
health in Canada.
Babies born prematurely (before 37 weeks gestation)
and/or with low birth weight (less than 2,500

grams) are at risk for poor health and development,
and are more likely to die during infancy. Despite

continued on page 17 >

Breastfed babies are more likely to have healthy brain and nervous 
system development and be protected against infectious diseases, and
less likely to develop sudden infant death syndrome (SIDS), diabetes,
asthma, and obesity.10, 11
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Figure 2 Age distribution by province/
territory, 2011 population projections
Source: Statistics Canada. CANSIM table 052-0004
and Catalogue no. 91-520-X. Percentage change
in the Canadian population by age group, 2001 to
2021. Medium growth scenario.

Over the past 10 years, the number 
of children and youth (under 20 years
old) in Canada has been relatively
stable at approximately 7.7 million.
Although their numbers are not expect-
ed to change much for the foreseeable
future, children and youth will make up
a shrinking share of our population
overall. This shift in population is larger
in some provinces and territories than
in others. Figure 2 illustrates the expect-
ed distribution of children and youth
across Canada in 2011 – important
information for people planning health
and social services. The jurisdictions 
in Canada with younger populations
tend to be the those with large
Aboriginal populations.

Almost six per cent of Canada’s 
children and youth are Aboriginal,
and they are more likely than 
other children to live in poverty.
Our Aboriginal population is young and
growing. Between 1996 and 2001, the
number of Aboriginal children increased
from 280,420 to 323,960. Birth rates
among Canada’s First Nations, Inuit or
Métis people are about 1.5 times the
overall Canadian birth rate.1

To help immigrant families raise 
healthy children, they need programs
that meet their diverse needs through
delivery of culturally competent and
appropriate services.

About one out of every five Canadian
children lives in rural areas.
Despite a long-term trend to urbaniza-
tion, about 20 per cent of Canada’s 
children and youth live in small or rural
communities – more so in the territories
and Atlantic provinces3 and among 
First Nations, Inuit and Métis people.1

In 2001, slightly more than half of
Aboriginal families lived in small and
rural communities.1

Children who live in urban areas 
usually have access to a wider range 
of social and health services, especially
specialist services and recreational
activities. Youth who live in cities with
good public transportation systems
generally enjoy greater mobility than
their counterparts in other areas.4

When planning programs and services,
jurisdictions must account for the needs
of rural children, youth and families.

Compared to Canadian families in 
general, First Nations, Inuit and Métis
families disproportionately experience
social and economic circumstances that
threaten the health and well-being of
their children and youth. For example,
Aboriginal children are more likely than
non-Aboriginal children to live with 
a single parent (35 per cent compared 
to 17 per cent)1 and to live in poverty 
(41 per cent compared to 18 per cent).2

Aboriginal families and children need
services to help them overcome these
risks to health.

Canada’s children are becoming 
more culturally diverse.
Young Canadians born outside this
country also make up about six per 
cent of all children, and their numbers
are also growing. Most recent young
immigrants come to Canada from Asia,
Eastern Europe, Central and South
America, and Africa. When they arrive,
the majority (74 per cent in 2002) speak
neither English nor French. Immigrant
children and youth are also more likely
to live in poverty than non-immigrant
children and youth (42 per cent 
compared to 17 per cent in 2001).2

To thrive in Canadian society, immigrant
children must overcome language, 
cultural and socio-economic challenges.

who are our children? where do they live?

Due to rounding, details do not sum to total.



Despite free immunization programs, many 
two-year-olds do not have all their vaccinations.
Childhood immunization is considered one of the
most cost-effective public health interventions,
and federal, provincial and territorial governments
are making more vaccines available. Universal 
access to publicly funded immunizations, however,
does not mean that all children will be completely
immunized. For example, in 2004 only 70 per cent
of two-year-olds in Saskatoon had received all 
recommended doses of measles-mumps-rubella
(MMR) vaccine and diphtheria-tetanus-polio
(DTaP) vaccine;12 in a 2005 Ontario study, the figure
was just 66 per cent13 – despite national targets 
of 95 to 97 per cent.14

The reasons for low immunization coverage are
complex. About five per cent of parents refuse to
have their children vaccinated, often because of
concerns about vaccine safety but, more commonly,
low immunization rates are associated with low
incomes: 93 per cent of two-year olds in Saskatoon’s
five richest neighbourhoods had received all their
MMR and DTaP immunizations compared to 47 per
cent in the city’s five poorest neighbourhoods.12

The association between socio-economic status 
and immunization rates has also been documented
in Ontario13 and Manitoba.15 These inequalities 
exist whether free immunization programs are deliv-
ered primarily by public health practitioners 
(as in Saskatchewan) or by physicians (as in Ontario
and Manitoba).16 This indicates that low-income 
families face barriers other than the direct cost 
of vaccines – such as missing immunization clinics 
due to transportation or child care problems,
or missing reminder notices due to frequent moving.

Three of every 100 children in Canada are living
with a disability or chronic illness. Children and
youth with disabilities are not able to participate 
as fully as other children in school, recreation 
or the workforce. 
Three per cent of children under age 15 in Canada –
or about 181,000 children – live with a disability or
chronic illness. Of these, close to 60 per cent have 
a mild to moderate disability (a health condition that
limits activity); the remainder have a disability classed
as severe or very severe (multiple disabilities or total
loss of a function such as sight or ability to walk).2

Nearly all children with disabilities attend school
(96 per cent), but many have trouble getting 
the special education services they need. Children
with disabilities report barriers to participating 
in important developmental activities: two out of
five are not able to take part in recreation or 
social outings.2

To participate in school and recreation activities,
more than two-thirds of school-aged children with
disabilities need some type of aid or device such 
as a specialized computer, tutoring, recording
equipment or talking books. The more severe the
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Figure 3 Proportion of premature or low birth weight
babies in Canada, 1979 to 2003
Source: Statistics Canada. Canadian Vital Statistics, Birth Database and Canadian
Perinatal Health Report, 2003, Canadian Perinatal Surveillance System, Health
Canada; CANSIM table 102-4005. Vital Statistics - Birth Database - 3231. Vital
Statistics - Birth Database - 3231

The health of First Nations, Inuit and 
Métis people is worse than that of the general
Canadian population on virtually every
measure of health and every health condition,
including: shorter life spans, higher rates 
of suicide and infant mortality, and higher
rates of diabetes.
Health Council of Canada, 2005



disability, the less likely children will have the aids
they need (Figure 4). The most common reason 
for children not having devices is cost. Many parents
cannot afford the equipment and many items are
not covered by insurance.2 Without better access to
aids and devices, children with disabilities will 
continue to be limited in their ongoing development.
They will not be as integrated into society as they
could and want to be.

Many parents of children with disabilities struggle
to find a balance between paid work and family
responsibilities. In 2001, 54 per cent of parents of
children with a disability reported that their child’s
condition had an impact on their family’s employ-
ment situation. Family members of children and
youth with disabilities had to work fewer hours,
change their hours of work, quit working, or turn
down a promotion or better job in order to take
care of the child.17

Canadian children who have disabilities are more
likely to live in low-income households than 
non-disabled children, and low-income families 
are more likely to report problems accessing the
education and other services their children with 
disabilities need. The impact on family employment
and income increases with the severity of the 
child’s disability.17

In 2001, young adults with disabilities were:
> less likely to complete high school than those 

without disabilities (49 per cent compared to 58

per cent);
> half as likely to have a university education; and 
> less likely to be employed than people without 

disabilities.18

Canada has made progress reducing child and
youth injuries, but unintentional injuries are still
the leading cause of death and a major cause 
of hospitalization among children and youth. 
While deaths from unintentional (“accidental”)
injury have been on the decline, more than 730 chil-
dren and youth in Canada under age 20 died as 
a result of unintentional injury in 2003.19 The rate 
of unintentional injury death is highest among
youth and is different for children of different ages
(Figure 5). The causes of injury death also vary 
by age group – for example, drowning and threats 
to breathing are important causes of injury 
death for young children. Motor vehicle crashes
cause a significant number of injury deaths among
children and youth at all ages, but the risk is 
much greater for youth between the ages of 15 and 19.
The likelihood of a child being injured is associated
with single parenthood, low maternal education,
younger maternal age, poor housing, large family
size, and parental drug and alcohol abuse.20

Non-fatal injuries have also declined for all age
groups and in all provinces and territories over the
last few decades. Nonetheless, between 1994 and
2003, an average of 25,500 children under the age of
14 years were hospitalized each year for serious
injury, such as traumatic brain injuries, internal
injuries and complex fractures. Injury rates vary
across Canada, due to differences in demographics,
injury problems specific to an area, and differences
in prevention initiatives in each region.21 For 
example, serious head injuries from children’s bicycle
crashes have dropped more in provinces with 
bicycle helmet legislation.22
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Figure 4 Proportion of children with disabilities, 5 to 14
years old, who report unmet need for aids and devices,
by severity of disability, Canada, 2001
Source: Reproduced from Canadian Council on Social Development, 2006



The stress on children, their families, and the health
care system associated with serious injuries cannot
be underestimated. Many children who survive their
injuries live with long-term disabilities, both physi-
cal and emotional.

Prevention efforts appear to be having an impact,
but there is still room for improvement. When
unintentional and intentional (i.e. violence and self-
harm) injury rates among children 1 to 14 years 
of age were compared across 27 countries, Canada
ranked 18th (Figure 6). UNICEF estimates that,
if Canada had the same child injury rate as Sweden
(which ranked first), roughly 1,200 fewer Canadian
children would have died from injuries between 
1991 and 1995.20

Over one million Canadian children are overweight
and another 500,000 are obese. Unhealthy 
eating and lack of physical activity are contributing
to the problem. 
In 2004, more than one in four Canadian children
and youth ages two to 17 years were either over-
weight or obese – this is more than double the rate
since the late 1970s.23 Among children, young girls
are more likely than boys to be overweight; among
adolescents, this gender difference reverses. Rates of
overweight and obesity in young people two to 17

years old differed substantially across the provinces,
ranging from a high of 36 per cent in Newfoundland
and Labrador to a low of 22 per cent in Alberta
(Figure 7). In a comparison of school-aged youth
from 34 countries, Canada had the fifth highest 
rates of overweight and obesity – surpassed only 
by countries such as the United States.24

Changes in eating and activity habits are contribut-
ing to the problem.25 Canada’s Food Guide recom-
mends five to 10 servings of fruits and vegetables
each day. Yet, less than half the youth in Canada
(ages 11 to 16) reported eating fruits or vegetables
more than once a day.26 Less than half of Canadian
children and youth are active enough each day 
to meet the Health Canada guidelines for healthy
growth and development.27

There is a link between body weight and socio-
economic status. Children who live in lower
socio-economic circumstances are at greater risk 
of being overweight or obese than children in 
higher socio-economic groups. Parents living in low-
income neighbourhoods were three times more 
likely than other parents to state that their neighbour-
hood parks were unsafe. Thus, their children 
have fewer opportunities to be physically active.28
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Figure 5 Unintentional injury deaths per 100,000 children
by age group, Canada, 1980 to 2003
Source: Public Health Agency of Canada, Injury Surveillance On-Line

Many people see injuries as “accidents”
or as something that happens to others.
Yet if more people knew the burden of
injury and understood that injuries can 
be prevented, society would not tolerate 
the impact of this invisible epidemic.
Safe Kids Canada, 2006



Being overweight or obese during childhood 
can have a life-long impact on health and quality 
of life. Children who are obese or overweight 
are more likely to:

> be overweight and obese throughout their school
years and into adulthood;

> develop conditions such as type 2 diabetes, hyper-
tension and high cholesterol;29,30

> experience health problems such as sleep apnea,
asthma, fatty liver disease, and either early or
delayed puberty;31 and

> have lower self-esteem which is associated with
lower academic achievement.32

An estimated 1.1 million – or 14 per cent – of 
Canada’s children under age 20 have mental health
conditions that affect their lives at home, at school
and in the community. 
An alarming number of Canadian children and youth
have been diagnosed with serious mental health
conditions, such as anxiety disorders, attention-
deficit disorders, and depression (Figure 8).
Many mental health conditions that emerge in
childhood will persist into adulthood, and the 
associated human and fiscal costs are enormous.33

Canada now spends over $14 billion each year 
treating mental illness,34 and services to treat and
support children and adults are badly in need 
of integration and improved access.35

The number of children diagnosed with a mental
health condition likely understates the true magni-
tude of the problem. According to the “vulnerability
index” developed by Douglas Willms of the
University of New Brunswick, almost 29 per cent 
of children in Canada (12 years old or younger) 
have developmental or behaviour problems that – 
without a concerted effort to help them – will affect
their development and their ability to lead happy,
healthy, confident and secure lives.36

Teenagers and young adults are more likely than 
any other age group to have mental health conditions,
yet they are the least likely to seek help in dealing
with their problems. In 2002, more than six per cent
of youth and young adults experienced a major
depressive episode in the previous year, six per cent
reported suicidal thoughts, and five per cent had
social anxiety disorder.37

Between 2000 and 2003, suicide rates in youth
dropped slightly, but suicide still accounts for nine
per cent of deaths among early adolescents and 
22 per cent among older youth. Boys are more likely
than girls to commit suicide.38 Suicide is a particular
problem in some Aboriginal communities,
where suicide rates are three to six times the
national average.39
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Figure 6 Unintentional and intentional injury deaths 
per 100,000 children, 1 to 14 years old, among wealthy
countries, 1991 to 1995
Source: Adapted from UNICEF, 2001

Figure 7 Measured overweight/obesity rates among 
children and youth, 2 to 17 years old, Canada excluding 
the territories, 2004
Source: Adapted from Shields, 2005



Drinking and substance use are also urgent health
issues for young people. Heavy drinking is increas-
ing in all age groups, particularly among adolescent
males. Almost one-third of youth ages 15 to 19

report using illicit drugs, half of them use drugs at
least monthly, and almost three out of every 100

are dependent on drugs.40

Mental and emotional health problems that arise 
in childhood and adolescence can affect children
their whole lives, but they do not have to. With
proper treatment, most children manage or over-
come mental health conditions. To help them 
do so, we need more information about the factors
that contribute to child and youth mental health
problems, so we can treat young people appropri-
ately and take steps to promote mental health.41

Increasing clinical services alone, although important,
will not suffice – a mix of strategies is required.42

There is a strong link between socio-economic 
status and children’s health, but poverty is not the
only factor that makes children and youth 
vulnerable to poor health and development. 
As this snapshot has illustrated, there is a close link
between socio-economic status and health. Lower
income children and youth are more likely to expe-
rience ill health. This argues for targeted programs
that meet the needs of particular families and

Children between the ages of six and 11 who
spend more than two hours a day in front
of television and computer screens are
twice as likely to be overweight or obese 
as those who logged one hour or less per
day (35 per cent compared to 18 per cent).
Half of Canada’s children and youth watch
up to two to four hours of television each
day, and the amount of time Canadian 
children spend using computers is among
the highest in the world.
Shields, 2005

Mental health affects every aspect of
children’s social and emotional development
and well-being. Yet one in seven children
experiences significant mental health problems
that prevent them from thriving. Our current
array of services is not meeting the needs.
Instead, Canadians need to look at a new
comprehensive public health approach that
includes: promoting healthy development
for all children, preventing problems in chil-
dren at risk, providing effective treatment
for those with disorders, and monitoring our
progress towards improving the mental
health of all children. The potential impact 
of intervening early in life is enormous.
Charlotte Waddell, Simon Fraser University
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Figure 8 Estimated prevalence of mental disorders 
in Canadian children under age 15, 2001
Source: Adapted from Waddell, 2002



neighbourhoods, as well as policies that aim to ensure
that all Canadians live in social and economic 
conditions that support good health.

But poverty is not the only factor that makes 
children vulnerable to problems with their overall
health and development. Research in Canada 
suggests that there is no socio-economic threshold
below which children are vulnerable and above
which all children do well.43 While children in the
lowest income families are more likely to have
difficulties, a high proportion of children in middle
and high socio-economic circumstances also have
problems (Figure 9). This means that programs that
target only low-income children and youth will 
miss the majority of vulnerable children.36

To improve child and youth health, Canada needs
programs and services that reach all young people.
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What are Canadians 
doing to make a difference in 
child and youth health?
Across Canada, many organizations are delivering programs
and services to improve child and youth health. Some 
programs focus on a particular health need, such as improving
immunization or helping children compensate for hearing
loss; others are more comprehensive, designed to promote 
all aspects of healthy child development or to build resilience 
in youth. The Health Council asked child health experts
about initiatives that are making a difference in the lives 
of children and youth. Here are a few:
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Toronto First Duty Integrates Children’s Services
and Encourages Parents to be Active Participants in
Their Child’s Early Learning
In most communities, children’s services are 
scattered, poorly resourced, and not well-publicized.
To change this situation, the City of Toronto,
the Atkinson Charitable Foundation, the Toronto
District School Board and community agencies
joined forces to integrate and advertise their early
years programs and make the schools a place 
for children and families, from conception on.

Toronto First Duty is a pilot project, being run 
in five very different communities. Although the sites
vary in how they respond to community needs,
they all provide an integrated parenting, early lear-
ning, child care and kindergarten program. Teams 
of early childhood educators, kindergarten teachers,
parenting workers and educational assistants 
share curriculum, resources and space to meet the
needs of children and families. Some sites provide 
a free half-day early learning program for children
ages two and a half to six years and, for a modest
fee (as low as $7 for a regular day and $14 for an
extended day), give parents the choice of half, full,
extended or occasional days of early learning and
care for their children.

The sites have been able to keep child care fees low
because the agencies have consolidated their loca-
tions and now share staff. “It’s more cost effective 
to run one site than to operate three or four pro-
grams in separate silos,” explains Kerry McCuaig,
communications manager for the initiative. “It also
makes sense in terms of public policy: we’re using
community resources more intensely to encourage
parent engagement and to reduce the number 
of transitions in a young child’s day – and we know
that makes a difference in children’s development.”
Because of these efficiencies, First Duty offers a
child-teacher ratio that is well below the provincial
cap for kindergarten.

“Toronto First Duty is premised on parents being
active participants in their child’s early learning,”
says McCuaig. “All our programs are open to 
parents – all the time. Some volunteer in the class-
room, some attend parenting activities with their
young children, and some participate in the governing
bodies. To make the programs as convenient as 
possible, the sites organize parenting classes and
other activities so working parents can join 
in during normal pick-up and drop-off times.”

To ensure that all families are aware of and can
access the programs, the First Duty sites do extensive
outreach into their communities. “We know 
that parents who have the earliest contact with the
school continue to be involved in their children’s
education,” says McCuaig. “Parents tell us they like
the convenience of dropping older kids off at school
and being able to take part in child-parent pro-
grams on site with younger children.” The program
finds other ways to support families throughout the
day, such as giving siblings a chance to eat lunch
together or encouraging family activities.

Organizations working from the school sites pro-
vide core learning, care and parenting supports.
They also work with partner agencies that provide
English language classes, job training, or help 
with housing or immigration. Healthy child screen-
ing is part of the school-site program: public health
nurses, audiologists, speech and language special-
ists, optometrists, dental hygienists, nutritionists,
social workers and child development specialists
provide clinics at the schools. This gives families
easy access to screening they may not seek out on
their own. The health professionals also follow 
up with parents, helping them make appointments
with any specialized services their children need.
If a child has health or developmental challenges,
the First Duty team draws on the resources of
all its partners to provide the appropriate supports.
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The flexibility of the First Duty program is very important for 
me. Unlike a traditional child care program, my daughters don’t have 
to change programs or lose touch with their friends if my work 
situation changes.
Parent, Toronto First Duty



The outcomes of the program are promising:
children who exhibited behaviour and learning
problems when they first entered the integrated
early childhood program are now doing well in the
primary grades. The program evaluation also
revealed that First Duty parents read more to their
children, take part more frequently in school 
events, talk more to teachers, and feel more
confident helping their kids prepare for school than
parents who do not participate in the program.1

Toronto’s Best Start plan includes expanding the
integrated model throughout the city.

For more information about Toronto First Duty: 
www.toronto.ca/ rstduty.

The Southern Alberta Child and Youth Health
Network Works with Parents to Provide Specialized
Care for Children Close to Home
Parents of children with disabilities or chronic dis-
eases often struggle to get the services their children
need. In response, the Southern Alberta Child and
Youth Health Network (SACYHN) was established as
a voluntary collaboration among parents and organ-
izations concerned about child, youth and family
health. It was formed in 2001 when the new Alberta
Children’s Hospital was being built in Calgary.

Initially, SACYHN was the hospital’s way to ensure
its services were accessible to families throughout
southern Alberta. Planners soon realized that 
the responsibility for child and youth health goes 
far beyond a single building and must include many
sectors. SACYHN developed an extensive outreach
program that uses clinics and technology to 
take highly specialized care to communities across
Southern Alberta – instead of making families
travel to the hospital in Calgary.

SACYHN promotes a family-centred approach to
care, providing education that enhances the 
capacity of parents, young people and service
providers to understand and manage child health
concerns. SACYHN provides a forum where people
can connect with one another and work on issues

that affect child and youth health. Parents serve 
on the network’s steering committee and working
groups, and young people participate formally
through SACYHN’s Child and Youth Advisory Council.

“Connecting with another family whose child 
has similar health problems helps in two ways,”
explained one SACYHN parent. “First, they can 
tell you about services they’ve found which may 
be able to help your child, and second it’s very
hopeful to see that, five years down the road, their
child is living a great life.”

SACYHN is the vehicle for implementing a provin-
cial Children and Youth with Complex Needs
Initiative designed to ensure that all families of chil-
dren with complex needs in Calgary can receive
integrated, coordinated services and supports.
Integrated teams review the family’s and child’s
needs on a case-by-case basis, identify the services
required and the challenges they face accessing
those services, and then develop integrated service
plans to meet their needs.

SACYHN has developed a Whole School Mental
Health Promotion Project designed to build 
the emotional resilience of all students and prevent
mental health problems. A health promotion
specialist is working with schools to create environ-
ments that support emotional well-being and to
give youth strategies for tackling difficult issues that
may lead to emotional problems.

For more information about the Southern Alberta Child and
Youth Health Network: www.sacyhn.ca.

Canadian Cities Become Child Friendly
In 1996, the United Nations launched the Child
Friendly Cities Initiative, which is designed to build
a sense of civic engagement among children 
and youth and to make urban environments more
supportive of children’s health and social needs.
A number of Canadian communities – led by
municipal governments or non-profit organizations
– have taken up the challenge.
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Our daughter’s condition is very rare. There are only 70 children in 
the country with the same problem. We were looking on the Internet 
for all the information we could find. Some of it’s good and some 
isn’t, and being connected to other families and to providers through 
the network helped us sort through all that.
SACYHN parent



The City of Greater Sudbury adopted a Children
First Charter and publishes a series of Children First
Report Cards. According to Janet Gasparini, City
Councillor, nearly 20 changes have resulted from
the plan and charter, including:

> expanded bicycle and pedestrian networks, and new
sidewalk policies that encourage cycling and walk-
ing and provide greater safety for children;

> changes to playgrounds to make them accessible 
for wheelchairs and strollers;

> a childhood obesity prevention strategy that
encourages city facilities to provide healthy food
choices and more opportunities for free or 
low-cost recreation;

> free public transit for children under age five 
and one-way fares for parents dropping children 
off at day care;

> a requirement that children traveling in taxis be
secured in appropriate car seats;

> changes to the official city plan to meet the needs 
of children and families.

Child and Youth Friendly Calgary, a non-profit
organization, has worked with the City of Calgary
since 1992 to create and support the Mayor’s 
Youth Council. The Council is made up of 30 junior
and senior high school students from across 
the city who serve on committees and advise civic
leaders on issues important to youth, such as 
public transportation. They also provide a youth
voice to organizations and have held Youth 
Forums during elections to challenge voter apathy.

The Society for Children and Youth of British
Columbia, a non-profit organization, started its
Child and Youth Friendly Communities initiative 
in 1996. The Society has developed municipal 
standards and indicators that municipalities can 
use to assess their level of child and youth 
friendliness. It holds workshops across the province,
and gives awards to raise the profile of child and
youth friendly initiatives and involve more people
and communities. The Society engages young 
people in all its efforts and promotes a cross-agency,
interdepartmental holistic approach to creating
child and youth friendly cities.

A Child Friendly City enjoys a local system of good
governance committed to fulfilling the right of every
young citizen to: 

> influence decisions about their city;
> express their opinion on the city they want;
> participate in family, community and social life;
> receive basic services such as health care 

and education;
> drink safe water and have access to proper sanitation;
> be protected from exploitation, violence and abuse;
> walk safely in the streets on their own;
> meet friends and play;
> have green spaces;
> live in an unpolluted environment;
> participate in cultural and social events; and
> be an equal citizen of their city with access to every

service, regardless of ethnic origin, religion, 
income, gender or disability.
www.childfriendlycities.org

For more information on child friendly cities initiatives 
in Canada:

Sudbury’s Children First Charter and Children First Report
Cards: ww.city.greatersudbury.on.ca 

Child and Youth Friendly Calgary: www.cyfc.ca 

Society of Children and Youth of British Columbia: 
www.scyofbc.org

Saskatoon Public Health Uses Home Visiting 
to Reduce Inequities in Immunization
In 2004, the Saskatoon Health Region used data
from the Saskatchewan Immunization Management
System (SIMS) to map immunization coverage
rates. They found a two-fold difference between
low-income and high-income areas: only 47 per cent
of two-year-olds in low-income neighbourhoods
were up-to-date on their immunizations compared
to 93 per cent of children in higher income neigh-
bourhoods.2
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Saskatoon’s Chief Medical Health Officer, Cory
Neudorf, launched an intensive local program 
to determine why these disparities exist despite an
immunization program that provides universal,
publicly funded vaccines and reminder notices to
parents. By talking to parents and elders of
affected Aboriginal communities, public health 
staff learned that transportation was a barrier for
families, and that First Nations families valued 
the personal contact provided by the Community
Health Representative in First Nations communities.

In contrast to the high-tech computer programs
used to identify the problem, the plans to 
address it are low-tech and community-focused.
A small team of outreach nurses and community
health workers will use methods such as telephone
and mail reminders and will be visiting house-
holds in the neighbourhoods where childhood
immunizations are not up-to-date. Increasing the
number of public health home visits adapts 
the Community Health Representative model from
its rural origins to an urban setting. The staff
will give families information about immunization
clinics and offer them transportation to the clinic 
or in-home vaccination, depending on their needs.
To make immunization as accessible as possible,
some clinics will be open longer hours and others
will move to locations convenient for families,
such as schools and day care centres.

“With immunizations, we cannot be complacent
that we can catch kids up by the time they enter
school,” Neudorf says. “The greatest danger for kids
with these diseases is when they are young.”

The Saskatoon Health Region has set a goal of at
least 85 per cent of two-year-olds being immunized
in every neighbourhood by the end of 2006. But 
low rates of immunization are just one symptom of
complex inequities in health for Saskatoon’s low-
income families.

“It is important to start addressing the root of
the problem,” says Neudorf. “In public health, we can
start with immunization, but this has to be part 
of a much broader effort.”

Technology and Education Help Nunavut Prevent
and Compensate for Children’s Hearing Loss
As many as two-thirds of Inuit children suffer from
hearing loss, largely due to ear infections.3 The
problem often starts when children are between the
ages of six and 18 months, a critical period in 
childhood for speech and language development.

Hearing loss is a potential consequence of ear 
infections. An infant’s eustachian tube, which connects
the middle ear to the nasal passages and throat,
is narrow and easily blocked by a buildup of fluids
from colds and other common infections or
inflamed by exposure to tobacco smoke and other
irritants. Fluid buildup can result in temporary 
or permanent hearing loss.

For Inuit and First Nations infants, differences in
the natural structure of the eustachian tube com-
pared to that of Caucasian children add to their risk
for ear infections4 – as do other factors in Canada’s
North, such as overcrowded housing (which allows
for easy spread of colds and other infections), high
rates of tobacco smoking, and dramatic declines 
in the amount of time infants are breastfed.
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Hearing loss among Inuit children is so pervasive
that Thomas Berger, conciliator on the implementa-
tion of the Nunavut Land Claims Agreement, high-
lighted the issue in his March 2006 report decrying
the “crisis in education and employment” in
Nunavut in the six years since the creation of the
territory.5 Although hearing loss is only one con-
tributing factor, it underscores the link between
health, education and social policies. What starts as
a health concern becomes an obstacle to children
succeeding in school and, ultimately, to Nunavut’s
vision for a homegrown workforce.

Most Inuit children have mild or moderate hearing
impairment – not so serious as to make them 
eligible for special education, but bad enough to
make it difficult for them to pay attention in school.
The Government of Nunavut asked the Centre of
Excellence for Children and Adolescents with Special
Needs, based at Lakehead University in Thunder
Bay, Ontario, to find ways to increase children’s
chances for success at school and to reduce 
ear infections.

As a result of research led by Alan Bowd, the recent-
ly retired director of the Learning and Communi-
cation Program of the Centre of Excellence,
Nunavut now installs wireless sound systems in all
new schools, at a cost of about $1,500 per classroom.
With these sound systems, children are more
focused in the classroom.

Building on its work with Nunavut, the Centre 
of Excellence conducted school-based research with
the Lakehead District School Board in northern
Ontario on the links between hearing ability and
reading success for young children. To create a 
more supportive learning environment for children
with hearing loss, the Lakehead board has 

introduced sound amplification systems in many 
of its classrooms. Bowd also developed an in-service
video to help teachers recognize behaviours that 
may indicate hearing problems, a valuable tool for
northern communities where teacher turnover is high.

In an effort to reduce ear infections, Boyd’s team
developed the Young Mothers Project, a pilot 
program with pregnant or parenting teenagers in
Winnipeg, most of them Aboriginal, to explore 
their willingness to breastfeed as long as possible to
boost their babies’ immune system and to reduce
their babies’ exposure to second-hand smoke.6

The project was designed using culturally sensitive
and age-appropriate methods and materials.

At the end of the pilot, the 42 young women who
participated were knowledgeable about the value 
of breastfeeding and the dangers of smoking, but
social pressures prevent them from using that
knowledge. Many families live with several genera-
tions in one household, and most babies will not
have their own room.

“We need to be realistic,” says Bowd. “It’s very hard
for these young women to ask their own parents 
or grandparents not to smoke while the baby is 
in the room.” The results of the pilot project reinforce
the importance of involving the whole family 
and community in child health, and of adapting
health promotion strategies for specific cultures 
and communities.

For more information on the Learning and Communication
program of the Centre of Excellence for Children and
Adolescents with Special Needs: www.lcnorth.ca
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Ear infections are epidemic among Inuit, First Nations and Métis 
children in northern Canada. Rates in some northern communities 
are 40 times greater than in the urban south, where chronic ear 
infections generally affect fewer than one per cent of young children.
Bowd, 2005



In Motion Uses a Combination of Universal and
Targeted Initiatives to Promote Physical Activity
While the health benefits of physical activity 
are now beyond dispute,7 the challenge is motivating
a community to be active enough to obtain 
those benefits.

A Saskatoon-based partnership of university
researchers, the health region, the city, and commu-
nity advocates has designed a comprehensive pro-
gram, in motion, that has been running since 2000.
In motion combines the universal mass-marketing
strategies of ParticipACTION (Canada’s former
national fitness promotion campaign) with a range
of targeted physical activity / healthy eating 
programs for:

> children and youth – focused on school-based 
activities;

> the workplace;
> Aboriginal families – focused on preventing 

diabetes;
> inactive adults;
> older adults; and
> health care providers – to promote “prescriptions”

for physical activity and healthy eating.

The result: the message to get yourself in motion
seems to be everywhere. The program’s widespread
presence not only extends its reach, it makes 
it more sustainable. That’s because in motion is 
a series of community-based initiatives led by 
many sectors – including local government, family
physicians, tribal councils and the University 
of Saskatchewan.

“I’m often asked what the budget is for in motion,
and I laugh because there is no one organizational
budget that supports the program,” says Linda
Martin, director of in motion. The Saskatoon Health

Region’s in motion annual program budget is 
multiplied many times by the contributions of
schools, the university, health care facilities, work-
places, and community services that use their own
people and resources to make in motion happen.
Media partners also provide three to 10 times more
value in terms of public service advertising than 
the public purse actually pays for.

A particular strength of in motion is its “community-
university alliance” for program design and 
evaluation. This partnership has earned a $2 million,
five-year grant from the Canadian Institutes of
Health Research to study the program’s outcomes
and determinants of success, and to add to knowledge
about physical activity and its effect on the health
of Canadians. Based on early evaluations:8

> the number of Saskatoon residents who report
being active enough to receive health benefits 
(30 minutes of physical activity each day) increased
39 per cent during in motion’s first five years 
of operation;

> 99 per cent of elementary schools participate and
provide a minimum of 30 minutes of daily physical
activity for every child;

> children in participating schools are active one
more day per week, outside of school hours, than
they were before the program started; and

> teachers report that, since the program began,
students have had better attendance and morale,
are more ready to learn, and have had fewer 
discipline problems.

While the program has been very effective with 
children between the ages of six and 10, it has not had
the same impact with adolescents. Researchers are
now investigating the factors that would encourage
youth (10- to 18-year-olds) to be more active, and
are developing strategies to reach this group.
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During the pilot project, the rate of youth crimes in the neighbourhood
remained relatively stable, but there were fewer calls to police to deal with
disturbances, mischief and violence. The initiative was cost effective:
about $7,000 per youth when the cost was divided only among those who
completed the life skills program or $2,875 per youth when it was 
divided among the more than 260 young people involved with the program.
Evaluation of Project Early Intervention9



In motion is being shared across Canada and
modified to meet the needs of other jurisdictions.
The Governments of Saskatchewan and Manitoba
have adopted the strategy and have implemented 
in motion province-wide, as have cities in British
Columbia and Alberta.

For more information on in motion: 
www.inmotion.ca

Providing Life Skills, Recreation and a Homework
Club Helps Reduce Youth Violence in Ottawa
Between 1999 and 2003, Project Early Intervention
provided a life skills program, homework club,
sports and recreation opportunities, and ongoing
support to high-risk children and youth between
the ages of six and 12 living in a social housing
neighbourhood in Ottawa. Many of the children
were new Canadians at risk for developing social
problems because of inadequate family super-
vision, developmental challenges, and stressful
financial and family situations including abuse 
and alcoholism.

The program was designed to make these young
people more resilient and give them skills to manage
anger, solve problems, and steer clear of crime.
The National Crime Prevention Strategy funded the
project, and the Ottawa Police Youth Centre, and
later the Boys and Girls Club of Ottawa, managed it.

The highly targeted program gave priority to youth
who had a sibling or parent involved in the criminal
justice system or who had experienced violence 
at home – and it was very successful in reaching
neighbourhood kids who met these criteria.
The program was delivered by life skills personnel,
supported by youth volunteers from the communi-
ty. Neighbourhood organizations also helped,
providing facilities and equipment.

An evaluation compared youth who received the 
full program with those on a waiting list (they 
participated in only the recreation activities and
homework club). Teachers reported that students
who participated in the program seemed happier
and behaved more appropriately in class. Their
work ethic also improved. The “control” group
showed some improvements from just the sports
and homework help, but they showed significant
improvement once they entered the 20-week 
life skills program. According to the program 
evaluation, training in life skills might be enough
on their own to make a difference; however,
this is more effective when combined with structured
sports and other programs that give youth oppor-
tunities to practise the skills they have learned after
the life skills course is over.9

For more information on Project Early Intervention:
www.psepc-sppcc.gc.ca/res/cp/ev/pe-en.asp

Manitoba Uses Political Vision and 
Community Leadership to Help Families Raise
Healthier Children
In 1999, the newly elected premier of Manitoba 
publicly committed his government to child-centred
public policy and to making early child develop-
ment a government-wide priority. Since then the
Healthy Child Committee of Cabinet, with eight
ministers around the table, has been meeting 
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committee develops and coordinates child-centred
public policies and strategies across eight areas 
of government: Healthy Living; Health; Aboriginal
and Northern Affairs; Justice; Culture, Heritage 
and Tourism; Education, Citizenship and Youth;
Status of Women; and Family Services and Housing.

The result has been a strong web of public services
that support children and families. Some examples
include:

> a prenatal benefit to help low-income women buy
healthy food during pregnancy;

> a Stop FAS (fetal alcohol syndrome) program that
matches mentors with women who are at risk of
having a baby affected by alcohol;

> a universal screening program that reaches 90

per cent of newborns and their parents and offers 
family supports, such as home visits from the
Family First program and links to local parenting
programs;

> the Triple P Positive Parenting Program, interna-
tionally recognized for its capacity to build 
parenting skills and reduce behavioural issues; and

> early childhood development programming,
such as a popular program called Alphabet Soup,
which combines healthy eating with parent-and-child
reading and language activities, building family 
literacy skills while helping parents learn about
affordable nutrition.

Healthy Child Manitoba’s success depends on 
sustained political vision and will. It also depends
on community leadership. Manitoba’s 26 Parent-

Child Centred Coalitions cover the province. Each
coalition comprises a cluster of local parents,
organizations and schools that collectively decides
what services and supports are best for families 
in their area. They submit annual plans to meet
common goals and to receive government funding.
An annual Kids and Communities conference brings
coalition members and Cabinet ministers together
to learn from one another and assess their progress
in nurturing Manitoba’s children.

Babies and preschoolers have the best chance of
becoming successful learners throughout life when
they get warm and loving care, good nutrition,
and lots of time being read to and hearing stories.
To help make this happen – and to focus community
action on strategic goals – the coalitions ensure 
that local programs attend to four “pillars” of success:
parenting, nutrition, literacy and “community
capacity building.”

Community capacity building means enabling local
people to make the programs their own – for 
example, by training parents to help deliver services.
Parents participate as volunteers and facilitators 
in programs like Alphabet Soup, and they are trained
to augment home visiting services that work 
to catch problems early and reduce family stress.

To evaluate the impact of its programs, Healthy
Child Manitoba is working with the province’s 38

school divisions to assess children’s emotional, social
and developmental maturity and physical health
during each child’s kindergarten year.10 Other long-
term evaluation studies are also underway.

“I’ve never been involved in something where 
decision-making is as efficient and effective as it is
as a result of having this Cabinet committee,” says
Jan Sanderson, executive director of Healthy Child
Manitoba. “It works because everyone ‘gets it.’



The ministers and deputy ministers all realize that
we share a common need to give kids a solid start 
in life. For example, the Minister of Justice realizes
that what we’re doing in the early years is crime pre-
vention in its best and cheapest form. As the
Minister of Health is fond of saying, ‘If we get it
right for kids, we get it right for everyone.’”

For more information on Healthy Child Manitoba:
www.gov.mb.ca/hcm. 

And watch the Health Council’s video at: 
www.healthcouncilcanada.ca. 

Lessons Learned
These are only a few of hundreds of programs 
that are making a difference across the country.
Each success story requires key players – parents,
schools, community organizations, health care
providers, politicians and others – who are com-
mitted to nurturing children. Although each of
these programs was designed to respond to needs
in a specific community, all offer lessons that can 
be used to create better policy and programs across
the country – and all are more effective when they
are part of a broad and comprehensive system 
of services for children and youth.
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If we were to do the best for our kids, we would be thinking:
What are we doing to support families? What are we doing to create
neighbourhoods that work for kids? What are we doing to break 
down barriers to programs and services that support development? 
The approach they’re taking in Manitoba attends to all of these 
pieces together.
Clyde Hertzman, University of British Columbia



What do we know 
about child and youth health 
initiatives that work?
After consulting experts and reviewing health initiatives
across Canada, the Health Council has identified six
trends shaping child and youth initiatives as well as 10 key
ingredients that together work to make child and youth
programs successful.
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Trends Shaping Child and Youth Initiatives
1. New knowledge is changing the way we under-
stand child and youth health and development.
New research findings are telling us more about
how people develop. We now know that pathways in
the brain that affect literacy and health are laid
down in the early years – between conception and
age six. We also know that the pathways that 
affect logic and decision-making are formed later 
in adolescence.1 There are critical times throughout
children’s lives when certain services and supports
will have the greatest impact on their health and
their future. For example:

> young children need strong parenting and early
learning opportunities in the first few years of life;

> children in the middle years need families and
schools that help them develop their intellectual,
emotional, social, physical and spiritual capacities;

> adolescents need parents, friends and schools that
help them develop a sense of identity, give them safe
opportunities to make decisions and help them
become competent and confident.

Program managers are beginning to use this infor-
mation to shape their services.

2. Governments and service providers are 
searching for the right balance between universal
and targeted programs.
Canada has a long history of universal children’s
programs, such as the provincially funded kinder-
garten programs and parental leave programs.
During the 1990s, jurisdictions tended to shift from
universal programs to more targeted programs
designed to meet the needs of disadvantaged fami-
lies and children and reduce health disparities.
This change was driven by evidence that targeted
programs can help close the health gaps associated
with socio-economic status.

Recent research that indicates there are children 
at risk in all income groups is challenging 
this approach. If all programs are targeted to low
income or disadvantaged families, many kids who
need supports will be missed.2 Policy makers 

are now working to find the right balance between
universal programs that can reach and benefit all 
children and more targeted services to address social,
cultural and economic disparities, and to learn
more about the factors that make children vulnerable.

As Douglas Willms, Canada Research Chair in
Human Development at the University of New
Brunswick, notes, we need “universal interventions
that improve the environments in which all children
are raised, inclusive interventions that reduce the
geographic or school-based segregation of children
from low-income families, and targeted interven-
tions aimed at improving the skills of children who
are on slow development trajectories or are experi-
encing cognitive, behavioural or health problems 
at a stage in their development.”

While Charlotte Waddell, director of the Children’s
Health Policy Centre in the Faculty of Health
Sciences at Simon Fraser University, agrees that 
universal programs are important to reach all 
children, she cautions that we must be careful that
all the resources do not go only to middle class 
families who are most adept at accessing services.

“Disadvantaged children and families can particu-
larly benefit from programs that target their needs.
Children from disadvantaged families are often
behind from the start,” she says. “In a country 
as wealthy as Canada, we need to make sure that 
all children have the opportunity to do well.”

We need universal programs that pick up
middle-class kids who may be well dressed
but who go home to an empty house at 
the end of the school day.
Judith Maxwell, Canadian Policy Research Networks

Mental health programs should be like immunization programs: we 
should encourage all kids to be protected from mental health, emotional 
and behavioural problems.
Ray Peters, Queen’s University
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than a problem-based approach to children and
youth. They are trying to help our young people
develop overall competence and resilience, 
rather than one-off skills.
Whether programs are universal or targeted, there is
a growing trend to focus less on “fixing” problems
among young people and more on helping children,
youth and families develop the positive strengths or
assets they need to be healthy and succeed in life.

For young children, this means ensuring they have
access to effective parenting, stimulating environ-
ments, opportunities to socialize with other children
and social support.3 For children in the middle
years, this means making sure their basic needs are
met, ensuring they have at least one caring adult 
in their lives, giving them opportunities to develop
competencies and social skills, and providing 
safe and caring environments.4 For adolescents, this
means helping them stay connected with parents,
their school, the community (through volun-
teerism) and their friends.1 A strength-based or
asset-based approach means fewer programs
addressing a single risk – such as smoking, drug use
or drunk driving – and more initiatives that work
with children and youth to develop their life skills,
to ensure they have supports to make healthy 
choices and to reduce risks to their well being.

4. With the shift from hospital to home and commu-
nity care, jurisdictions are looking for new ways 
to provide services for children with disabilities or
chronic illnesses and their families.
Many of the services that children with disabilities
or chronic illnesses once received in hospitals are
now being provided at home or in the community.
This trend has shifted more responsibility to fami-
lies. A family’s ability to access services can vary
based on geography, income, the knowledge and
expertise of community-based service providers,
and many other factors. Governments and service
providers are looking for effective ways to support

families and ensure children with complex needs
continue to receive high-quality care. They are 
also looking for more effective ways to integrate
children with disabilities and chronic illnesses 
into the community.

5. More jurisdictions are establishing comprehensive
screening programs, as well as systems to monitor
children’s health over time and to assess the impact
of programs and services.
A number of jurisdictions have introduced screen-
ing programs and registries designed to identify,
early on, children at risk of developmental problems.
These tools are starting to form the basis for a 
system to monitor child and youth health and assess
the impact of preventive programs and services.
As Judith Maxwell, past president of the Canadian
Policy Research Networks, notes, “We have to avoid
one-size-fits-all programs, and we have to avoid
making assumptions about the nature of family
problems. A child who is healthy at six may be
struggling at 13, and we need systems that can pick
up changes in children’s overall well-being and
respond.”

A number of provinces are now using the 
Early Development Instrument (a questionnaire
completed by kindergarten teachers for each 
child in their class that measures physical health 
and well-being, social competence, emotional 
maturity, language and cognitive development, and
communication skills) to assess the readiness 
of groups of children for school. Some jurisdictions
are introducing regular child assessments that 
will allow them to monitor individual children’s
growth and development. Many are involving 
parents in the process of monitoring their children’s
health and development. This helps make parents
more aware of developmental milestones and how
they can help their children develop the strengths
and skills to succeed in life.

One of the key issues in children’s health is that high-needs children 
are being sent home to parents who are expected to manage their 
care with community-based services, which may not have the expertise.
We have to figure out some way to get expert services to families.
Peter Rosenbaum, CanChild Centre for Childhood Disability Research
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For example, since 2000, the Early Child
Development Mapping Project, directed by Clyde
Hertzman of the Human Early Learning Partnership
at the University of British Columbia, has been
mapping the results of the Early Development
Instrument by neighbourhood, along with informa-
tion on socio-economic status and community 
services. The community uses the information to
plan and monitor local early childhood develop-
ment programs, to develop new programs to meet
needs, to reallocate services to areas where children
are vulnerable, and to identify successful programs.

6. More service providers are using evidence to 
make the economic case for investing in child and
youth health.
Over the past six years, many governments have
been more willing to invest in child and youth
health programs because of the growing evidence 
of their long-term economic and social impact 
on young people and on our larger society. Recent
research on the critical developmental stages 
in children’s lives, and on the cost-effectiveness 
of different initiatives on health, strengthens 
the economic as well as the moral case for strong
and sustained public investments.

According to an analysis of early childhood inter-
ventions in the US, the net benefit of investments in
early childhood programs ranged from $1,400 to
$240,000 per child. When children were followed
long-term, the programs were able to demonstrate
that benefits were long-lasting and that savings 
continued to accrue over time. The research also
showed cost-benefits for both low-cost and 
high-cost initiatives (e.g. costs of less than $2,000 per
child to more than $40,000). The real returns on
investing in child and youth programs are likely even
higher: not all benefits can easily be translated into
dollar values and this analysis did not look at labour
market benefits such as more parents being able to
work or the impact of a more educated workforce.5

It will be important for organizations that serve
children and families to continue to make this case
for timely, sustained investment in cost-effective
child and youth services.

Key Ingredients for Effective Child and Youth
Health Programs
Over the past 10 years, there has been a significant
amount of research into human health and develop-
ment. Some long-term studies demonstrate that 
certain types of investments – particularly in the
early years – have a sustained, positive impact 
on health and well-being later in life;5 however,
most programs have not been in place long enough
to assess their long-term impact on child health.

Many of the child and youth initiatives in Canada
have not been rigorously evaluated for their impact
on indicators of success such as school readiness,
long-term academic and social behaviours or drop-out
rates, but many have been assessed for their impact
on parent and child confidence and competence.
Despite this gap in evaluation, many initiatives are
based on programs that have been proven effective 
in other jurisdictions, and most share some common
features. With the help of experts across Canada,

We cannot afford to postpone investing in children until they become
adults nor can we wait until they reach school – a time when it may 
be too late to intervene.
Heckman JJ, 2000

The “risk factor” approach [is] targeted 
to children in low socio-economic
families…or in particular groups, such 
as Aboriginal children or children 
living in single-parent families. [We need
to] shift focus away from demographic 
risk factors to focus on outcomes that are
critical for successful development.
Douglas Willms, 2006
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With the Infant Hearing Program, we now screen 96 per cent of
newborns in Ontario. In the past, most kids with hearing problems
weren’t diagnosed until they were almost three years old. Now 
we identify them by four months – in time for that optimal period 
for language development.
Marlene Stein, Ontario Ministry of Children and Youth Services

we identified a list of 10 key ingredients for effective
child and youth health programs:

> Act early, act often;
> Involve parents and families;
> Involve youth;
> Harness the energy of the community;
> Use a variety of approaches;
> Integrate policy and practice;
> Make programs accessible and equitable;
> Adapt interventions to meet community needs;
> Modify programs based on what works;
> Maintain political commitment and sustain 

good programs.

1. Act early, act often.
The timing of child and youth initiatives is critical.
Experiences in childhood and adolescence affect
lifelong health, and there are key times in children’s
lives when certain types of services will have the
greatest positive impact on their growth and devel-
opment. We now know that many of these critical
times, such as the foundation for language develop-
ment, occur earlier than previously thought.

The goal of comprehensive services for children 
and youth is to act early and act often – to build
strengths and prevent problems. This approach helps
create the conditions for good health and develop-
ment throughout life. For example, programs
designed for women before and during pregnancy
lead to healthier families and children. Early child
development programs that support parents from
the time a child is born help lay down strong 
foundations that will enhance health and literacy
throughout life. Programs that promote life skills
among young adolescents can help them develop
strategies to manage teenage stresses. Programs that
give older youth opportunities for recreation,
employment and other positive activities can help
them become productive citizens and avoid
unhealthy activities, such as drug use or crime.

When children and youth do develop problems,
it is important to act as quickly as possible. Early
detection programs can help families get the services
and supports they need to reduce the negative 
consequences of a health problem or developmental
delay. For example, there is growing evidence that
acting early can help young people who experience
a first psychotic episode stay connected to families,
schools and work, manage their mental health 
condition, and avoid hospitalization.6

2. Involve parents and families.
Parents are the most important people in their chil-
dren’s lives. They act as role models for their children
and other parents, and they play a key role in raising
happy, healthy, confident and secure children.

The benefits of good parenting and healthy families
are clear. Adolescents who have supportive positive
relationships with their parents are less likely to
engage in unprotected sex, violence or substance
use. They are also less likely to drink excessively,
have mental health conditions, or weight-related
concerns. When parents have a nurturing parenting
style, set limits for their children and model con-
structive conflict resolution, their children are more
likely to complete high school and pursue higher
levels of education.1 Some parents – because they
lack information, time, income or social supports –
may need help in doing this critical job; programs
should be available to provide this assistance.

As the Southern Alberta Child and Youth Health
Network demonstrates (see Part 4), when parents are
actively involved in planning and delivering health
programs – when they are listened to and their views
respected – the services are more likely to meet the
family’s needs. The benefits extend into the home
and into family life. Parents are also a great source 
of strength to other parents when their children have
health problems. Parents of children with special
needs learn from one another how to find the 
services they need. For example, parents of children
who develop mental health problems in adolescence
provide valuable support for one another.6
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The most important thing to do is involve parents. We know from the
research that teaching a parent to monitor their child’s behaviour or 
to do speech and language exercises with their child is more successful
than having a therapist meet with the child.
Claire Gascon Giard, Centre for Excellence for Early Childhood Development

3. Involve youth.
The same principle of involving parents applies 
to youth. Effective programs for youth engage young
people to identify needs as well as plan and deliver
services. Youth who have positive peer models are
less likely to smoke, drink excessively or use drugs.1

Peer-based approaches are a good way to reach and
engage other youth. Giving youth leadership roles
helps them develop competencies that enhance their
health and well-being. One of the strengths of
Project Early Intervention (see Part 4) is that the
program was able to recruit youth volunteers to
help deliver services and act as role models.

However, involving youth is not easy and it takes
time. It must be done deliberately and with real effect.

4. Harness the energy of the community.
Because many determinants of health lie outside
the direct influence of traditional health care 
services, health care providers must work closely
with other sectors and collectively harness the
energy of the community. Many effective initiatives
involve close collaboration among parents, govern-
ment, health professionals, schools and teachers,
child care programs, community-based agencies,
recreation programs, police, employers and
researchers. In the best cases, community organi-
zations are partners in planning and delivering
services; at the least, they ensure that their policies
and activities support the program.

To do this, it’s important to understand the culture
of individual communities, and how community
systems work to promote or hinder health. For
example, as part of a fetal alcohol spectrum disorder
(FASD) pilot project sponsored by the Canadian
Institute of Child Health (CICH), service providers
identified the courts and justice system as key 
players that could directly affect how the condition
was perceived and young people’s access to services.
Judges in Manitoba received training about FASD
and its effect on behaviour. They are now aware 

that individuals with FASD tend to be able to deal
with only one instruction at a time; this knowledge
is changing how judges see these young people 
and their needs.

“Judges in Manitoba now recognize and handle
young people with FASD in a more supportive
manner” says Robin Moore-Orr, past chair of the
board of CICH. “We’re seeing changes in court
decisions: more of these children are being 
redirected out of the criminal justice system.
We believe this group of judges has helped spread
this awareness across the country and has had 
an impact on national judicial policies.”

5. Use a variety of approaches.
Effective programs use a comprehensive mix of
strategies – policy, legislation, regulation, education
and services – to promote health, prevent disease
and enhance child development.7 For example,
smoking cessation programs have used a combination
of smoking by-laws, taxation policies, enforcement,
education and smoking cessation classes to reduce
smoking rates among young people. According 

The health-promoting schools initiative is 
a multi-factorial approach that includes
teaching health knowledge and skills in the
classroom, changing the social and physical
environment of the school, and creating
links with the wider community.
Stewart-Brown S, 2006 

[We need] coordinated action by all levels 
of government and by communities, in the
form of new policies, collaborations and
services, and new attitudes to children and
youth and to their place in our adult-
oriented society.
Canadian Institute of Child Health, 2000
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injuries requires a comprehensive coordinated
approach often referred to as the “three E’s” – 
education, engineering and enforcement. Education
includes public awareness campaigns; engineering
involves designing safer environments; and enforce-
ment involves improving public policy and enforcing
laws or standards.8 Research by the WHO has
confirmed that this kind of multi-faceted method 
is effective in reducing both the risk and severity 
of injuries in higher-income countries.9

A program for single mothers and children on 
welfare demonstrated that providing a comprehen-
sive mix of services – including treatment for the 
mother’s depression, employment retraining, child
care services, and recreation and skills programs for
children – can help address issues related to poverty
and lead to better outcomes for children and 
mothers. When mothers and children participated
in all aspects of the program, the family was more
likely to become economically independent and 
to require fewer health and social services; children
were more successful socially and at school,
and they had fewer behaviour problems.10

6. Integrate policy and practice.
In 2004, the federal, provincial and territorial 
governments of Canada acknowledged that “the well-
being of children is a shared responsibility in
Canadian society. While parents play the primary
role in the nurture and care of their children,
we recognize that families operate within the context
of communities, workplaces and public institutions.
The role of governments is to ensure that each of
these settings functions, individually and together,
in ways that support families with children and 
children within families.”11

In highly effective interventions, collaboration and
integration occurs at all levels:

> at the local level, where different organizations 
and providers work together to plan and provide
services to meet child, youth and family needs;

> at the provincial level, where ministries use policy and
funding to make child and youth health a priority;

> at the federal level, where the federal government,
provinces and territories identify common goals and
opportunities to improve child and youth health.

Toronto First Duty (see Part 4) is an example 
of services funded by separate ministries being 
integrated at the local level to meet child and family
needs and to enhance child health and development.
This project’s experience also reinforces the value 
to families of co-locating services in convenient 
settings, such as schools or a community centre.

Provincial and federal governments can support and
encourage service integration by:

> developing a comprehensive policy framework for
child and youth health that ensures ministries work
together to achieve common goals and objectives;

> providing toolkits to translate incentives into
action; and 

> helping all players develop relevant and reliable data
to monitor, report on and improve performance 
relative to benchmarks and targets.

Governments can also help by integrating their
child and youth initiatives, and supporting efforts 
to deliver comprehensive services rather than a
series of separate, fragmented programs. This was
one of the strengths of the 2000 intergovernmental
agreement on early childhood development – it
encouraged provinces and communities to develop
integrated early years programs.

7. Make programs accessible and equitable.
Successful initiatives for children and youth are
accessible and equitable. They use outreach strategies
to make sure that parents, families, children and
youth are aware of the services. When partners in
these initiatives identify barriers to access, such
as income, distance, language or lack of awareness,
they take steps to overcome them.

As Kelly Polanski of the United Way of the Alberta
Capital Region explains, “You have to go to 
where the children and families are. Because of the
City of Edmonton’s planning strategies, social 
housing is dispersed throughout the city. To reach
new immigrant families and low-income families,
we converted buses to travelling classrooms and we

We want to prevent injuries, but we don’t want kids to be less active.
We want children to bike, play hockey and rollerblade. We don’t want to
change what kids do; we want to change the outcome.
Alison Macpherson, York University
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go out to the communities. We have both a teacher
and a social worker on each bus, as well as regular
visits from a nurse to deal with any health issues.
Because of this outreach strategy, we are able to seek
out families at risk, and we get a lot of referrals
from other parents.”

Rural communities face unique problems making
services accessible. According to Julia O’Sullivan,
national director, Centre of Excellence for Children
and Adolescents with Special Needs at Lakehead
University, “one of the key strategies to improve
access for children in the North is to train local peo-
ple to deliver services, and to bring other services 
in using technology. Community people are familiar
with the language and culture, and they provide 
a vital link in service design and delivery.”

8. Adapt programs to meet community needs.
Many child and youth health programs in Canada
are evidence-based: they are developed based on
programs that have been proven to work in other
places. The challenge for program planners and
parents implementing these initiatives is to tailor
them to the needs and priorities of their communi-
ties. They must replicate all the components 
that led to success and offer services at the level or
intensity required to achieve the desired goals.
At the same time, they must be able to modify and
adapt the services to meet local needs. To do this
successfully, members of the community must be
involved in planning and customizing child and
youth programs.

“One challenge we face,” says Douglas Willms of the
University of New Brunswick, “is taking what we
know works in local pilots and expanding it across 
a system. We don’t really know what it takes to 
‘go big’ because we haven’t done enough of this.”

Many experts in Canada still contend that we 
need more information on what works under what
circumstances, and then we need to translate 
that knowledge into better programs and services.

9. Modify programs based on what works.
Effective programs are designed using evidence
about “what works,” and they are also monitored
so that lessons learned in local implementation 
can be used to improve the program. For example,
the “Canada Prenatal Nutrition Program learned
through its monitoring that 50 per cent of the
pregnant women in the program smoked,” explained
Louise Aubrey, a policy/research analyst with 
the Public Health Agency of Canada. “Based on that
finding, we are now developing a strong focus 
on smoking prevention and cessation as part of
this program.”

According to experts across the country, there is 
a growing body of knowledge about what works for
our children and youth, but there are few mecha-
nisms to share this information among individuals
and communities planning health strategies and
interventions. There are also few consistent data
sources and measures to help organizations monitor
the health, well-being and resilience of children 
and youth or assess the impact of their programs.
Information is inconsistent and hard to obtain.
To remedy this situation, Voices for Children and
the Offord Centre for Child Studies launched 
Kids Grow Ontario which, based on an assessment 
of the reporting landscape in Ontario, recommended
that a centre be established to maintain a web-
based clearinghouse of reporting initiatives, reports,
electronic tools and evaluation materials and to
provide training and information-exchange activities.

“We have to create learning societies that are able 
to track how their children are doing and then share
that information with the community so it can 
plan interventions,” says Sam Gardner of the Offord
Centre. “We have to continuously examine the 

It’s the intertwining of social, health and economic policy that 
creates the environments that affect child health, and that’s where we
need to go.
Louise Aubrey, Public Health Agency of Canada

To change child and youth developmental
outcomes, we need good information about
the entire population and the factors that
affect their health.
Sam Gardner, Offord Centre for Child Studies
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understand the issues that children and families 
are facing. If we don’t do this, we run the risk 
of having something that worked elsewhere fail here.
Communities and families’ lives are so complex 
that it is hard to know what impact well-meaning
policies can have, so we have to be flexible, learn
from our actions, and continually adapt programs
to meet needs.”

10. Maintain political commitment and sustain 
good programs.
Leadership, commitment and political will are 
critical to the long-term success of child and youth
initiatives. As Senator Landon Pearson, a child 
advocate for many years and founder of the Landon
Pearson Resource Centre for the Study of
Childhood and Children’s Rights, noted, “I’ve seen
innovative programs that were not sustained 
either because of cost or because they were spread 
too wide to be effective. Programs that are not 
mandated will die.”

Almost all the experts the Health Council consulted
could identify effective child and youth health 
initiatives that were not implemented widely,
not sustained over time, or did not achieve their
goals because of waning commitment.

“It’s one of the failures of our system that effective
initiatives are not widely supported or adopted,”
says Judith Maxwell, past president of the Canadian
Policy Research Network. “For example, Richard
Tremblay and his group at the Centre for Excellence
for Early Childhood Development at the
University of Montreal started an anger management
project with seven-year-olds about 20 years ago 
and have tracked the children. The program took place
over about two years and involved the children,
their parents and their peers. It cost about $2,000

per child and was highly effective: children in the
control group were twice as likely to drop out 
of school as children who participated. The program
also had a positive impact on delinquency rate 
and tobacco, alcohol and drug use – yet the program
is not in widespread use.”

When asked about the barriers that kept the anger
management program from being implemented
more widely, Claire Gascon Giard, general coordi-
nator at the Centre for Excellence, talked about
cost-benefit issues: “In this case, social services are
expected to pay the cost of the program – although
it is society as a whole that benefits. When there is
pressure on social or education resources, programs
like this are vulnerable.”

To develop effective programs, we must have 
commitment to child and youth health at all levels –
political, within the government bureaucracy;
in the community, among health and social service
agencies; and in society at large.

Experience in Manitoba suggests that the struggle
over “who pays” can be overcome when government
departments work together to break down the silos,
integrate policy and make sustained investments 
in children. There, under the province’s Healthy Child
Manitoba strategy (see Part 4), eight cabinet minis-
ters meet regularly to ensure that their policies lead
to improved outcomes for children, and they all
provide funding to support the policies.

“It’s not just people talking; it’s money talking,”
explains Theresa Oswald, Minister responsible for
Healthy Child Manitoba, for Seniors, and for
Healthy Living. “Since the creation of the Healthy
Child Committee of Cabinet, the amount of
funding going to early childhood development has
increased substantially. For example, most of
the eight departments on this Cabinet committee 

If you create the policy agenda and demonstrate commitment at
the policy level, it helps remove perceived barriers and empowers the
service delivery system to work together.
Nancy Reynolds, Alberta Centre for Child, Family and Community Research
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contributed to the $1.4 million budget for our 
new Triple P Positive Parenting Program for parents
of preschoolers, and all of the departments 
contributed time, energy and in-kind support.”

This integrated approach provides a model for action
at the local level, where parent-child coalitions
involve a broad range of players beyond health and
social services who all bring resources to the table.
“The investment we make in our parent-child 
coalitions – and the dollars and activities they are
able to generate from that – is the best dollar that
we spend in government,” Oswald notes.

As a society we have a choice: we all invest upstream
in children now, or we all pay later. We need 
sustained leadership to keep the focus on children
and youth. Governments and regional health
authorities must continue to support the child and
youth agenda, and commit resources to ensure 
that families, communities, and organizations have
the capacity to promote the health, well-being and
resilience of young Canadians.

Recipe for Success
It is clear that with the right mix of political will,
actors, evidence, services, timing and innovation, we
have the potential to make a difference for children
and youth that will last the rest of their lives. We
know what to do and we know how to do it. From
the examples of effective programs and the list 
of key ingredients, we see that we need different
processes from the ones usually used to make 
decisions in government. We need to involve families,
children, youth and communities – and cut across
government and agency silos to do what is right 
for children and youth. If we act on what we know,
our approach to promoting health for children 
and youth could be a model for all health services 
in the future.
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We need to have a conversation on a national level about the importance
of making investments in prevention. While we focus on physical activity,
improving nutrition, and preventing injury, it’s clear that we also need 
to consider issues of mental health and addictions, of poverty and housing.
If we can talk to each other about making those investments early on,
we will reap all kinds of rewards later.
Theresa Oswald, Minister responsible for Healthy Child Manitoba



Concluding advice
By international standards, children and youth in Canada
are generally healthy. But some face serious threats to
their health and well-being.As the Health Council said in
its 2005 report on health care renewal, inequalities are
Canada’s number one health problem, a problem that
health care alone is powerless to overcome. With the 
public preoccupied with wait times and funding for health
care, this message is not being heard. It needs to be
repeated, loudly and clearly.

6
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This report reminds us that a great deal of good
work is being done to address these inequities and
to promote healthy development for children and
youth. Although these efforts are often fragmented,
some provide models for better programs and 
services. Experts largely agree on the key ingredients
for successful initiatives. We know that we must 
act early and often. We know that we must target
the important periods of development that 
occur in early childhood, during the middle years and
in adolescence. We know that we must reach all 
children and give them the support they need for
healthy development, and we know that – within
those universal programs – we must ensure we meet
the needs of children, youth and families who are
economically and socially disadvantaged.

Parents matter: they know their children and are
best able to nurture them and set them on a path to
lifelong success, but they need support to do so.
Place matters: where and how we deliver services
will determine who we reach. Practice matters:
we will get more value for money and greater momen-
tum in child and youth health when we share 
best practices and address the needs of children and
families in a more collaborative, integrated way.

So where do we go from here? 

The Health Council offers the following advice 
to guide our collective efforts towards reducing
inequalities in child and youth health.

Invest upstream to ensure a healthy start and life-
long prevention.

Governments should shift their funding priorities
and strategic activities to support healthy child and
youth development and lifelong healthy living. 
Canada’s children and youth require a greatly
expanded, sustained and coordinated effort to invest
in prevention. To ensure that no child or youth is
left behind, governments must find the balance
between universal and targeted programs and 
services. They must also identify effective ways to
support parents in their efforts to raise happy,
healthy children. This shift to support healthy devel-
opment throughout childhood and adolescence
cannot happen within health ministries alone.
Healthy Child Manitoba exemplifies how govern-
ment ministries must integrate their priorities 
and investments to build healthy futures.

Governments should renew their commitment to
early childhood development initiatives. 
The federal funding that has resulted in significant
progress in early child development programs
across the country is due to end in 2007 ⁄ 08.
Governments should identify successful programs
and sustain them. Any new early learning and child
care agreements should be transparent and include
accountability provisions, particularly public
reporting of how funds are spent and the impact 
of this funding. Any new accords should reflect the
key ingredients for long-term success outlined 
in this report. The child care programs that result
from new accords should be based on the best 
available evidence of what works to support children,
families and communities.

Governments, employers, and health care 
professionals must accelerate the implementation 
of primary health care teams and information 
management systems. 
We need interprofessional primary health care
teams in place – and quickly – to support the best
possible care for children and youth. Healthy living
strategies must be integrated into our evolving
health care system. Information management sys-
tems – for example, electronic health records – will
help health care providers access the best available
evidence on care and target health promotion and
disease prevention programs to those most in need.
The Health Council has urged that Canada Health
Infoway accelerate its goal for creating electronic
health records for all Canadians so that the country
is fully wired for health by 2010.

Build a healthier foundation.

Governments should reform Canada’s income 
security systems to address the most fundamental
determinant of health for children and adults 
alike: poverty. 
While the right kind of child development and 
parenting support programs can overcome some 
of the negative effects of poverty, one of the best
pathways to health is to not be poor. As a recent report
by a Toronto alliance of business and social service
leaders noted, governments at all levels need to
invest in reducing poverty head on, by regularly 
re-evaluating their direct programs of income 
support and their indirect programs of support 
for necessities such as housing, food security,
prescription drugs and dental care.
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Governments should identify and sustain successful
programs that promote the health of children 
and youth.
Almost all the experts the Health Council consulted
could identify effective child and youth health 
initiatives that were not implemented widely, not
sustained over time, or did not achieve their 
goals because of waning commitment. To sustain
programs, government departments and community
partners must look beyond their usual boundaries
and explore how integrating programs can make
services more affordable and enhance their reach
and impact. Our report highlights several examples
of how integration enhances the scope and sustain-
ability of programs. Among these are the community
partnerships of the physical activity program 
in motion and the school-based collaboration of
public health, parenting supports, municipal 
child care and public education in Toronto First
Duty sites.

Governments, researchers and community partners
should establish national and local goals, strategic
targets, and meaningful indicators specific to 
children, youth and family health, and invest in new
and existing data sources, analysis and dissemination
to monitor and track progress in achieving goals. 
All governments should set meaningful targets for
reducing health inequities, with a particular focus
on Aboriginal, immigrant and low-income families,
and on children in rural areas. Once targets are 
set, we need meaningful indicators to measure the
speed and direction of progress. Ongoing research 
is the foundation for understanding why programs
succeed or fail, and we can use that information 
to ensure we continue on the right path.

Share knowledge to drive change.

Governments should develop a pan-Canadian 
strategy to nurture the spread of successful innovation
in child and youth health.
There is tremendous opportunity for governments
and communities to learn from one another.
The pan-Canadian strategy should:

> create opportunities for people working in govern-
ment and in the community to learn from the 
evidence, share information about their experiences,
and meet others who are doing similar work or
addressing similar issues using different strategies;

> develop a centre of excellence in evaluation and
knowledge transfer;

> continue to support research into the factors that
contribute to optimal child and youth development;

> make knowledge readily accessible to a range 
of audiences.

Organizations such as the Canadian Institute 
of Child Health and/or the Canadian Population
Health Initiative of the Canadian Institute of
Health Information might lead this agenda on
behalf of governments, while organizations 
such as the Canadian Institutes of Health Research
should also play a key role.

Governments should create a Canadian Mental
Health Commission to develop mental health 
policies and services for children, youth, parents
and families. 
In its final report on mental health, mental illness
and addiction in Canada, Out of the Shadows at Last,
the Standing Senate Committee on Social Affairs,
Science and Technology has recommended a 
new, independent organization, arms-length from
government and stakeholders organizations.
The Health Council supports the proposed Mental
Health Commission and would collaborate with
such a body to ensure that mental health promotion
and care receive the attention they deserve.

Governments should engage Canadians in
understanding why our children and youth aren’t
healthy, and how, when and where to address 
the problems.
As a society, we must speak out more strongly 
about when and how to influence child and youth
development, and the potentially catastrophic 
costs of making children and youth wait too long
for supportive policies and services. In a health 
system faced with ostensibly competing demands
between the young and the old, we must reinforce 
the interdependence of these two groups and 
our responsibility to care for and protect citizens
throughout their lives.

We must act now. 
It’s increasingly clear from accumulated evidence
that experiences in childhood and adolescence affect
lifelong health and that the earlier the investment,
the greater the return. Our investments in healthy
children, youth and families will pay off in the
future. Without these investments, we jeopardize
the health and well-being of all our futures; with
them, we help secure it.

References for Part 6
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