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Health status of
British Columbia's
children

Highlights

This year's annual report focuses on the health and
development of British Columbia's children, from birth through
the elementary school years.

There are two reasons for this year's particular focus. The first is
immediate- to draw attention to the health of children in British
Columbia, so that this information can be used to improve
services to children.

The second reason is more long-term. It is crucial to understand
the importance of early childhood experiences on one's health
throughout life. It is now well-established that childhood marks
a period of extreme sensitivity to environmental conditions. To
the degree that we are able, as a society, to provide stimulating
and supportive environments for our children, we will improve
overall levels of health in

British Columbia and reduce inequalities in health. Launching
lives well is a vital health promotion strategy.

This report identifies 122 specific actions that can be taken to
improve the health of British Columbia's children. These
recommended actions are intended to stimulate discussion and
action by the many individuals and groups who influence the
health of children, at provincial, regional, and community levels.
Coordinated efforts on the recommended actions will contribute
to various goals and commitments to children's health, including
the Convention on the Rights of the Chaldd the recently-
announced health goals for British Columbia.

Children's health, like the health of adults, involves physical,
mental, emotional, and social well-being.

Overall, the children of British Columbia are among the
healthiest in the world. Infant and child deaths rates have shown
a continuous decline and are now very low. Most school-aged
children say they are healthy and feel physically good.

Aboriginal children, children in low-income families, and

children living in the north and in parts of Vancouver experience
high death rates, compared to their counterparts in the total child
population.
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Growin g up in
British Columbia

Child growth and
development

While childhood deaths are becoming rare, illnesses and health
problems remain common.

Recommended Action:

® Improve provincial information about the common non-life-
threatening health problems that children experience and
about the groups of children who are disadvantaged in their
overall level of health, as a basis for targeted prevention
programs.

The family environment is the most important single influence

on a child's health and well-beirgan influence that lasts a
lifetime. Healthy neighbourhoods and communities and quality
child care are also important in providing nurturing and
stimulating environments.

Most children live in supportive families. However, some
families show signs of distress, as measured by rates of parental
depression, tension in the home, and child abuse.

One child in five lives in a low-income family, and the trend is
not improving. Not all children living in poverty end up having
problems, but a stable and adequate family income provides
greater opportunities for children to achieve health. Reducing
child poverty and providing stimulating and supportive child
care are the most important actions we can take to improve the
well-being of children.

Recommended Actions:

® Reduce the number of children living in poverty and reduce
the depth and duration of poverty.

® Adopt the principle, modelled on the principles of medicare,
that all children should have access to high quality child care
without financial barriers.

@® Support community-level initiatives that build "social
capital”" (participation in the activities of community life).

H ealthy growth and development means good physical health,

good social skills, an ability to learn, problem-solving and
coping skills, self-esteem, and hope for the future.

Children progress through various stages of growth and
development. The time from before birth through age 5 is a
critical window of opportunity for helping children receive a

good start in life. The school-age years are also important for
building and enhancement of skills. However, it takes more
effort to overcome developmental problems than to prevent them
by investing during the earlier "foundation” years.

Page i
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Physical
environment

Most British Columbia children are growing up healthy and
well-adjusted. Low birthweight babies, inequalities in school
readiness, rates of smoking and physical inactivity, and the
frequency of mental and emotional problems among children are
concerning. These issues need to be tackled in a coordinated
way, if more children are to achieve their full potential for
healthy and productive lives.

Recommended Actions:

® Implement comprehensive programs to encourage non-
smoking, healthy eating, and regular physical activity,
starting at a young age.

® Implement programs to help pregnant women, children, and
families at high risk of health problems.

Children's health can be affected by their physical
environments- the surroundings in which they live, breathe, eat,
attend school, and play.

From the perspective of children's health, second-hand smoke,
small airborne particles called RMand allergens such as house
dust mites, pet dander, and moulds are important air
contaminants. Physical injuries are another serious threat that
children face. Intestinal diseases, which can be spread through
contaminated hands or toys, food, or water, are very common
among children. In the past, lead was a major environmental
hazard, but the risk has been dramatically reduced.

It is not possible to predict or eliminate all environmental health
risks. In developing environmental policies and standards, trade-
offs have to be made. For example, a reduction in greenhouse
gases or PM emissions may well require restrictions on

industry that lead to job and income loss, and making all schools
earthquake-proof could consume the entire education budget. To
the extent possible, it is important to identify these trade-offs, so
that parents and others can make informed decisions about
protecting childrer and future generations of childrerirom
environmental threats.

Recommended Actions:

® Encourage scientific research and public discussion about
risks in the physical environment and the options for
managing them.

@® Take into account children's characteristics and behaviour
when developing policies and standards about air, food,
water, land, and other aspects of the physical environment.
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Health services for
children

Abori ginal children

Families and other caregivers are the front-line providers of
children's health services. Beginning with pregnancy and birth,
children have contact with the publicly-funded health services
system, which includes well-baby care, treatment of common
childhood ilinesses, and specialized services for specific health
problems.

Every year, most children receive care from family doctors, two

of every ten see a specialist, and about four in every one hundred
children are admitted to hospital. Common conditions for which
children seek medical care are respiratory infections, ear
infections, emotional and behavioural problems, asthma, vision
impairment, skin diseases, and dental problems.

At present, we have limited information about which children
receive what health service for what purpose, whether those
services are leading to improved health, and whether children
have health needs that are not being met. Levels of antibiotic use
and regional variations in Ritalin prescribing, myringotomy, and
tonsillectomy suggest that some children may be receiving
unnecessary services.

Recommended Actions:

@® Continue to provide immunization, screening, and other
population programs designed to maintain children's health.

® Educate parents and other caregivers about appropriate
treatment of common childhood diseases such as upper
respiratory infections and ear infections.

® Increase the proportion of health resources allocated to
evaluation and quality improvement.

On most measures of health, Aboriginal children do not fare as

well as others. Sudden Infant Death Syndrome (SIDS), injuries,
dental disease, and exposure to second-hand smoke are examples
of health problems that are more frequent among Aboriginal
children than among the total child population.

While this lower level of health remains unacceptable,
Aboriginal children have made significant health gains in recent
years, and many Aboriginal communities have begun to make
improvements in the conditions that affect their health.

Recommended Actions:

@® Support efforts by Aboriginal people to achieve self-
governance.

@® Support programs and services that focus on the
development of self-esteem, coping skills, and healthy
behaviours.

@e iv
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Disease and injury
prevention

We have the knowledge to preventr reduce the impact ef

many of the diseases and conditions that burden the health of
British Columbia's children.

Some babies are born with problems caused by their mother's
use of alcohol or other drugs during pregnancy. As a society, we
need to tackle the issue of preventing substance abuse.

Increasing women's consumption of folic acidround the time
conception- would be a major step towards prevention of neural
tube and other birth defects.

For asthma and other respiratory diseases, eliminating exposure
to tobacco smoke and other air contaminants is perhaps the most
important preventive activity.

Up to 90% of childhood injuries can be prevented, through
collaborative efforts to make homes, schools, parks, and streets
safer.

Although British Columbia has been highly successful in
protecting children from vaccine-preventable disease, there are
areas of the province where immunization levels are a cause for
concern.

Prenatal testing and drug therapy are helping to reduce the
number of children born with HIV, but further improvements are
possible.

Continued improvements in dental health will require reaching
high-risk groups, particularly Aboriginal and immigrant

children, as well as efforts to prevent nursing bottle tooth decay
and early childhood tooth decay.

For conditions such as allergies, cancer, or other chronic
diseases, prevention is not always possible. Efforts should be
focused on education and management of disease, to reduce the
severity and impact of illness.

Recommended Actions:

® Encourage community-wide solutions to substance abuse,
violence, injuries, and other preventable health problems.

® Develop a coordinated childhood asthma management plan
to help standardize care around the province.

@® Set goals to increase the proportion of children who are
brought up in non-smoking homes.

® Implement a province-wide registry for tracking
immunizations and communicable diseases.
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Meeting our
commitments to
children

Investin g in child
health

The importance of child health and well-being has been
recognized in leadership initiatives nationally and provincially.
Health Goals for British Columbjaveasuring Our Succesand

the Convention on the Rights of the Chilldree documents that
have been drawn upon in preparing this report, contain a number
of specific goals and commitments with regard to children's
health.

We have made progress in many areas of child health. However,
there is still some distance to go, if we are to meet our
commitments to ensuring that all young children receive the best
possible start in life.

Providing the means whereby all children can enjoy good
health is a wise investmeatfrom an economic standpoint, as
well as from the perspective of improving population health.

Children who arrive at school "ready to learn" are more able to
take full advantage of educational opportunities, thus monies
devoted to the education system are more productively spent.
Children who are given a healthy start are more likely to be
employed and to have higher earnings, factors that contribute to
their personal health. The work force becomes more productive
and competitive, making the economy stronger and more
sustainable. Optimal physical growth and development reduces
the occurrence of disease and other health and social problems,
thereby avoiding expensive treatments and services.

With our present information systems, it is not possible to
determine how much money is spent specifically on children and
what the outcomes relative to these expenditures may be.
Nonetheless, in making allocations between and within various
government enterprises, it is possible to give increased emphasis
to programs and projects that maintain and improve healthy

child development. The corporate sector and non-government
organizations can contribute, by adopting and advocating for
policies and programs that are child-friendly.

Making children healthier requires a planned approach, along
with political commitment and adequate funding for needed
policies, services, and other actions.

Recommended Actions:

® Develop a provincial children's agenda to provide a
comprehensive approach to child health and development.

® Integrate specific questions on child health into impact
assessments and other policy and planning decisions.

For a complete list of recommended actions, see pages 177-183.

@e Vi
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Introduction

This report focuses on the health of British Columbia's children from birth

through the elementary school years. Building on the work of academics,

interest groups, and governments, this report describes the health status of children, the factors
that influence their health, and what can be done to improve the health of all children.

The Provincial Health Officer is required by
theHealth Actto report independently to British
Columbians on their health status, on health
issues, and on the need for legislation, policies,
and programs that will improve the health of the
population.

The Provincial Health Officer is required to
produce an annual report through the minister to
the legislature and the people. In addition,
reports may be issued from time to time in the
manner thought to be most appropriate.

In previous annual reports, the critical
importance of early childhood development to
health status throughout the rest of the life cycle
has been recognized. This special report,
therefore, focuses particularly on the health and
development of children in British Columbia.

This report describes existing inequities in the
health status of children, what is known about
the most important influences on child health,
and, in light of this knowledge, what can be
done to improve the health of all children in
British Columbia.

This report focuses on children from early
childhood (conception to age 5) through the
elementary school years (ages 6 to 12). Because
most routinely-produced health statistics are
based on 5-year age groupings, many of the data
presented are by 5-year age groups, for birth
through age 14.

The health of adolescents, Aboriginal health,
cancer, and the health care system are some of
the topics under consideration for future reports.

Audience For This Report

The group that has the most influence on
children's health and well-being is, of course,
the family.

There are several other groups of people who
make decisions that affect the health of children.
Many of the major decisions about policies,
programs, and legislation are made by our
political representatives at the national,
provincial, regional, and municipal levels, and
by those dedicated to governing our universities,
school system, and regional health and social
services.

The responsibility for the health of children does
not lie with families or the government alone.
Actions can be taken in the private sector, both
in maintaining a sustainable economy and in
specific family-friendly and healthy workplace
policies. There are many non-government
organizations that have a primary interest in the
health of children and families, and many more
that have the potential to influence child health.

Provincial Health Officer's Annual Report 1997
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It has been said that it takes a village to raise a
child, reflecting the extreme importance of local
neighbourhoods and communities to family and
child health. This includes volunteer
organizations, clubs, churches, and other
community groups.

Fundamental to enabling all these groups to
improve the health and development of children
is knowledge- knowledge about the important
factors influencing the health of children. This
report is dedicated to all groups concerned with
child health and development, in the hope that
through a more informed public and more
knowledgeable decision-makers, coordinated
action will be taken to improve the health and
development of British Columbia's children.

Formal Commitments to Child
Health

Recently, the importance of child health and
well-being has been recognized in leadership
initiatives nationally and provincially.

In 1991, Canada ratified tl&onvention on the
Rights of the ChildBy signing this global

charter, Canada has stated its intention to protect

children from all forms of violence and abuse, to
diminish infant and child mortality, and to

ensure that every child has an adequate standard

of living. In 1989, the federal government
announced its intention to eradicate child
poverty, and in 1997, undertook some practical

means to achieve this, by redesigning the system

of child tax benefits.

Canada, along with other nations that have
signed theConventionis required to make
periodic reports to the United Nations regarding
progress on children's rights. Canada's next
report, covering the period 1994-1998, is due to
be made in January 1999.

Because it is an international treaty, only United
Nations member-states can formally sign and
ratify the ConventionHowever, the British
Columbia government has indicated its support
for theConvention

In British Columbia, the Ministry for Children
and Families was created in 1996. In 1997, the
Ministry publishedMeasuring Our Success
which sets out goals, indicators, and
benchmarks for child and family well-being
(Appendix D).

In March 1998, the Minister of Health released
theHealth Goals for British Columbia

(Appendix E). These goals, approved by
Cabinet, include a number of objectives that
specifically address child and family health
issues, as well as many that address the broader
socio-economic, environmental, and health care
issues that are important to child health.

The Convention on the Rights of the Child
Measuring Our SuccesandHealth Goals for
British Columbiahave all been drawn upon in
the preparation of this report. In part, this report
provides an update on progress towards the
goals and commitments to child health and well-
being as set out in these three documents.

Other Initiatives

In addition to the above documents, this report
builds on the work of many others, including
academics, interest groups, and governments.
Some of the important initiatives and groups
involved in child health are:

e National Longitudinal Survey of Children
and YouthThis major survey will track a
representative sample of Canadian children
from birth through to adulthood. Such long-
term research provides a unique opportunity
to study children's physical and social
development and to learn more about the
conditions that produce healthy children.

e 2
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The survey was developed by Statistics

Canada and Human Resources Development

Canada. The first cycle, which took place in
1994, collected information about children
age Oto 11.

The Progress of Canada's Childrérhis
series of reports, which began in 1996,
shows how well Canadian children and
youth are faring on a broad range of health

and social measures. The series, prepared by

the Canadian Council on Social
Development, identifies areas where
children are doing well and others where
improvements are needed.

Canadian Institute of Child Healtfhis
Institute has produced reports that provide a
comprehensive picture of the health of
Canada's children (Canadian Institute of
Child Health, 1994). Its publications have
raised awareness of the importance of child
health among the general public,
governments at all levels, and those who
provide health and social services to
children.

Canadian Institute of Advanced Research.
Through its network of experts, the
Institute's Population Health Program has
undertaken research to improve our
understanding of health, the factors that
influence health, and ways to improve the
health of individuals and the population.
The Institute has helped to identify the
powerful links between early childhood
experiences and health and well-being
throughout life.

Turning Points.This report outlines a
mission and eight national goals for healthy
child and youth development (Health
Canada, 1995). The goals were developed
through a cross-Canada consultation
process.

Federal/Provincial/Territorial Advisory
Committee on Population Health (ACPH).
This committee provides advice on national
and inter-provincial strategies to improve
the health status of Canadians. Its initiatives
and publications, such &irategies for
Population Health: Investing in the Health
of Canadianshave recognized the
importance of healthy child development as
a key determinant of population health
(Advisory Committee on Population Health,
1994). A recent publicatiofBuilding a
National Strategy for Healthy Child
Developmentoutlines policy actions that

will provide children with conditions they
need to develop into healthy and productive
adults (Advisory Committee on Population
Health, 1998).

National Children's Agenddhis initiative
involves developing a framework for
improving the health and well-being of
Canada's children and youth. As announced
in the September 1997 Speech from the
Throne, some priority initiatives under this
Agenda include the national child benefit
system, learning readiness indicators,
expanding Head Start programs to on-
reserve First Nations children, and
establishing centres of excellence for
children's well-being. Federal, provincial,
and territorial governments are working to
more fully develop the Children's Agenda.

First Call. First Call, a coalition of
provincial organizations and community
groups, works on systemic issues that
impact the health and well-being of children
and youth in British Columbia. Currently,
First Call facilitates BC Campaign 2000 on
child poverty and is working with numerous
organizations on §potlight on Children

and Youth Campaignn 1998, First Call
published a review of the research in child
wellness and its implications for promoting
child health and well-being (Hay &
Wachtel, 1998).

Provincial Health Officer's Annual Report 1997
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Report Content

The health of children is intricately related to the
health and functioning of their parents, families,
and the physical and social environment in
which they live. Important factors that influence
health of families and children are living and
working conditions, individual capacities, skills,
and choices, the physical environment, and
health and social services. The chapters in this
report have been arranged to reflect these major
influences on child health.

Chapter 2orovides an overview of the health
status of British Columbia's children.

Chapter Iescribes the social and economic
environments in which children and families
live - perhaps the most important influences on
child health.

Chapter 4describes children's growth and
development physical, mental, emotional,
social, and behavioural.

Chapter 5s about the physical environment.
This includes specific issues that affect child
health in the short term, as well as the long-term
issue of sustainability, which will affect children
in the future.

Chapter &describes child health services in
British Columbia today, and how those services
contribute to child health.

Chapter #ocuses on the health of Aboriginal
children, a group that has traditionally
experienced a much lower health status than the
general population.

Chapter &utlines some of the specific diseases
that threaten child health today, as well as
strategies to prevent them.

Chapter Ssummarizes the information presented
in this report as it relates to the United Nations
Convention on the Rights of the Child

Chapter 1@xplains why investing in child

health and development is worthwhile and
identifies some of the sectors that have a role to
play in making the needed investments.

Chapter 11ists all of the actions recommended
in Chapters 2 through 9 of the report.

Acknowledgements, references, health region
data, and an index of topics are provided in the

Appendix

We welcome your comments, questions, and
suggestions on this and future reports. A
feedback form is provided at the back of this
report.

e 4
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Health Status of
British Columbia's Children

Overall, the children of British Columbia are among the healthiest in the world. However, not all
children share equally in this good health. Although preventable deaths and health problems
occur in all groups, infants in the first year of life, boys, Aboriginal children, and children in low-

income families are the most vulnerable.

The health of children, like the health of
adults, has many aspects. Children have the
right to survive, grow, and develop. Children
need food, shelter, and safety. They also need
love and a sense of belonging, within their
family, school, and community.

Children need opportunities to learn, to improve
their skills, and to participate in society. Thus,
child health involves physical, mental,
emotional, and social well-being, and these can
be measured in various ways.

Generally, the termisealthandwell-beinghave
come to be used interchangeably vgtrality of
life. Yet, most of the measures we have
available do not measure health in this positive
sense.

Many of the indicators that are in present use are
drawn from data that have been collected for
administrative and bureaucratic purposes. Many
have the advantage of having been collected in a
similar way over long periods of time and in
many jurisdictions, allowing comparisons over
both time and place. They often have the
disadvantage of being focused primarily on

death and disease.

As our understanding of health grows, no doubt
there will be interest in collecting data to
measure health in the broader sense.

In the meantime, some reassurance can be taken
from the observation that where we have had the
opportunity to collect and analyze health or
quality of life data, they appear to vary in much
the same way as do death and disease data. So,
although many of our current indicators may be
less than perfect as measures of health, they do
provide an adequate information base from
which to draw conclusions and to suggest
recommendations for improving child health.

|
Age Groups

The information in this report was
compiled from various sources. The term
children can refer to different age groups,
depending on the source of the data.

For many of the statistics presented in this
report, children refers to those under age
fifteen (the "0 to 14" age group). Infants
are children in the first year of life, from
birth to 364 days of age (the "under one"

age group).

For statistics about children-in-care,
children are persons under nineteen years
of age.

Provincial Health Officer's Annual Report 1997
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Traditional Measures of Health

Most traditional measures of health are based on data about births and deaths. Based on these
measures, the major threats to child health are birth defects, low birthweight and other problems
occurring shortly after birth, and injuries. Every year, most children receive care at least once from
a family doctor, 2 of every 10 see a specialist, and about 4 in every 100 children are admitted to
hospital. Based on hospital records and physician billing information, the major diseases and
conditions affecting children are respiratory infections, ear infections, emotional and behavioural
problems, asthma, vision impairment, skin diseases, and dental problems.

Deaths

The infant mortality rate is a long established
measure, not only of child health but also of the
social well-being of a society.

In British Columbia, the infant mortality rate

has shown continuous improvement in this
century and is now at a very low rate. Of every
1,000 babies born in 1996, 5 died in the first
year of life, compared to 23 per 1,000 thirty
years ago. Reductions have been made in deaths
occurring in the first week of life (the "early
neonatal" period), as well as throughout infancy
(Table 1). The perinatal mortality rate has also
declined. This measure combines stillbirths with
early neonatal deaths and provides a
widely-accepted indication of the effectiveness
of prenatal and maternity care.

Infant mortality rates have been declining in
other countries as well, and rates are now
converging in the range of four to eight deaths
per 1,000 (Figure 1) (UNICEF, 1998;
Wengman, 1996). These declines have been
achieved as a result of improvements in living
and working conditions, control of infectious
diseases, and advancements in the care of
mothers and babies.

As the infant mortality rate becomes small, the
rate fluctuates due to the small number of
deaths. Completeness and consistency in
reporting become very important when making

Figure 1 Infant Mortality Rates,

Industrial Countries and B.C., 1960-1995
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Among industrialized countries, Finland, Sweden, and
Japan have the lowest infant mortality rate (4 per
1,000 live births), and Greece the highest (9 per
1,000). Source: OECD Health-Data, 1996 (industrial
countries). B.C. Vital Statistics Agency, Vital Statistics
Annual Report 1996 (B.C. data).

comparisons between jurisdictions and over
time. As an example, in 1993 Canada's infant
mortality rate increased slightly, raising
concerns about potential environmental or other
influences. After further study, it appeared that
the increase was due in part to random
fluctuation (Joseph & Kramer, 1997) and/or to
increased registration of babies weighing less
than 500 grams as live births (Joseph & Kramer,
1996).
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Table 1 Progress in Infant Mortality, B.C., 1966 and 1996

Number of deaths

Rate per 1,000*

Indicator Age at death

Infant mortality rate

Early neonatal 0-6 days
Neonatal 0-27 days
Post-neonatal 28-364 days
Total** 0-364 days
Stillbirth rate 20 weeks

gestation to birth

Perinatal mortality
rate

Stillbirths plus
early neonatal

1966

435

494

263

761
409

844

Percent

1996 1966 1996 change

132 13.4 2.9 -79%
160 15.2 3.5 -T7%

68 8.1 15 -82%
228 23.4 5.0 -79%
201 12.4 6.3 -49%
423 25.6 9.2 -64%

* Infant mortality rates are per 1,000 live births. Stillbirth and perinatal mortality rates are per 1,000
total births (live births plus stillbirths). ** Total deaths in 1966 (761) includes 4 infant deaths with age
at death not stated. Source: B.C. Vital Statistics Agency. Vital Statistics Annual Reports.

Death rates for preschool and school-age
children have also been declining. Children
between the ages of 1 and 14 have very low
death rates compared to infants (Figure 2).

Since 1996, the Children's Commission has
been charged with reviewing all child deaths in
British Columbia. The Commission makes
recommendations for improving services,
protecting children, and preventing further
deaths. The Commission will also be issuing
regular reports on trends and patterns in child
deaths (Children's Commission, 1997).

Figure 2 Death Rates, C hildren Age 0 to 14,
B.C., 1966-1996

Rate per 10,000*
250,
%,
;K',
. Infants (under 1 yr)
100 | "%,
e
.
50 | K
Age 1-14
0L - = = = ‘ ‘
66 71 76 8 8 91 9%

* For infants under age 1, the rate is per 10,000 live
births. For ages 1-14, the rate is per 10,000
population in this age group. Source: B.C. Vital
Statistics Agency. Vital Statistics Annual Reports.
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Diseases and Health Conditions Table 2 provides some statistics on health-
related events and types of diseases and

Death rates are basic and important indicators, conditions for which children receive medical
but they measure only the most severe (fatal) care. Many of these major health problems are
outcome. Every year, most children visit their discussed in more detail in other sections of this
family doctor at least once, one in every five report.

sees a specialist, and about one in twenty-five is
admitted to hospital. Databases that describe
these contacts with the health system provide
additional information about the illnesses,
injuries, and health problems that children
experience.

Table 2 Health-Related Events, Children Age 0 to 14, B.C., 1996

Leading Causes

354 ® Perinatal conditions, congenital anomalies, SIDS (infants)
children died | ® Injuries (age 1-14)
(228 infants,
126 age 1-14)

33,263 ® Respiratory diseases

cases were admitted ® Injuries
to hospital (as inpatients)

32,537 ® Dental procedures
surgical procedures were | ® Myringotomy (for ear infections)
performed (inpatient and | ® Tonsillectomy

day surgery)
® Emotional & behavioural problems
133,457 ® V/ision problems
children saw medical specialists ® Skin diseases
® Ear infections
® Asthma
® Respiratory infections
. .6.08’738 , ® Ear infections
children visited a family doctor e Common cold
745,212
children (age 0 to 14) in British Columbia

Sources: B.C. Vital Statistics Agency (births and deaths, 1996). Information and Analysis Branch
(hospitalizations and surgical procedures, fiscal year 1996/97). Medical Services Plan and Clinical Support
Unit, Community Health (specialist exams and physician office visits, 1996).
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Low Birthweight

The low birthweight rate is a long established
indicator of child health. Low birthweight (less
than 2,500 grams) can result in mental and
physical disabilities and, in extreme cases,
death. Low birthweight is also a predictor of
health in later life. Some recent studies suggest
that low birthweight increases the risk of heart
disease, diabetes, and other chronic conditions
in life (UNICEF, 1998).

About two-thirds of low birthweight babies are
premature or "pre-term" (babies born too early,
before the 37th week of pregnancy) (Figure 3).
Many factors contribute to low birthweight and
pre-term births. Some of the known causes are
smoking by the mother during pregnancy, lack
of nourishment in the mother's womb,
pregnancy-induced hypertension, and multiple
births.

About 5% of babies are low birthweight, and
about 6% are pre-term. From the 1960s to 1980,
the low birthweight rate declined fairly steadily,
but there has been little change since the early
1980s (Figure 4). This lack of reduction may be
due, in part, to the fact that more very low
birthweight babies are being counted.

The causes and prevention of low birthweight
and pre-term birth in particular require further
study. However, improvements on both these
measures are possible, by supporting women at
risk of poor pregnancy outcomes (see
Birthweight, pages 45-46 and Prenatal Outreach,
pages 88-89).

Recommended Actions:

@ Encourage research into the causes and
prevention of pre-term and low birthweight
births.

@ Improve the collection and analysis of
provincial information about the non-life-
threatening illnesses and health problems
that children experience.

Figure 3 Births by Birthweight and
Gestational Age, B.C., 1996

BFre-term
_ Term T

) .-d 3“1-

Low Binhweight
2,352 births

MNormal Birthweight
43,448 births

Low birthweight: birthweight less than 2,500 grams.
Pre-term ("premature”): gestational age less than 37
weeks. Source: B.C. Vital Statistics Agency. Vital
Statistics Annual Report 1996.

Figure 4 Low Birthweight and
Pre-Term Births, B.C., 1966-1996

10 7

Percent of live births

0
66 71 76 81 86 9N 96

Year

Low birthweight: birthweight less than 2,500 grams.
Pre-term (premature): gestational age less than 37
weeks. Source: B.C. Vital Statistics Agency.
Unpublished tables.
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Disabilities

Disabilities can impact the lives of children and
their families in many ways. Disabilities can
contribute to general health problems and can
impact a child's ability to learn, as well as their
ability to participate in social and recreational
activities.

According to the Health and Activity Limitation
Survey, an estimated 26,800 children, 5% of
British Columbia children (age 0 to 14), have at
a least one disability - either a general
limitation, a chronic (long-term) health problem,
or a condition that requires the use of a specified
technical aid. Learning disabilities, intellectual
disabilities, and heart conditions are the most
common chronic problems (B.C. Ministry of
Advanced Education, 1992; Statistics Canada,
1990).

The rate of disability increases with age and is
higher among boys than among girls (Figure 5),
particularly for behavioural and emotional
conditions.

Figure 5 Disability Rates,

Children Age 0 to 14, B.C., 1986
10
HBoys
2 8 [ airls
=
2
T 6]
£
4]
c
[
=
01
10-14 Total
Age group

Source: Health and Activity Limitation Survey. In
Statistics Canada. (1990). Highlights: Disabled
persons in Canada. Cat. No. 82-602.

School attendance is one measure of the extent
to which children are able to participate in daily
activities. Most (94%) school-age children with
a disability attend school or are being tutored,
with two-thirds attending regular school classes.
However, children with a disability are more
likely to start school later and to need extra time
to achieve their level of education (B.C.

Ministry of Advanced Education, 1992;
Statistics Canada, 1990).
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Measures of Positive Health

Most babies are born healthy, according to their parents, and most school-aged children say they are
healthy and feel physically good. Self-rated health, along with new measures of mental, social, and
emotional health, are beginning to provide a yardstick for measuring the health of

British Columbia's children.

Indicators of positive health attempt to measure
well-being- the extent to which children have
good physical health and are achieving their
highest potential. Although we rely on
traditional illness indicators that measure death
and disease, more positive measures of health
are beginning to become available. Surveys,
such as the National Longitudinal Survey of
Children and Youth and the B.C. Adolescent
Health Survey, are helping to create a more
comprehensive picture of children's health.

People's perceptions of their own health provide
one overall measure of well-being. In fact, a
person's self-rated health is often quite similar to
results obtained through objective measures.

According to their mothers, most babies are
born healthy- two-thirds of newborns have
"excellent" health at birth (Figure 6). Fewer than
5% of mothers indicate that the health of their
babies is "fair" or "poor".

Most school-aged children say they are healthy
and feel physically good:

® |n an international survey, 47% of Canadian
boys and 41% of Canadian girls (age 11)
described themselves as very healthy (King,
Wold, Tudor-Smith, and Harel, 1996).

® |n the National Population Health Survey,
62% of British Columbians age 12 to 14
said they were in excellent or very good
health (Statistics Canada, 1995).

Figure 6 P ercent of Ne wborns in E xcellent
Health, B.C. and Canada, 1994-1995

100 | Msc

[canada
80 7

60
40

20 7

Percent in excellent health

Male Female
Gender of child

Source: Prepared for the Ministry for Children and
Families by the Centre for International Statistics
using Statistics Canada National Longitudinal Survey
of Children and Youth microdata, 1994-95.

® |n British Columbia's Adolescent Health
Survey, most students (86%) rated their
health as excellent or good (The McCreary
Centre Society, 1993).

Other aspects of positive health include optimal
physical growth, the ability to learn valuable
skills and to apply them, good coping skills,
including handling stress, control over life
choices, a sense of psychological well-being,
and good self-esteem. Information on these
topics is presented in the chapter on child
growth and development (pages 43-64).
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Inequities in Child Health

On most measures of child health, there are well-known and persistent inequalities. Girls have lower
rates of death and disease, while boys are more likely to say that they feel healthy and physically
good. Children living in areas with the highest levels of income, education, and employment are more
likely to survive and less likely to experience serious illnesses.

Overall, the children of British Columbia are
among the healthiest in the world. However, not
all children in the province share equally in this
good health. There are major differences in the
level of health, by age, sex, region, and
socio-economic status.

Age Differences

Children are most vulnerable to illness or death
in the first year of life; infants account for two-
thirds of childhood deaths (age 0 to 14). After
age one, the risk of dying declines and does not
reach this rate again until middle age (Figure 7).
Infants are also more likely to require hospital or
other medical care than are preschool or school-
age children.

Figure 7 Death Rates by Age Gr oup,
B.C., 1996

400 1
350 1
300 1
250 1
200 1
150 1
100 1
50 1

Rate per 10,0000

<1 1-14  15-24 25-44 4564 65+

Age group

Source: B.C. Vital Statistics Agency. Vital Statistics
Annual Report 1996.

Within the first year of life, there are differences
in the risk and causes of death. During the first
week of life (the early neonatal period), most
deaths are due to perinatal complications, a
category that includes prematurity, low
birthweight, and respiratory distress. About one-
third of neonatal deaths (deaths within the first
month of life) are due to congenital anomalies.
As one moves further from the time of birth,
external influences become more important.
Between the ages of one month and one year
(the postneonatal period), Sudden Infant Death
Syndrome (SIDS) is the leading cause of death
(Figure 8).

Figure 8 Selected Cau ses of Infant Deaths,
B.C., 1991-1996

i [ lan cther causes
Elsips

[ Jcongenial anomabes |
1 .F-‘am_mal complications P

Feabe per 1000 live births

—
Maoalal o
naonatal

-
| il

Note: SIDS may be under-counted as some deaths
still under investigation when these data were
prepared may later be coded as SIDS. Source: B.C.
Vital Statistics Agency. Unpublished tables,
December 1997.
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Gender Differences

At all ages, males are more likely to die than
females. This gender difference begins in
infancy, and the male-female gap in death rates
increases throughout childhood. Males have a
higher death rates for most causes of death,
although the gap is much greater for accidents
and violence (Figure 9).

Figure 9 Gender Gap in Death Rates
by Age, B.C., 1991-1995

1 = equality”

U T T T T T T T T T
| 5J; | 25-&9 | 4519 | 65-439 | sslt
<1 1519 3539 55-59 7579
Age group

Ratio of male to female death rates

* If the ratio is equal to one, males and females have
the same death rate. When the ratio is greater than
one, males die at a higher rate than females. Source:
B.C. Vital Statistics Agency. Unpublished tables.

Although boys die at a higher rate and at earlier
ages, girls have lower self-rated health. 43% of
grade seven boys say their health is excellent,
compared to 31% of girls (Figure 10).

Regional Differences

Traditionally, northern and rural areas of the
province have had a lower level of health than
southern, metropolitan areas. For some health
indicators, such as infant mortality, the
north-south gap has been narrowing in recent
years (Figure 11).

Figure 10 Self-Rated Health,
Grade 7 Students, B.C., 1992

60 1
MBoys
50 Clairls
= 407
g
g 30 1
o
20 1
H
0- .
Excellent Very good Good Fair

Self-rated health

Source: B.C. Adolescent Health Survey 1992.
McCreary Centre Society.

Figure 11 Infant Mortality Rate,
Northern Health Units and B.C., 1966-1996

35 1
30 |
25 1.
201"
15 -
10 1
|
0

Rates per 1,000 live births

* "North" includes Cariboo, Skeena, Peace River, and
Northern Interior health units. Source: B.C. Vital
Statistics Agency. Unpublished tables, July 1996 and
Vital Statistics Annual Reports.
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Regional differences persist. Children age 0 to
18 living in northern areas of the province are
twice as likely to die as those living in North
Shore, Richmond, and Burnaby. These regional
inequities are not explained to any significant
degree by access to health care services. Rather,
the variation is related to differences in social
and economic conditions. Regions with the
highest levels of income, education, and
employment have the lowest death rates. In
general, the better the ranking on these social
and economic indicators, the lower the child
death rate (Figure 12).

Figure 12 O verall Rank* on Three
Socio-economic Indicators and Child
Mortality Rate (Age 0 to 18),

Health Re gions, B.C.

. |
= s (5, 8
~ - * e
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* Overall rank on an index composed of three social
and economic indicators: percent of population on
income assistance (June 1997), percent of population
aged 25-34 with less than high school graduation
(1991), and unemployment rates (1991). See
Appendix pages F-4 and F-5 for additional
information. Sources: Social and economic indicators
acquired from BC STATS, Ministry of Finance and
Corporate Relations. Age standardized mortality
rates, all causes of death (1987-1995) from B.C. Vital
Statistics Agency. Unpublished tables, May 1997.

|
Regional Data

For regional data presented throughout
this report, "region" refers to the region of
residence. A child whose home residence
is in the Fraser Valley, for example, will be
counted under Fraser Valley, although
health events (birth, hospitalization,
doctors' visits, etc.) may take place
elsewhere.

Regional data are provided in tabular
format in Appendix F. Appendix G lists the
names, locations, and abbreviations of the
regions used in this report.

Please note that births and deaths
occurring out-of-province (e.g., a B.C.
resident giving birth or dying in Alberta)
are not routinely recorded in B.C.
databases. Data for East Kootenay and
Peace Liard in particular require cautious
interpretation; out-of-province events may
increase rates in these regions by as much
as 25% (Foster & McKee, 1994).

Many of the health indicators presented in this
report are based on regularly-collected data
using 20 geographic regions. These regional
units will mask sub-regional differences, such as
differences within Vancouver.

One study found that, consistent with the
regional pattern, those Vancouver areas with the
greatest proportion of people at the top of the
social and economic hierarchy have the lowest
death rates, for infant deaths and for all ages
(Division of Vital Statistics, October 1995).
Because low birthweight is caused by many
factors, geographic patterns are more difficult to
interpret than for other health indicators.
However, the most affluent Vancouver
neighbourhood (Point Grey) had the lowest low
birthweight rate, while the most disadvantaged
(Downtown) had the highest (Figure 13).

Page 14
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Figure 13 O verall Rank " on Three
Socio-economic Indicators ( 1991) and Low
Birthweight Rate ( 1990-1992),

Vancouver Ne ighbourhoods “, B.C.

=

Low birthvsraight (percant)
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el warat

" Overall rank on an index composed of three social
and economic indicators: average income, percent of
population with less than grade nine education, and
unemployment rates. ~ The 13 neighbourhoods are
Kl Killarney, SU Sunset, DU Dunbar, PG Point Grey,
RP Riley Park, KE Kensington, RE Renfrew, MP
Mount Pleasant, Kl Kitsilano, SU Sunrise, GR
Grandview, DO Downtown, WE West End. Source:
Mortality and health status in Vancouver: An analysis
by neighbourhood areas. Division of Vital Statistics
Feature Report, October 1995. Prepared by K.F.
Burr, G.A. Costanzo, M.V. Hayes, Y.C. MacNab, &
B. McKee.

Children-in-Care

One particularly vulnerable group is "children-
in-care"- children who are in the custody, care,
or guardianship of child welfare authorities.
These children are receiving protection or
special care for a variety of reasons. Many
children who come into care are economically
disadvantaged, of Aboriginal heritage, are
medically fragile or severely disabled, or have
been damaged psychologically or emotionally
factors that put them at increased risk of dying
at a young age.

Concerns about deaths of children-in-care have
prompted an overhaul of British Columbia'’s
child welfare services. Information about the
health status of children-in-care could assist in
monitoring the impact of these changes.

Over the past 12 years, a total of 176 children-
in-care died- an average of 15 deaths each year.
At this time, provincial information systems do
not produce health statistics about children-in-
care that are comparable to those available for
the total child population. Thus, we are not able
to describe or compare the mortality experience
and other health outcomes for children-in-care.

|
Children-in- Care

If a family is unable to care for a child,
child welfare authorities may temporarily
or permanently assume responsibility for
the child. Children who require this
custody, care, or guardianship come into
the care of the Ministry for Children and
Families and are referred to as "children-
in-care".

Children come into care for a variety of
reasons. Protection may be required due
to abuse or neglect, parents may be
absent or unable to care for their child, or
the child may require medical or other
special care of some type.

Additional information about children-in-
care may be found in the sections on
British Columbia's children (pages 23-24)
and Aboriginal Children (pages 111-112).
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Across Canada, the number of children-in-care
who die is not known precisely, because data on
this topic are not consistently tracked. An
Ontario task force recently reviewed deaths of
children who were receiving child welfare
services (Ontario Association of Children's Aid
Societies, 1997). As databases on children-in-
care are developed and improved, we may be
able to learn more about the health status of this
group of children.

Recommended Actions:

@ Develop strategies to address the factors
underlying the inequities in children's
health status: inequalities in income,
social status, housing, and other aspects of
daily life.

@ |n addition, address the special needs of
at-risk groups, in particular, Aboriginal
children, children in low-income families,
and children-in-care.

@ Continue to improve provincial
information about Aboriginal children,
children-in-care, and other vulnerable
groups of children. Data definitions and
categories should be compatible with other
systems designed to track health and
disease in the total child population.

@ The Ministry for Children and Families
should develop data and information
systems to track health outcomes,
including hospitalizations and deaths, for
all children who are or have been in-care.

Page 16

Provincial Health Officer's Annual Report 1997




Is There Potential for Improvement?

The level of children's health can be improved overall, and inequities can be reduced. Population

groups, regions, and countries that have achieved the best results on child health measures can be

studied to identify areas for policy and action.

On many measures of child health, there is
considerable potential for improvement. One
way to identify areas for improvement is to look
at what has already been achieved by the
healthiest communities, population groups, or
countries, and by using these as a gold standard
or benchmark towards which to aim.

For the various health indicators presented
throughout this report, gold standards or "best"
rates are identified, where possibiéeasuring
Our Succesgecently produced by the Ministry
for Children and Families, provides a
comprehensive list of child health outcomes,
baseline data for British Columbia, and
benchmarks that can be used as a reference point
for measuring provincial performance (B.C.
Ministry for Children and Families, 1997; see
also Appendix D of this report).

Inequities in health status are not inevitable. To
make continued improvements in child health,
gaps between population groups must be
identified and minimized.

For example, Figure 14 shows equity gaps in
infant mortality rates within the province of
British Columbia. Infants born in wealthy
neighbourhoods, in the southern areas of the
province, to non-Aboriginal families, or to
mothers in their late twenties, are much less
likely to die in infancy.

Figure 14 Inequities in Infant Mortality Rates
(infant deaths per 1,000 live births), British
Columbia

Income rich <4mmmm  gap —)

poor |

Region lowest

highest]|

Ethnicity non-aboriginal

aboriginal|

Age of 25-29

mother under 20|
0 2 4 6 8 10 12 14
best RATE worst

Note: Data are for different time periods. Thus, there
are different averages for the total population. Data
are for the following years: age of mother, 1996;
aboriginal (Status Indian) and non-aboriginal
(population excluding Status Indian) population,
1991-1996; health regions within British Columbia,
1992-1996; income, 1986 (the most recent year for
which data are available). Sources: Income data are
from Thomson, M.E. (1990, August). Association
between mortality and poverty, BC Medical Journal,
32(8), 337-338; data are for the highest ("richest”)
and lowest ("poorest”) neighbourhoods, Vancouver
and Victoria Census Areas, 1986. All other data from
B.C. Vital Statistics Agency, B.C. Ministry of Health.

Our goal should be to ensure thatglbups of
children are able to enjoy the best possible
health status. There are other jurisdictiens
Sweden is one example (see page-29here
inequities in children's health status have been
reduced. To progress towards this goal requires
an understanding of the reasons these inequities
exist.
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The major factors that underlie these inequities
and that should be the focus for policy and
action include an adequate, equitable income for
all families, healthy living and working
conditions, quality care in early childhood,
opportunities and supports for parents and their
children. These factors are discussed in the
following chapter - Growing Up in British
Columbia.
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Growin g Up
In British Columbia

Nurturing and stimulating environments- in the home, neighbourhood, and communificreate
opportunities for children to grow and develop in healthy ways. To help children achieve their full
potential, it is particularly important that children and families have an adequate standard of
living and that all children have access to quality care.

Growing up from birth to adulthood is a
continuous process. As children progress
through the ages and stages of development,
they need caring and stimulating environments.

According to the B.C. Royal Commission on
Health Care and Costs (1991), all children need:

® A secure attachment to their parents.

e Continuity in relationships with major
caregivers.

® Early mental stimulation.

e Sufficient, appropriate, and consistent
structure in their families.

® Freedom from rejection, violence, abuse,
maltreatment, and exploitation.

® A sense of cultural values.

This chapter looks at the children of British
Columbia- the home, neighbourhood, and
community environments in which they are
growing up- and whether children are being
given environments that will help them to grow
and develop in healthy ways.
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British Columbia's Children

Children age 0 to 14 make up about one-fifth of British Columbia's population. While most children
live at home in two-parent families, 17% of children live with one parent, most often their mother.
About 1% of children are under the care of child welfare authorities. Changes in population
structure, settlement patterns, and labour force participation affect how family members relate to

each other and their needs for supports such as parenting education and child care.

Children in British Columbia

An estimated 755,342 children age 0 to 14 live
in British Columbia in 1997. These children
make up just under one-fifth (19%) of British
Columbia's population. As in most
industrialized areas of the world, the age
distribution of British Columbia is changing.
The average age is becoming older. While the
number of children has been growing, children
have been declining as a percentage of the
provincial population, and this trend is expected
to continue into the next century (Figure 15).

Figure 15 Children Age O to 14 as a
Percentage of British C olumbia's
Population, 1971-2016
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Source: Population estimates (July 1997) and
P.E.O.P.L.E. Projection 22, BC STATS, B.C. Ministry
of Finance and Corporate Relations.

More than half (53%) of British Columbia'’s
children live in the Fraser Valley or the Lower
Mainland health regions (Table 3). As a
percentage of their region's population, children
comprise a larger share in the northern areas of
the province, where about one-quarter of the
population is under age 15 (Figure 16).

Figure 16 Children Age 0to 14 as a
Percentage of each Re gion's Population,
Health Regions, B.C., 1997
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Source: BC STATS, Ministry of Finance and
Corporate Relations, March 1998. Compiled by
Information and Analysis Branch, B.C. Ministry of
Health.
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The 1996 Census shows that British Columbia's
population is becoming more urbanized, with
82% of people living in urban areas, compared
to 80% in 1991.

Our population is also becoming more diverse.
About 7% (50,975) of children under 15 are
immigrants, while of the total population (all
ages), one-quarter are immigrants (people who
were mostly foreign-born and granted landed
immigrant status by Canadian immigration
authorities). More than 70% of British
Columbia's immigrants live in the Vancouver
census metropolitan area, where immigrants
make up more than one-third of the population.

These changes in population structure,
settlement patterns, and cultural composition
illustrate the dynamic nature of social life. They
also pose real challenges for healthy public
policy, particularly as it relates to children.

Some of these changes, and the challenges they
present, are identified in this chapter.

1996 Census

In 1997, the first results from the 1996
Census were released by Statistics
Canada. These first releases contain
population and dwelling counts by
municipality and regional district.

Information on other characteristics of the
British Columbia population such as age,
ethnicity, education, and income will be
released over the next two years. Data
aggregated by health regions will also be
prepared during this time period.

Census information is available from BC
STATS, B.C. Ministry of Finance and
Corporate Relations. Visit their internet
website http://www.bcstats.gov.bc.ca or
call (250) 387-0359.

Table 3 Children Age 0 to 14,
Health Re gions, B.C., 1997

Number of  Percent of

Region children B.C. total
NORTH
Cariboo 17,313 2.3%
North West 22,984 3.1%
Peace Liard 16,775 2.2%
Northern Interior 31,138 4.1%
Subtotal 88,210 11.7%

THOMPSON/OKANAGAN/KOOTENAY

East Kootenay 16,476 2.2%
West Kootenay 15,747 2.1%
North Okanagan 22,877 3.0%
South Okanagan 40,406 5.4%
Thompson 27,367 3.6%
Subtotal 122,873 16.4%
ISLAND/COAST

Coast Garibaldi 15,082 2.0%
Central Vanc Island 46,615 6.2%
Upper Island 26,287 3.5%
Capital 53,533 7.1%
Subtotal 141,517 18.8%
FRASER VALLEY

Fraser Valley 53,122 7.1%
South Fraser Valley 119,505 15.9%
Simon Fraser 62,935 8.4%
Subtotal 235,562 31.4%
LOWER MAINLAND

Vancouver 74,730 9.9%
Burnaby 29,687 4.0%
North Shore 30,697 4.1%
Richmond 28,066 3.7%
Subtotal 163,180 21.7%
BRITISH COLUMBIA

Total 751,342 100.0%

Source: BC STATS, Ministry of Finance and
Corporate Relations, March 1998. Compiled by
Information and Analysis Branch, B.C. Ministry
of Health. Note: Region percentages may not

add to subtotals due to rounding.
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Family Patterns

Most children live at home, and 81% of children
age 0O to 14 live in two-parent families (BC
STATS, December 1997). However, family
patterns are changing.

® There are more types of families and
relationships. More families are headed by
common-law couples, and about 9% of two-
parent families are step-families or
"blended" families, in which at least one of
the children in the household is from a
previous relationship of one of the parents
(BC Council for the Family, 1997).

® Single-parent families have increased as a
proportion of all families with children at
home, from 20% in 1986 to 23% in 1996
(Figure 17). In 1996, one child in six (17%
of children age 0 to 14) lived in a single-
parent family. Most (83%) single-parent
families with children at home are headed
by women.

On average, single-parent families are
smaller than two-parent families. Single-
parent families have an average of 1.6
children at home, compared to 1.9 children
in two-parent families (Figure 18).

Figure 17 Families with Children at Home by
Family Structure, B.C., 1986-1996
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Source: Focus on BC Families: Children Living at
Home. 1996 Census Fast Facts. BC STATS, Ministry
of Finance and Corporate Relations.

® Families are mobile. More than one-third of

British Columbia children (36%) have
moved three or more times in their lives
(Figure 19).

Figure 18 Families with Children at Home,
by Number of Children, B.C., 1996
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Source: Focus on BC Families: Children Living at
Home. 1996 Census Fast Facts. BC STATS, Ministry
of Finance and Corporate Relations.

Figure 19 Number of Ti mes Children Have
Moved in their Lives, C hildren Age 6 to 11
Years, B.C. and Canada, 1994-95
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Source: Prepared for the Ministry for Children and
Families by the Centre for International Statistics
using National Longitudinal Survey of Children and
Youth microdata, 1994-95.
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® More women with young children are
working outside the home. In two-spouse
families, 60% of women whose youngest
child was less than three were employed, up
from 23% in 1976 (Figure 20).

Figure 20 Emplo yment of Women in Two-
Parent Fam ilies with Children, by Age of
Youngest Children, B.C., 1976-1996
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Source: Statistics Canada. Catalogues 71-529 and
71-220 Labour Force Survey. In BC Council for the
Family, Diversity and Change: A Profile of British
Columbia Families, 1997. Table 2.3.

Impact on Children

The mobility of today's society may pose
difficulties for some children in making new
friends and in settling into a new environment.
Of course, these changes can also afford
children great opportunities to meet new friends.
Much of how children experience these changes
depends on their parents' perception of the
move, and whether moves were voluntary or
desired (as opposed to forced), and the
willingness of people in new communities to
welcome and accept newcomers.

Increasing activity in the labour force (outside
the home) increases pressure for access to
supportive, high quality child care (see pages
33-38).

Children-in-Care

Most children live in families with one or both

of their biological or adoptive parents. In cases
where children are unable to live with their
families, the Ministry for Children and Families
provides substitute parenting. Children come
into the Ministry's care for several reasons.
Protection may be required due to abuse or
neglect, parents may be absent or unable to care
for their child, or the child may require special
care of some type.

In 1996/97, there were about 8,200 children-in-
care at any point in timeslightly less than 1%
of the population under age 19. Who are these
children-in-care?

® Age Roughly one-third of children-in-care
are youth age 15 to 18, and about two-thirds
(5,531) are children age 0 to 14. Over the
past decade, the age mix of children-in-care
has been shifting towards the younger age
groups (Figure 21), with the total number in
care increasing steadily over the past four
years.

Figure 21 Children-In- Care by Age Gr oup,
B.C., 1986-1997
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* Children who are in the care of child welfare
authorities, per 1,000 B.C. children in each age
group. Figures are as of March 31 each year.
Source: B.C. Ministry for Children and Families.
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® Gender More boys than girls are in the
Ministry's care, except among 15 to 18 year
olds, where girls outnumber boys (Figure
22).

® Social and economic characteristiédsbout
one-third of all children-in-care are of
Aboriginal descent (see pages 111-112).
Approximately 60% are from Income
Assistance families, and 60% are from lone-
parent families.

® Geographic areaThe northern areas of the
province and Vancouver have the highest
rates of children-in-care (Figure 23). In
general, the regions with the highest
proportions of children-in-care are the
regions with the lowest socio-economic
status, as measured by rates of poverty,
unemployment, and educational attainment
(see page 14).

e Disability status About one in every five
children-in-care is considered to have a
severe disability of some type, either
physical, intellectual, or behavioural.

Approximately half of those coming into care
are admitted through voluntary parenting
agreements, while half are admitted through
court orders (at a given point in time, however,
about 27% of children-in-care are through
voluntary and special needs agreements;
children admitted through court orders tend to
remain in care for longer periods of time, and
thus account for a higher percentage of the
caseload). When children come into care, they
are placed in a living arrangement deemed
appropriate for their level of care. The majority
of children-in-care live in foster homes. Those
with severe physical, emotional, or behavioural
problems may be placed in group homes or
residential facilities equipped to meet their
special needs.

Changes in the number of children-in-care
reflect, in part, increases in the child population
and changes in child welfare policies and the
types of care provided.

However, the growing number of children-in-
care may also indicate that more families are
having difficulties in caring for their children.
Long-term solutions will require addressing the
health and social problems that families are
experiencing in caring for their children.

Figure 22 Children-in- Care by Age Group
and Sex, March 31, 1997
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Source: B.C. Ministry for Children and Families.

Figure 23 Children-in- Care,
Health Re gions, B.C., 1997
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* Children who are in the care of child welfare
authorities, as a rate per 1,000 population age 0 to
18 in each region. Figures are based on average
month-end counts for the period February 1997 to
February 1998. Source: B.C. Ministry for Children
and Families.
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Healthy Home Environment

Most children live in supportive families. However, some families show signs of distress, as
measured by rates of parental depression, tension in the home, and child abuse and neglect.

Research shows that children in high-risk situations can be helped to achieve their full potential, by

supporting people in their efforts to be effective parents and caregivers.

Family Health and Well-Being

As people know from their own experiences,
and as research clearly shows, the family
environment is the most important single
influence on a child's health and well-beingn
influence that lasts a lifetime.

Available indicators suggest that most children
live in positive, supportive families. Results
from the National Longitudinal Survey of
Children and Youth show that more than 90% of
families, both provincially and nationally, enjoy
healthy family functioning, as measured by a
series of questions about how well the family
works together in problem solving,
communication, roles, emotional
responsiveness, emotional involvement, and
behaviour control. Similar percentages report
having a high level of support from their
families and friends, positive interactions with
their children, and non-violent families (Figure
24).

Positive interactions between parents and
children, stability and consistency in the home,
and other aspects of quality parenting help
children develop a sense of identity and
problem-solving skills. Children who do not
receive these protective factors often have more
difficulty coping with life's challenges.

Figure 24 Family Health and Well-be ing,
B.C. and Canada, 1994-95
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[1] Percent of children living in "healthy functioning”
families, as determined by a series of questions about
how well the family works together. [2] Percent of
children age 0 to 11 whose parents have friends or
family who help them feel safe, secure, and happy.
[3] Percent of children age 2 to 11 whose parents
indicate they have positive interactions with their
children. [4] Percent of children age 2 to 11 whose
parents indicate they have consistent parenting
practices. [5] Percent of children whose parents say
their children never see adults or teens in the house
physically fighting, hitting, or otherwise trying to hurt
others. Source: Prepared for Ministry for Children
and Families by the Centre for International Statistics
using National Longitudinal Survey of Children and
Youth microdata, 1994-95.
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Indicators of family distress include those in

which parents experience depression (about 8%

of British Columbia families), problems with
alcohol (about 8%), and families that use
physical punishment as a means of discipline
(about 11%) (Figure 25).

Figure 25 Families and Children At-Risk,
B.C. and Canada, 1994-95
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[1] Percent of parents of children age 0 to 11
experiencing moderate to severe depression (a score
of 13 or higher on a depression scale ranging from 0
to 35) [2] Percent of children age 0 to 11 whose
parents say drinking is a source of tension or
disagreement in the home. [3] Percent of children
age 2 to 11 whose parents say they use physical
punishment "always/often" or "sometimes" as a
method of parental discipline. Source: Prepared for
the Ministry for Children and Families by the Centre
for International Statistics using National Longitudinal
Survey of Children and Youth microdata, 1994-95.

Prevention

Parental depression, poor parenting practices,
family violence, child abuse and neglect (pages
142-143) and other symptoms of family distress
can be prevented or minimized. There is a
wealth of research to show that programs to
support high-risk families are effective in
improving the health outcomes of children.
Some of the leading examples are:

® Hawaii Healthy Start programBy

identifying high-risk families in Hawaii and
offering an appropriate array of supportive
services, this program has demonstrated that
it is possible to substantially reduce the
incidence of child abuse in a cost-effective
manner (Fuddy, 1992).

Perry Preschool Progranirhis U.S.

program showed an early childhood
education program to be strongly associated
with positive outcomes in later childhood
and adulthood. The children receiving the
early education program were less likely to
become involved in criminal activity, less
likely to become pregnant during their teen
years, and less likely to be in need of social
assistance. These children were also much
more likely to be literate, finish high school,
be employed or attending college, and to
have higher earnings (Schweinhart, Barnes,
& Weikart, 1993). These same factors are
strongly associated with better health status
over the life course.

Head Start ProgramThis program, which
provided a "head start" to children from

poor families in the United States, was
found to have a positive effect on children's
intelligence scores and to result in increased
school readiness and improved school
achievement (Zigler & Muenchow, 1992).
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The knowledge from these studies is being
applied by the Ministry for Children and
Families in itsBuilding Blocksstrategy. Pilot
projects are under way to see how such
programs can be implemented in British
Columbia.

Once these pilot projects are complete, the
challenge will be to implement these programs
throughout the province. The evidence shows
that such programs, if done well, will have
economic benefits downstream. That is, they
will save costs to the health care system, to the
criminal justice system, and to social assistance
and unemployment programs. To accomplish
this, a fixed amount of ministry funding could
be earmarked to finance a set of prenatal and
early childhood intervention programs. For
example, 1% of ministry budgets for Health,
Attorney General, and Human Resources would
amount to approximately 100 million dollars
available for children's programs.

Recommended Action:

@ Evaluation and wider implementation of
the at-risk approach to early child
development should be expeditiously
completed and adequately funded.
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Economic Security

One child in five lives in a low-income family, and the trend is not improving. Not all children living
in poverty have poor outcomes, but a stable and adequate family income provides greater
opportunities for children to achieve health. We must recognize the right of every child to an

adequate standard of living.

There is a close relationship between health and
income. It is widely known that an adequate
income is important for health and conversely,
that low income is associated with poor health
status.

Child Poverty in British Columbia

Child and family poverty remains an urgent
issue in British Columbia. As shown in Figure
26, one child in five (20%) is living in poverty,
and the trend is not improving. For children
living in single-parent families, the situation is
considerably worse more than half (59%) live
below the Statistics Canada low income cut-off.

Figure 26 Low Income Rates,

Children Under Age 18, B.C., 1980-1996
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Source: Statistics Canada. (1997). Low income
persons, 1980-1996. Cat. No. 13-569-XPB.

It is well-established that child poverty is
associated with poorer health outcomes. Studies
from other jurisdictions show that abuse, poor
school performance, criminal activity, teen
pregnancy, and unemployment in later life are
all more likely to be experienced by children
raised in poverty. Yet, despite the repeated
statements of governments at various levels
acknowledging the devastating health effects of
child poverty, no progress is being made.

Certainly, not all children living in poverty have
poor outcomes, just as not all children living in
wealthy families have good outcomes. Children
brought up in caring families where they receive
nurturing, a healthy diet, early educational
opportunities, and enriched stimulating care
typically do well.

The disadvantages suffered by children in
poverty cannot be entirely overcome by extra
care and services. Results from one major study
showed that even children receiving enriched
care had a 59% incidence of need for income
assistance when they reached adulthood
(Schweinhart, Barnes, & Weikart, 1993).
Therefore, we must look beyond remedial
measures and look at reducing poverty itself.
Studies have shown that income supplementa-
tion can improve child health indicators such as
low birthweight (Kehrer & Wolin, 1979).

In countries where the issue of child poverty has
been identified and acted upon effectively, the
child poverty rate has been reduced to 3%, less
than one-fifth of British Columbia's rate (using
the same definition of poverty for making the
comparisons), as shown in Table 4.
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Table 4 Poverty Rates, C hildren Under 18,
B.C. (1994) and Selected C ountries

Rank %
1 Finland 3
1 Sweden 3
1 Denmark 3
1 Switzerland 3
5 Belgium 4
5 Luxembourg 4
7 Norway 5
7 Austria 5
9 Netherlands 6
10 France 7
10 West Germany 7
12 Italy 10
12 United Kingdom 10
14 Israel 11
15 Ireland 12
16 Canada 14
16 Australia 14

British Columbia 16
18 United States 22

Poverty line: 50% of national median income (after
taxes and transfers). Sources: British Columbia data
from Statistics Canada, unpublished tables. Country
data from Rainwater, L. & Smeeding, T.M. (1995).
Doing poorly: The real income of American children in
a comparative perspective. Luxembourg Income
Study, Working Paper No. 127. In UNICEF (1996).
The Progress of Nations, 1996, p. 45. P. Adamson,
Editor.

As a consequence of its efforts to reduce child

poverty, Sweden, for example, has been able to

both reduce the gradient between population
sub-groups and the overall rate of infant
mortality. In British Columbia, we continue to
see a rather steep gradient between groups
(Figure 27).

This is an important concept: working towards
eliminating the gap in infant mortality will
benefit not only children in poverty. The health
of all children, including those of the most
fortunate British Columbia families, could
improve if we reduce child povertya truly
win-win outcome. Furthermore, an improvement
in infant health will not necessarily require more
money. In dollar terms, British Columbia has

consistently had a higher per capita income than

Sweden.

Figure 27 Diff erences in Infant Mortality by
Social Class (Sweden, 1985-1986) and
by Income Level (B.C., 1986)
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Sweden data were based on occupation and
employment status of the mother's cohabitant,
according to the British registrar general's social class
categories (left to right) 1, Il, lll non-manual, 1l
manual, IV and V, and other/unclassified (includes
births to mothers for whom no cohabitant could be
identified). Source: Leon, D.A., Vagero, D., &
Olasusson, P.O. (1992, September 19). Social class
differences in infant mortality in Sweden: Comparison
with England and Wales. British Medical Journal, 305,
687-691. British Columbia data are by the infant's
neighbourhood income quintile, quintile 1 (richest
neighbourhoods) through quintile 5 (poorest), for
Vancouver and Victoria Census Areas, 1986. The bar
at the far right is the rate for Status Indians in B.C.,
1987. Sources: Income quintile data from Thomsen,
M.E. (1994). Association between mortality and
poverty. BC Medical Journal, 32(8), 337-338; data
points were obtained from the author. Status Indian
rate from B.C. Vital Statistics Agency.
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A Fair Distribution of Income and
Wealth

While poverty remains an important issue
negatively affecting one in five children in this
province, the way income and wealth are
distributed is emerging as an even more
important health issue that potentially affects the
health of all children.

In terms of some of the standard population
health indicators, there is strong evidence that
the more equitable the distribution of wealth, the
healthier the population. In countries where the
gap between the rich and poor has been growing
smaller, as in Japan, Asian countries, and some
European countries, more rapid gains in health
are being made. Conversely, in countries where
the gap between the haves and have-nots is
increasing, such as the United States, the United
Kingdom, New Zealand, and some of the former
Soviet block countries, gains in health are
relatively smaller and in some cases are
deteriorating rapidly. In the United States, the
gap between the health of children in rich and
poor families is widening (Montgomery, Kiely,

& Pappas, 1996).

In Canada, Statistics Canada has done
considerable analysis of the gap between low
and high income earners. In recent years, there
has been a tendency towards growing inequality
in terms of earned income (income before taxes
and transfers). On measures such as the "gini
coefficient”, the social safety nethrough

income tax, unemployment insurance, social
assistance, and other transfer prograrhas

been successful in keeping the distribution of
disposable income at a very constant level, at
least until 1995, the most recent year for which
data are available (Figure 28).

It is interesting to note that this has been true
through a succession of federal governments of
various political and social philosophies. This
no doubt reflects the prevailing Canadian values
concerning a willingness to shae resources so
that everyone can meet basic needs (Peters,
1995).

Figure 28 Income Equality, B.C., 1985-1995
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* Gini coefficient, a statistic used to measure the
inequality in income distribution. The higher the
number, the greater the inequality (0 = total equality,
1 = total inequality). Figures are for all units (families
and unattached individuals). Source: Statistics
Canada. Income after tax, distributions by size in
Canada. Cat. No. 13-210.

Although the social safety net has helped to
reduce the gap between the rich and the poor,
there is still a wide disparity in incomes (Figure
29). Before taxes, the highest income families
have an average of $21 for every dollar the
lowest income families receive (families in the
highest income group averaged a pre-transfer
income of $108,309, compared to $5,182 for
families in the lowest income group). After
taxes and transfers, the gap is reduced, so that,
on average, high income families receive $5 for
every dollar the poorest families have.

There are concerns that with the erosion of
social programs deemed necessary to reduce the
deficit and debt, the gap in disposable income
may well have increased and be at least partially
related to the plateauing of some of the national
population health indicators such as infant
mortality and life expectancy. It will be

important to monitor the pattern of these data, as
they become available.
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Figure 29 A verage Income by Income
Quintile, Families, Canada, 1995
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Source: Statistics Canada. (1997). Income after tax
distributions by size in Canada, 1995. Cat. No. 13-
210-XPB.

It is commonly understood that healthy families
generally have healthy children. It is now clear
that a more equitable distribution of income and
wealth is closely associated with more
supportive communities and families and
improved health for children, youth, and adults.
It would therefore seem important to our health
to explore ways in which the gap between high
and low earners could be diminished or at least
prevented from growing. There are two principal
ways this can be achieved:

e Redistributing income through social policies
and programsThe Canadian pattern for the
past 20 to 30 years, as discussed above, has
been to correct for the gap in earned income
through progressive income tax (the tax rate
goes up as a person's earnings increase) and
the provision of social programs such as
employment insurance and welfare. As
observed, this has been driven by the
prevailing Canadian values concerning
extending help to the less fortunate.

® Creating a more equitable wage structure
The pattern in Japan and some other Asian
countries has been to achieve a reduced gap
through a more equitable wage structure.
This, it appears, is driven by prevailing
Japanese values that consider it unfair that a
Chief Executive Officer should earn 10 to 20
times as much as an average worker.

To move ahead in Canada, we need to act on
what is known about the links between income,
the distribution of income, and health.

Recommended Actions:

@ Recognize the right of every child to an
adequate standard of living, as set out in the
United Nations Convention on the Rights of
the Child. As a society, we have a
responsibility to ensure that basic needs
such as food and shelter are met.

@ Reduce the number of children living in
poverty and reduce the depth and duration
of poverty. Policies to reduce child poverty
should include an access component (for
example, access to public transport, grocery
stores with fresh fruits and vegetables,
libraries, and opportunities for recreation
and sports).

@ Provide the public with the facts about the
important effect of income distribution on
the health of all.

@ Develop better information systems so that
up-to-date, accurate data on earned and
disposable income and the major population
health indicators such as infant mortality
rate, life expectancy, and low birthweight
are available in a timely way.
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@ Ensure that senior policy makers at all
levels of government are aware of the
negative health consequences associated
with growing inequities resulting from
regressive taxation and the erosion of social
programs, and that a balance with the need
for fiscal responsibility must be struck.

® Encourage the corporate sector to adopt
more equitable wage structures.
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Quality Care in Early Childhood

The most important intervention to improve the well-being of children, after reduction of child
poverty, is the provision of stimulating, high quality care for young children. British Columbia

should adopt a policy (modelled on the principles of Medicare) that all families should have access to

good quality child care services, without financial barriers.

The Importance of Quality Care

The quality of care children receive, during their
preschool years in particular, is linked to their
success in later life.

Children who receive good quality care
whether by their parents at home, by other
caregivers, or through formal child care
arrangements have better social skills, higher
levels of language development, better coping
skills, and fewer behaviour problems in school
than those who have experienced lower quality
care (Advisory Committee on Population
Health, 1998).

Quality care means a safe and stable
environment, with lots of affection from parents
and caregivers, and opportunities for interaction,
learning, and play. On average, children who
receive quality care live longer, happier, and
healthier lives than those who did not enjoy
such starts.

Because of these links between early childhood
care and health later in life, the quality of care
we provide for British Columbia's children is
critically important. In fact, the most important
intervention to improve the well-being of
children, after reduction of childhood poverty, is
the provision of stimulating and supportive care.

Employers and governments can assist families
in their efforts to provide quality care for young
children. Family benefits such as
maternity/paternity benefits, child-rearing
leaves, and tax credits can help parents spend
time with their children, especially during the
first months of life- the time when parent-

infant bonding is established. Parenting courses
and self-help groups can assist parents in
developing good parenting skills.

In British Columbia, as in other provinces,
demand for non-parental child care
arrangements continues to grow as a
consequence of the changing nature of families
and society. Governments have an important
role to play in ensuring that child care services
are high quality, accessible, affordable, and
accountable.

The Need for Child Care Services

Family life has changed considerably in British
Columbia. The traditional pattern of one
breadwinner and one full-time stay-at-home
parent is no longer the norm. Over two-thirds of
women with children under age 6 participate in
the paid workforce, and many parents work at
part-time jobs or jobs with work hours other
than "9 to 5". As a result, there is an ever
increasing demand for child care with flexible
options.
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Current Situation

According to the National Longitudinal Survey
of Children and Youth, about one-third of B.C.
children age 0 to 11 are in some form of non-
parental child care while their parents work or
study.

Of those children in non-parental care (an
estimated 190,000 in 1997), most (79%) are in
unregulated (unlicensed and unmonitored) care
arrangements (Figure 30).

Figure 30 Child Care Arrangements
when Parent at Work or Study,
Children Age 0 to 11,

B.C. and Canada, 1994-95
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Approximately one-third (31.5%) of children age O to
11 are in non-parental care when parents work or
study. The above graph shows the primary type of
non-parental care used. Licensed care: Care
provided by regulated child care centre or school
program. Daycare - unregulated: Care provided by a
non-relative in someone else's home, unregulated.
Non-relative in home: Care provided by a non-relative
in the child’'s home (such as a nanny), unregulated.
Relative in/out of home: Care provided by a relative in
the child’s or someone else's home, unregulated.
Source: Prepared for the Ministry for Children and
Families by the Centre for International Statistics
using National Longitudinal Survey of Children and
Youth microdata, 1994-95.

Provincial government funding for child care

has increased substantially in recent years, from
$61 million in 1990/91 to approximately $200
million in 1997/98. Government investment has
helped to support a 50% increase in the number
of licensed child care spaces, as well as
increased funding to subsidize the child care
costs for low-income families.

Although the number of licensed child care
spaces has increased, there are still only 16
spaces available for every 100 preschool
children (Figure 31), and the availability of
licensed child care spaces varies considerably
across the province (Table 5).

A specific target for the number of licensed
child care spaces has not yet been established.
However, information from the rece@hild

Care Needs Assessment Surskegws that there
are many parents who are not able to access
child care services that meet their needs and
preferences.

Figure 31 Licensed Child Care Spaces per

100 Pre-School Children, B.C., 1991-1997
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The number of child care spaces in licensed child
care facilities, per 100 children under age six. Figures
are as of March 31 each year. Source: Community
Care Facilities Branch, B.C. Ministry of Health.
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Table 5 Licensed Child Care Spaces per 100
Pre-school Children, B.C., M arch 1997

Spaces

Spaces per 100

Health Region * children

East Kootenay 1,075 18.7
West Kootenay 989 17.1
North Okanagan 900 10.7
South Okanagan 2,455 16.2
Thompson 1,870 17.9
Fraser Valley 2,343 10.8
South Fraser Valley 5,332 10.8
Simon Fraser 4,570 17.6
Coast Garibaldi 973 15.8
Central Vanc Island 3,598 20.5
Upper Island 1,755 18.6
Cariboo 1,030 16.3
North West 1,149 12.3
Peace Liard 571 8.6
Northern Interior 2,073 17.5
Vancouver 5,399 17.1
Burnaby 1,757 14.5
North Shore 2,476 20.9
Richmond 1,859 16.7
Capital 5,313 24.8
British Columbia 47,487 15.9
Highest region 24.8
Lowest region 8.6

Regulated (Licensed)
Child Care Facilities

In British Columbia, "licensed" child day care
services are those that meet set standards of
care — the standards required for licensing
under the Community Care Facility Act and
the Child Care Regulation.

Because studies have shown that jurisdictions
with higher levels of regulation have, on
average, a higher quality of child care
(Doherty & Stuart, 1996), the availability of
licensed child care spaces is sometimes
considered a proxy measure for quality care.

Table 6 Barriersto C hild Care, 1997
Child Care Needs Assessment Survey, B.C.

* Spaces: The number of child care spaces in
facilities licensed under the Community Care
Facility Act and the Child Care Licensing
Regulation. Source: Community Care Facilities
Branch, Ministry of Health.

There are financial and other barriers to

accessing child care services. In #1897 Child
Care Needs Assessment Suyvearly one-third
(31%) of parents reported experiencing a child-
care barrier that interfered with their finding or
keeping a job or pursuing education or training.

Cost was the main barrier to child care

government's current funding covers only about
15% of what British Columbia parents spend on
child care. Finding care that meets their child's
needs, and that is available when and where
needed, were other issues that parents identified

(Table 6).

Barrier Percent

of parents
|

Child care is too expensive 19%

Do not feel comfortable leaving 12%

children with a non-relative

Child care is unavailable during the 10%
hours when needed

Lack of good quality child care 9%
Child care is too far away from home 6%
or work

Don't know where or how to find child 5%
care

Lack of child care that is sensitive to 3%

language or cultural needs

One or more barriers 31%

Source: Highlights: 1997 Child Care Needs
Assessment Survey. Human Resources
Development Canada and B.C. Ministry for
Children and Families.
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The Economics of Quality Care

There is now ample evidence to show that
children can benefit greatly from receiving good
quality child care services. It has been shown
from a number of studies that at-risk children
who receive good child care are more likely to
finish high school, to get a job, have higher pay,
are less likely to get pregnant in their teens, less
likely to be involved in crime and less likely to
require social assistance. Because of these
outcomes, it has been estimated that for every
dollar spent on such programs, seven dollars are
saved later on from police, social services,
corrections, and health services (Schweinhart,
Barnes, & Weikart, 1993).

What about children growing up in families not
identified as being at-risk? The evidence is that
children from_allfamilies can benefit from high
quality day care or nursery school. In Sweden,
for example, children commencing good child
care during the first year of life outperformed
home-care-only children on an array of
indicators tested at ages 8 and 13 (Andersson,
1989; Andersson, 1992). This does not
necessarily mean that care provided by parents
is inferior, but shows that good quality child
care services are a good partnership which helps
parents provide for their child's optimal
development.

A recent Canadian study concluded that
publicly-funded child care services are a sound
economic investment, for children from all
income groups and social classes. The study
found that every dollar spent on quality child
care servicedor 2 to 5 year-olds could provide
two dollars worth of benefits for children, their
families, and society (Cleveland & Krashinsky,
1998). Thus, by investing in quality child care
services, society would gain in improved child
development, higher incomes for working
families, more tax revenues, and better life
prospects for children.

So, we know that:

® Early childhood care is critical to later health,
and

® Good quality child care is beneficial and
cost-effective for all children, with
particularly high pay-offs for children at-
risk.

While high quality care is beneficial for

children, lower quality care is not, and may lead
to negative outcomes such as the development
of aggressive behaviours (Lamb, Sternberg,
Hwang, & Broberg, 1992). More work is needed
to develop ways to measure the quality and
outcomes of the child care being provided. At
this time, we do not have sufficient information
to assess whether all British Columbia children
in need of child care services are getting access
to an adequate standard of care. As currently
designed, it is difficult to determine the extent to
which publicly-funded child care programs are
achieving their intended objectives (Office of
the Auditor General, 1996).

" In this study, costs and benefits were based on
the provision of high quality licensed child care
to 2 to 5 year-olds for children of employed
parents and enriched nursery school for 2 to 5
year-olds cared for primarily by their parents at
home.
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The Need for a Coordinated Strategy

There are a number of issues that demonstrate
the need for a coordinated strategy for child care
in British Columbia:

® Child care services, even those of the highest
quality, cannot replace the close contact and
attachment that is formed between parents
and babies in the first months of life
(Cleveland & Krashinsky, 1998). Most
British Columbia families have access to
maternity leave. However, family leave and
benefit policies in most European countries
tend to be much more generous (Kamerman
& Kahn, 1995).

® Much child care is provided in unlicensed,
informal settings that do not require licenses,
and there is an unknown amount of care in
British Columbia being provided in settings
that should be licensed and are therefore
illegal.

e \With so many parents relying on non-
parental child care arrangements for their
children, it is surprising that there is not more
demand for accountability as to the outcomes
associated with child care services. One such
measure could be the routine assessment of
all children for their school readiness, as
measured by teacher assessment or a test
instrument (see page 52).

® In child care facilities that are licensed, the
standards that are applied are largely those of
administration and health and safety (fire
safety, hygiene, adequate space, adequate
equipment and materials, staff
qualifications). It is difficult to set and
monitor standards for the day-to-day content
and delivery of the actual care being
provided.

® Pay for child care workers is extremely low -
an undesirable situation for such an important
task. Low pay often leads to high turnover. In
general, the lowest pay will attract younger
and less qualified caregivers, so that families
with low incomes will generally have to use
less expensive informal care arrangements,
where the care is more likely to be of a lower
or unknown standard.

® For many families, there are difficult
decisions around child care. Often both
parents need to work to sustain an adequate
income, and certainly there is an abundance
of evidence to suggest that adequate family
income is very important for children's
health. If the remuneration of child care
workers were to rise, then many parents
would not be able to afford it and would have
to give up paid employment. This could have
a negative impact on children.

One way to resolve this would be a
government policy to ensure that all parents
have access to good quality child care
without financial barriers. This has also been
promised politically at the national level.

Given the critical importance of early childhood
care to the health of the population, the
productivity of the future workforce and the

civil progress of society, as well as the
demonstrated cost-effectiveness of good quality
child care programs, the federal and provincial
governments should collaboratively consider the
following recommended actions.
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Recommended Actions:

@ Adopt the principle (modelled on the
principles of Medicare) that all children in
British Columbia should have access to
quality care that optimizes their growth and
development.

@ \Where parents or guardians elect to provide
care for their children at home, they should
be supported in their child-rearing efforts
through tax credits or other incentives,
opportunities to develop parenting skills,
and other supports.

@ \Where parents elect to place their children
in non-parental child care arrangements,
all children in British Columbia should
have access to quality child care without
financial barriers. The implementation of
this policy could be pursued as a
partnership with the federal government,
local health authorities, and the corporate
sector.

@ Encourage family-friendly workplace
policies such as on-site child care, parental
leave, and policies that allow employees to
retain skills and contacts during extended
leaves.

@ Develop standards for quality in child care
settings that can be used as guidelines for
parents and providers in informal settings
and as a means for appraisal in licensed
child care facilities.

@ Develop a system for identifying all at-risk
children and proactively offering good
quality day care or enriched nursery school
experiences as part of a comprehensive
program to assist at-risk families.

® Encourage further research into the
outcomes associated with good quality child
care services compared to home-only care.

@ Routinely assess all children for school

readiness and provide these data on a
regional basis, so that parents are aware of
progress in the provision of good care in
early childhood.
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Healthy Nei ghbourhoods and Communities

Healthy neighbourhoods and communities provide children with support, protection, and
opportunities to develop meaningful relationships with others outside their immediate family.

A healthy biological beginning and a healthy
family environment are key factors that
contribute to the healthy growth and
development of children. Healthy
neighbourhoods and communities are also
important in providing nurturing and stimulating
environments.

In the context of providing for the needs of
children, a healthy neighbourhood is one where
a child has an opportunity to develop
meaningful relationships with children and
adults outside of the immediate family and
where parents can receive the support that is
often needed to cope with the stresses of
bringing up children.

The Importance of Social Networks

Some of the factors that put children at
particular risk include single parenthood, teen
pregnancy, low income, low parental education,
new immigrant status, difficult temperament,
and breakdowns in family relationships.

Research has shown that children considered to
be in "at-risk" circumstances because of these
factors do better if they have plenty of emotional
support outside of the family. The Kauai study
showed that this outside support can come from
a variety of sources.

Resilient children tended to have one or more
close friends and an informal network of
neighbours, peers, and elders. Others made
school a home away from home or were able to
obtain emotional support from a church group,
minister, sports club, recreational organization,
musical group, or other community resource
(Werner & Smith, 1982).

In Canada, the National Longitudinal Survey of
Children and Youth also identified this
connection between healthy neighbourhoods and
healthy children. To help build strong families
that can provide children with an advantageous
start in life, evidence suggests that "rather than
relying entirely on governments...the answer
may lie in innovative approaches by
neighbourhoods, communities, schools, child
care centres, and businesses" (Taylor, 1996, p.
140).

What is Happening with
Neighbourhoods?

It is clear that neighbourhoods are changing.
Canadians are more and more living in cities -
82% of children now live in cities, compared to
70% in 1961 (Scott, 1996).

While there are many advantages of city life,
such as increased employment opportunities,
cultural diversity, and a wide array of social and
health services, there can also be a tendency for
people living in cities to experience increased
family stress and a diminished sense of
community.
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Changing patterns of families and work impact
the design of neighbourhoods and the
opportunities that people have to interact with
each other.

Healthy Neighbourhoods

What is a healthy neighbourhood? When this
guestion is posed to people living in
communities, the answers usually include the
following:

® Safety, security, low crime rates, and absence

of violence, abuse, and discrimination.

A sense of belonging and mutual trust.

Friends and social networks.

Recreational facilities.

Green space.

Libraries, schools, and other educational

facilities.

Good local government.

Employment.

® Clean air, water, and lack of exposure to
toxic water.

® Access to health services.

® Child care availability and quality.

® Diverse cultural activities.

It is apparent that to achieve these things
requires the cooperation of government at
various levels, local businesses and
corporations, professional service providers, and
volunteer organizations including service clubs,
sports clubs and churches.

There is evidence showing what people
intuitively know - in communities where people
feel connected and there is a strong spirit of
voluntary participation, children are healthier
(Putnam, 1993; Runyan et al., 1998).

Studies have also shown that income

distribution plays an important role in the health
of communities. As the gap between high and
low income earners is decreased, there is greater
social cohesion and greater social capital, that is,
more cooperative activities (Wilkinson, 1996).
This essentially means that where there is
greater income equality, people feel more
connected and are more willing to participate in
a variety of activities in their communities that
are helpful and supportive of one another. In
other words, life becomes more civilized.

How Can We Measure the Health of
Neighbourhoods and Communities?

Ultimately, the health of a given community

must be assessed by a variety of measures and
methods that are best suited to an individual
community. These methods will include both
guantitative data such as the number of clubs,
parks, libraries, and so forth, but also the more
gualitative assessments that are captured through
stories and the public resolution of issues

through the political process.

There are some indicators that have been
developed for tracking social participation.
These include voter turnout, participation in
voluntary organizations, and charitable
donations (Table 7). While some surveys are in
progress, there is still a great deal that is not
known about the voluntary sector and
participation in community life (Dow, 1997).
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Table 7 Social Participation M easures,
B.C. and Canada

B.C. Canada
|

Voter turnout [1] 75% 60%-82%
Membership in 37% 34%
voluntary organizations

[2]

Rate of volunteering [3] 29% 27%
Charitable donations [4]  $170 $150

[1] Percent of voters who voted in provincial elections
circa 1990. Provincial and territorial elections offices.
In K. Scott, Progress of Canada's Children 1996, p.
34. [2] Percent of population age 20+ who were
members of a voluntary organization or association.
Statistics Canada. National Population Health Survey
1994-95 microdata files. Prepared by Policy,
Planning, and Evaluation Division, B.C. Ministry of
Health. [3] Percent who had performed volunteer
work in the previous year. Ross, D.P., & Shillington,
E.R. (1989). A Profile of the Canadian Volunteer: A
Guide to the 1987 Survey of Voluntary Activity in
Canada, Table 3, p. 8. Ottawa: National Voluntary
Organizations. [4] Median charitable donations per
taxfiler, 1995. Statistics Canada. Small Area and
Administrative Data Division, November 1996.

What Can Be Done?

Civic vitality is an area that is worthy of more
extensive research and monitoring (Lomas,
1997). However, there are strategies that can be
undertaken to improve the health of
neighbourhoods on a number of fronts and
scales:

® National and provincial leveisAdopt
policies that will tend to reduce income
inequities rather than increase them. For
example, changes in income taxation should
be in the direction of being more progressive
(the tax rate goes up as a person's earnings
increase).

National policies that extend the array of
effective social services will also have a
beneficial effect in neighbourhoods. These
include health services, education, income
support, child benefits, and child care.

® Provincial and regionalProvide seed
funding for social development, e.g., Healthy
Communities projects, recreational and
cultural activities. Extend public knowledge
of the interactions between economic
policies, healthy communities, and children's
health.

® | ocal Design roads, neighbourhoods, public
buildings, and community programs that
provide children with opportunities for
recreation and social interaction.

® Corporate Adopt policies that encourage
social participation and more equitable wage
structures. Develop ways for companies to
report on the social impact of their activities,
e.g., through "social auditing”.

Recommended Actions:

@ Develop a provincial or national program to
create "healthy neighbourhood" or "child-
friendly" scores for each community.

@ Encourage "social auditing" scores for
corporations.

@ Support community-level policies and
projects that build "social capital”, e.g.,
participation in voluntary activities,
community gatherings, opportunities for
recreational, cultural, and social
interaction.
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Child Growth
and Development

Most children are growing up healthy and emotionally well-balanced. Low birthweight,
inequalities in school readiness, teen smoking, physical inactivity, and mental and emotional
problems are major threats to our children's health and development. Comprehensive strategies,
with special attention to at-risk groups, can help provide all children with the attitudes and skills
they need to lead long, healthy, and productive lives.

What is healthy child development? It means
good physical health, a sense of identity, an
ability to learn, good social and coping skills,
including handling stress, psychological well-
being, and self-esteem.

In this chapter, we will explore how well

children in British Columbia are doing on some
measures of these.

Figure 32

Stages of Growth and Development

Children progress through various stages of
growth and development (Figure 32). Research
has shown that the time from before birth
through age 5 is especially critical, as it provides
the foundation for school years and beyond
(Guy, 1997). Pre-conception through early
childhood is an important "window of
opportunity” for helping children receive a good
start in life (Advisory Committee on Population
Health, 1998).

Stages of Growth and Development

Earky ehildhood
5

Elementary Efﬁﬁn;

Source: Adapted from Building a National Strategy for Healthy Child Development. Report of the

Federal/Provincial/Territorial Advisory Committee on Population Health, Working Group on the National Strategy on
Healthy Child Development. Health Canada Cat. No. H39-424/1998E, page 6.
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The school-age years are also important for
building and enhancement of skills. Children
who have not had a healthy start may lack the
skills they need to adapt to school and
community life. Such children can be given
extra help during this phase. However, it takes
more effort and resources to overcome
developmental problems than to prevent them
by investing during the earlier "foundation”
years.

As children grow and develop, the transitions
between developmental stages are particularly
important. Birth and adjustment to family life is
the first transition that children face. After the
early childhood years, children start formal
schooling and adapt to classroom life; this sets
the stage for learning and social interactions.

As they become adolescents, children
experience the changes associated with puberty.
At about this time, children enter high school;
school, peers, and community play an increasing
role in the young person's life.

This chapter focuses on child growth and
development from birth through the elementary
school years. A special report on the health of
youth is in the planning stages, and will be
available at a later date.

Note: Most health databases do not routinely
provide data that exactly correspond to the
developmental stages shown in Figure 32.

In general, health statistics are produced by
5-year age groupings (ages 0 to 4, 5t0 9,

10 to 14, and so on). Thus, many of the
indicators presented in this report pertain to the
0 to 14 age group.
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Healthy Physical Growth and Nutrition

Most children are born healthy and continue to grow and develop normally. Low birthweight,
insufficient breastfeeding, and problems with food and nutrition are a cause for concern. These
problems can be tackled by supporting women at risk of having low birthweight babies and by

helping children establish healthy eating patterns.

This section describes growth and development
from birth through the school-age years,
providing data on the physical and motor
development in British Columbia's children.

Measuring Growth and Nutrition

Children go through spurts and plateaus of
growth. Growth charts are commonly used to
track children's weight and height over time,
with deviations from their regular pattern of
growth prompting a look for underlying causes.
There is no Canadian growth standard, so the
U.S. National Centre for Health Statistics charts
are commonly used.

Although growth charts and other measures are
used to track the health of individual children,
there is no ongoing program to consolidate these
data or to assess the growth and nutritional
status of British Columbia's children. To

identify trends and problems related to child
growth, we rely on birthweight an important
measure of a baby's health and chance of
survival- along with occasional surveys and
research activities.

Birthweight

Most children are born with a healthy
birthweight. About 5% have a low birthweight
(below 2,500 grams), and this rate has been
quite steady in recent years. Comparisons both
within British Columbia (Figure 33) and with
other countries indicate that a lower rate of low
birthweight is possible.

Figure 33 Low Birthweight Rate,
Health Re gions, B.C., 1992-1996

Health Region

North Okanagan j——————
East Kootenay
Peace Liard
North Shore
Richmond

North West
Coast Garibaldi
Capital

Upper Island
Simon Fraser
Fraser Valley
Central Vanc Isl
Northern Interior
South Fraser
Cariboo

West Kootenay
South Okanagan
Burnaby
Thompson
Vancouver

Target = 4%

BC =5%

3 4 5 6
Percent of live births

Source: B.C. Vital Statistics Agency. Vital Statistics
Annual Report 1996. Appendix 3, Table C.

As low birthweight is an important risk factor
for poor health throughout childhood, measures
taken to improve birthweights can be expected
to result in better child health overall.

Reports prepared by the Ministry for Children
and Families and the Provincial Health Officer
have established a benchmark of 4%he low

birthweight rate achieved by Finland, Norway,
and Ireland (UNICEF, 1998). To achieve this,
the following strategies should be considered:

® Poverty In Canada, the low birthweight rate
is 40% higher in low-income
neighbourhoods compared to high-income
neighbourhoods (Wilkins, Sherman, & Best,
1991). This contributes significantly to the
much higher infant mortality rates and other
poor health outcomes in low- income
families.
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Low birthweight rates are related to a
variety of factors, including adequacy of
nutrition, access to prenatal care, likelihood
of smoking, and substance abuse. It has
been shown that providing income
supplements to low-income mothers will
improve low birthweight rates (Kehrer &
Wolin, 1979). In British Columbia, there are
programs to help pregnant women combat
the effects of poverty and other risk factors
(see pages 88-89). Such programs need to
be accessible to all women at risk of low
birthweight.

® Prenatal smokingSmoking during
pregnancy is the most important behavioural
cause of low birthweight. Almost one
mother in five (20% of B.C. mothers with
children less than two years old) smoked
during part or all of the pregnancy,
according to the 1994-95 National
Longitudinal Survey of Children and Youth.

When health professionals routinely check
to determine if their patients smoke and
offer advice, counselling, or other
treatments, a significant number (10%-15%)
will quit smoking. Such smoking cessation
interventions have been shown to be a cost-
effective way to decrease the number of low
birthweight infants (Canadian Task Force
on the Periodic Health Exam, 1994; U.S.
Department of Health and Human Services,
April 1996).

Unfortunately, the organization of health
care in British Columbia does not provide
remuneration or other incentive to
implement an effective program to reduce
prenatal smoking. The reasons for this are
complex and are related to the relationship
between the government and health provider
organizations. Both government and
provider groups should show leadership by
introducing changes in the system to allow
for an effective program to identify pregnant
women who smoke and to provide smoking
cessation services.

Breastfeeding

Breast milk is the ideal food for infant growth
and development. Breast milk contains the
optimal mix of nutrients, gives babies increased
resistance to infections and fewer allergies, and
provides opportunities for mother-infant
bonding.

The Ministry of Health and other authorities
have adopted the WHO recommendation that
breast milk be the exclusive source of nutrients
during the first four to six months of an infant's
life. Breastfeeding, supplemented with age-
appropriate food, should continue into a baby's
second year.

British Columbia mothers achieve considerably
higher rates for breastfeeding than the Canadian
average. Of mothers with children less than two
years old, 89% of B.C. mothers have breastfed
or are currently breastfeeding their child,
compared to 75% for Canada (National
Longitudinal Survey of Children and Youth
microdata, 1994-95).

Although most babies are initially breastfed,
studies from around the province indicate that

by six months of age, only about 30% of babies
are breastfed. Thus, we are some way away from
the recommended practice of breastfeeding for
the first six months of a baby's life.

Two international initiatives that promote,
support, and protect breastfeeding are the
International Code of Marketing of Breast Milk
Substitutesand theBaby-Friendlyinitiative,

which has th@'en Steps to Successful
Breastfeedingis a minimum standard.
According to a 1995 survey, many British
Columbia hospitals have adopted Baby-
Friendly practices. However, some hospitals
continue to accept free formula and to distribute
free pacifiers, formula, and bottles to mothers
(Table 8). When breastmilk substitutes are free
and accessible, it may influence how newborn
babies are fed (Enkin, Keirse, Renfrew, &
Neilson, 1995).
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Table 8 Percent of Hospitals that have Implemented Baby-Friendly Policies, B.C., 1995

Steps to Successful Breastfeeding

1: Have a written breastfeeding policy, routinely communicated to all

staff.

Percent of Hospitals

47% have policy.
34% use policy for in-service.

2. Train health care staff in skills to implement policy.

76% provide educational
opportunities for staff.

3: Inform all pregnant women about benefits and management of

breastfeeding.

93% give out information
on breastfeeding.

4: Help mothers initiate breastfeeding within 30 minutes of birth.

Most hospitals attempt to have
breastfeeding initiated within two
hours of birth.

5: Show mothers how to breastfeed and how to maintain lactation if 67%
separated from their infants.

6: Give newborns no food/drink other than breastmilk, unless medically 44%
indicated.

7: Practise rooming-in 24 hours a day. 73%

8: Encourage breastfeeding on demand. 93%

9: Give no artificial pacifiers.

57% do not distribute pacifiers,
88% do not distribute formula at
discharge.

10: Foster establishment of breastfeeding support groups and refer

mothers to them on discharge.

57%

Source: B.C. Ministry of Health. (1995). Status Report on Breastfeeding Support in BC Hospitals and Health
Units/Departments. Seventy-five (75) out of 85 maternity-serving hospitals responded to this Ministry of Health

survey.

To increase the rates of breastfeeding and
compliance with these international guidelines,
breastfeeding families need adequate and
consistent advice and support.

There must be greater community acceptance of
breastfeeding, especially of older babies. Health
professionals will need to educate and support
mothers in breastfeeding. Hospitals, workplaces,
and public places will need to be more baby-
friendly and more mother-friendly.

The official launch of the Baby-Friendly

Hospital Initiative will take place in November

1998 in Vancouver. Assessors will visit
hospitals to determine eligibility for Baby-

Friendly status. All maternity hospitals should
be encouraged to work towards achieving this

designation.
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Nutrition Concerns

Although we lack British Columbia data,
experts have observed a number of nutrition
trends that are a cause for concern. Problems
such as childhood obesity, calcium deficiency,
hunger, and eating disorders have health
implications for children, both in the short-term
and later in life.

® Obesity in childrenDepending on the
definition used, between 10% and 40% of
children are obese, and rates appear to be
increasing (Canadian Fitness and Lifestyle
Research Institute, 1997; Canadian Task
Force on the Periodic Health Exam, 1994).

Obesity is an excess of body fat that can
result in impaired health. Obesity during
childhood can lead to psychosocial
problems, including feelings of rejection,
isolation, and low self-esteem. A proportion
of obese children will continue to have
excess body fat as young adults, putting

them at increased risk of hypertension, heart

disease, and diabetes.

Obesity in children stems in part from a lack

of physical activity. All children, whether
they are thin, fat, short, muscle-bound or
not, will benefit from efforts to establish
healthy eating patterns, while becoming
more physically active.

® Nutrient intake Most children can obtain

the energy and nutrients they need through a

mixed diet with a variety of foods. Eating
patterns such as unhealthy snacking and
breakfast skipping often mean that key
nutrients are missing.

A recent Heart and Stroke Foundation
survey found that only one in five children

(age 6 to 12) eats the recommended servings

of fruits and vegetables, with only 28%
eating predominantly whole grain breads
and cereals (Heart and Stroke Foundation,
February 1998). These eating patterns
contribute to concerns about inadequate

intakes of nutrients, calcium and iron in
particular. Nutrient deficiencies can also
occur among infants. A study of nine-
month-old infants in Vancouver found that
7% had iron-deficiency anemia and 24% for
low iron stores (Innis, Nelson, Wadsworth,
MacLaren, & Lwange, 1997).

To ensure optimal growth and development,
children's eating should be built around a
pattern of more grain products, vegetables,
and fruit, while getting recommended
amounts of milk products, lean meats, and
meat alternatives such as beans and-tofu
foods that are excellent sources of calcium
and iron.

Poverty and hungetnsufficient food can
affect children's growth, resistance to
infection, and ability to learn. Hunger in
children has also been linked to behavioural
and emotional problems such as aggression,
anxiety, and irritability (Kleinman et al.,
1998).

Poverty is a primary cause of hunger. While
we think of malnutrition as a problem of
developing countries, food cost estimates
show that there are children in this province
who may not getting enough to eat. In
British Columbia in 1996, the average cost
for a Nutritious Food Basket was $721 per
month for a family of four, while the

income assistance allowance (to cover food,
transportation, clothing, recreation, and
toiletries) was $589 (Provincial Health
Officer, 1997). Low- income earners may
experience similar problems in affording
adequate and nutritious food.

The use of food banks provides another
indication that many British Columbia
families are not able to purchase sufficient
food. In 1994, food banks served more than
600,000 people, and almost half of the food
bank clients were children (B.C. Heart
Health Coalition, 1997).
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® Eating disordersMany young people,

especially girls, are excessively concerned
about their appearance, weight, and dieting.
In a 1992 survey of high school students in
British Columbia, 28% of underweight girls
said they wanted to lose weight. Of the
female students who were trying to lose
weight, 7% acknowledged using unhealthy

practices such as purging after meals and/or

taking diet pills (The McCreary Centre
Society, 1993). Such behaviours can
interfere with growth and maturation, with
both short-term and long- term health
consequences.

Prevention of eating disorders requires

minimizing social and media pressures to be

thin and helping young people to have
healthy attitudes about themselves, their
bodies, food, and weight. Early recognition
and treatment of eating disorders are also
important, since anorexia, bulimia, and
similar conditions can result in serious
health effects or even death.

Kindergarten Nutrition S creening

Although there are no province-wide
nutrition monitoring programs, some
regions have undertaken special surveys
or screening programs. One example is
the Kindergarten Nutrition Screening
Program carried out in the South
Okanagan-Similkameen and Peace Liard
Health Regions.

Based on the screening questionnaire, two
of every three children were considered at
moderate or high risk requiring nutrition
intervention. Common nutrition concerns
identified were parents' pressuring their
children to eat, children not eating enough
fruit and vegetables, children drinking too
much juice or sweet drinks, and parents
having concerns about their child's body
weight or size.

Taking Action

To encourage healthy eating, a coordinated and
comprehensive strategy is required. This should
include the following:

Research and evaluatioNutrition research
should be encouraged, along with collection
of data to track trends and to evaluate the
effectiveness of nutrition programs.

Regular physical activityChildren should
be encouraged to develop a pattern of
regular physical activity, beginning early in
life (for more information on physical
activity, see page 63).

Healthy attitudes towards eatin@hildren
should be helped to develop a good sense of
self and healthy attitudes about their bodies,
food, and their weight. Media and

advertising are powerful influences and
should reflect realistic expectations about
body shape and size.

Healthy eating practicedMessages about
healthy eating practices, as outlined in
Canada's Food Guide, should be reinforced.

Attention to at-risk groupgfforts to
promote healthy eating should consider the
special needs of nutritionally vulnerable
populations, which include pregnant
women, children, and in particular those in
low-income and disadvantaged
communities.

Healthy eating policieDietary knowledge
needs to be translated into policies that
support healthy eating. For example,
schools could ensure that an adequate
nutritious diet is available in the cafeteria,
sugar-laden soft drinks are replaced with
drinking water, and school breakfast or
lunch programs are available to those who
need them.
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Motor and Social Development

The National Longitudinal Survey of Children
and Youth has, for the first time in Canada,
provided data on the motor and social
development of young children.

The data in Figure 34 show the combined results
of indicators that measure motor, social, and
cognitive development of children age 0 to 3.
The questions were designed to be age-
appropriate. For example, parents of newborns
were asked whether their baby could follow a
moving object from side to side, while parents
of older children were asked about speech and
toilet training. While most children (87%) had
skills within or above the normal range, a
considerable number scored as developmentally
delayed.

Figure 34 Motor and Social
Children Age 0to 3 Y ears,
B.C. and Canada, 1994-95
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Standardized scores on the motor and social
development (MSD) scale. Source: Prepared for the
Ministry for Children and Families by the Centre for
International Statistics using National Longitudinal
Survey of Children and Youth microdata, 1994-95.

In the National Longitudinal Survey, low
birthweight emerged as an one prominent
correlate of delayed development: 13% of
children of normal birthweight were assessed as
developmentally delayed, compared to 31% of
children with low birthweight (Ross, Scott, &
Kelly, 1996). However, there are many factors
that can contribute to children being
developmentally delayed. These include:

® Established risk factor€Established risk
factors are disorders and illnesses in which
developmental delay is part of the syndrome
or condition. Down Syndrome, Fetal
Alcohol Syndrome, visual impairment,
cerebral palsy, cystic fibrosis are some
examples. An estimated 15% to 25% of
children with developmental delays fall into
this established risk category (Rossetti,
1997).

® At-risk factors These conditions increase
the potential for slow development,
especially when the child has two or more
at-risk factors. This category includes both
biological and environmental issues, such as
low birthweight, health problems in the
family, poverty, lack of family stability, or
poor living conditions.

Recommended Actions:

@ Ensure that all women at risk of low
birthweight have access to prenatal care
and supports that combat the effects of
poverty and other risk factors.

@ Ensure that all children have access to
enough nutritious food for healthy growth
and development.

@ Ensure that the cost of nutritious food is
within the Income Assistance support
allowance, for each region of the province.
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@ Introduce an effective program to identify
pregnant women who smoke and to
provide smoking cessation services.

@ Local health authorities should encourage
all maternity hospitals to promote and
protect breastfeeding by following the
International Code of Marketing of Breast
Milk Substitutes and the Ten Steps to
Successful Breastfeeding from the World
Health Organization and UNICEF.
Performance against these standards
should be reported to the public and media
through published reports or other means.

® Promote breastfeeding-friendly
environments in work places and public
places. Inform women of their maternity
benefits and policies regarding reasonable
accommodation for employees who are
breastfeeding, such as flexible schedules,
job sharing, and breastfeeding rooms.

@ Implement a coordinated, comprehensive
strategy to encourage healthy eating,
physical activity, and healthy body image,
along with a method to evaluate
effectiveness.
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Learnin g Opportunities

Most British Columbia children enter school "school-ready"”, have positive attitudes about school,
and achieve reading, math, and science skills that are comparable to children in other industrialized
countries. Targeted programs can help provide a level playing field, so that all children are able to

take advantage of learning opportunities.

Early childhood is a critical time for acquiring
the knowledge and skills needed to participate
fully in life. Families provide the first learning
experiences for children. Parents' interactions
with their children- the way in which families
talk, work, and play together and the learning
materials and activities parents provide for their
children- set the stage for learning in more
formal environments in school and beyond.
Good child care supports the role of the parent
in this, often by expanding and enhancing
children's early learning experiences.

Schools and extra-curricular activities equip
children with basic learning skills, an
appreciation for learning, and a sense of self-
worth, personal initiative, and social
responsibility. These skills provide children
with a sense of control and mastery over life's
circumstances and increase their opportunities
for jobs, income security, and job satisfaction.

Some measures of the learning opportunities
being provided for children include school
readiness, student performance in national tests,
and children's attitudes towards school and
learning.

School Readiness

According to the National Longitudinal Survey
of Children and Youth, most British Columbia
children (81%) are "ready for school" (based on
the Peabody Picture Vocabulary Test, which
measures verbal ability of four and five-year
olds).

Children with low school readiness scores

19% of B.C. childrerr may be unable to take

full advantage of educational opportunities,
because poverty, abuse, neglect, hunger, or other
conditions compromise productive learning.
Canadian data show that characteristics such as
low income and low levels of parents' education
place children at a disadvantage (Figure 35).

Figure 35 Children's School Readiness
by Parents' Level of Educat ion,
Canada, 1994-95
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School readiness of children age 4 to 5 years, as
measured by the Peabody Picture Vocabulary Test,
as measure of verbal ability. Children with delayed
verbal development can be considered at-risk for
school problems in that they arrive at school with less
verbal knowledge than their classmates. Source:
Prepared by the Department of Health Care and
Epidemiology, University of British Columbia using
National Longitudinal Survey of Children and Youth
microdata, 1994-95.
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Intervention Programs

Quality care and opportunities for learning are
important for all children those at-risk and
those not. For children who are disadvantaged,
targeted programs can help to neutralize threats
to their ability to learn+ before learning

difficulties result in school failure or low self-
esteem. Some examples of targeted programs
are speech and language therapy, Inner City
Schools, and School Meal programs.

Speech and Language Therapy

Speech and language ability is strongly
correlated with later intelligence and school
performance. As many as 15% to 19% of
children have delays in speech and language
development (Rossetti, 1997; Beitchman, Nair,
Clegg, & Patel, 1986).

For children with speech and language or other
disabilities, early identification and early
intervention increase the chance of success. It is
possible to improve children's language skills,
with younger children showing the greatest
gains.

Inner City Schools

Another example of a targeted program in
British Columbia is Inner City Schools, which
provides additional resources, such as junior
kindergarten and other school readiness
programs, to schools where learning is
complicated by poverty or other social con-
ditions.

Vancouver has the largest number of inner city
schools, but there are other communities that
meet the program criterlacommunities where
many families live in poor neighbourhoods with
inadequate housing, in dangerous environments,
and with incomes below the poverty line. In a
1995 survey, educators identified Inner City
Schools as very effective, with improvements
noted in school attendance, attitude and
behaviours, school atmosphere, and academic
achievement.

Interest in these programs is high among school
staff and school districts, and outcomes are
being monitored and evaluated.

School Meal Program

A third example of a targeted program is the
School Meal Program, which provides nutritious
meals to students who would otherwise go
hungry. Meals are available at no charge to
students in need. Teachers have recorded im-
provements in student health, classroom
behaviours, knowledge of nutrition, happiness,
well-being, and readiness for learning as a result
of participation in School Meal Programs.

Inner City Schools and school meal programs
are promising programs that may help provide
children with equal access to learning
opportunities. Development of ongoing,
systematic evaluations, including measures of
child development outcomes, will help to
measure the effectiveness of these programs.

Until outcome measures become available,
participation rates can provide an indication of
the extent to which programs are available to
those who need them. An estimated 9% of
school children participate in school meal
programs, which is about half the number who
live in poverty (20% of children live in low-
income families; see page 28). Approximately
6% have received special education, and 7%
have received help from a tutor (Table 9). This
is about the same percentage (6% of children
age 5 to 14) who were reported to have a
disability of some type, such as a learning
disability, mental handicap, or problem with
hearing, vision, or speech (Statistics Canada,
1990).
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Table 9 Educational Ch aracteristics,
Children Aged 6 and Over

B.C. Canada
- ]

Received help from a tutor 7% 7%

Received special education 6% 7%

Participated in School Meal 9%

Program

Sources: School Meal participation rate from B.C.
Ministry for Children and Families. All other data
prepared for the Ministry for Children and Families
by the Centre for International Statistics using
National Longitudinal Survey of Children and
Youth microdata, 1994-95.

School Performance

In an international study of mathematics and
science skills, Grade 4 students from British
Columbia scored about mid-range in
mathematics achievement and above the
international average in science (Figure 36).
Several Pacific Rim countries out-performed
British Columbia, in mathematics in particular.
Of the five Canadian provinces that participated
in the study, Alberta had the highest scores in
both math and science.

Within Canada, a series of tests called the
School Achievement Indicators Program has
produced similar results. In national assessments
of reading and writing skills (1994) and science
(1996), British Columbia's results were
comparable to the Canadian average, with
Alberta students achieving the highest scores
(Council of Ministers of Education, 1997).

Figure 36 Math ematics and Science
Performance of Grade 4 Students,
B.C. and Selected Countries
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Twenty-six countries and five Canadian provinces
participated in the study at the Grade 3-4 level.
Source: The Third International Mathematics and
Science Study. D.F. Robitaille, A.R. Taylor, & G.
Orpwood. (1997). TIMSS-Canada Report. Volume 2:
Grade 4, pages 18 and 55. Department of Curriculum
Studies, University of British Columbia.

School accreditation reports identify some of the
strengths of the education system, as well as
areas for improvement. For elementary schools,
literacy, physical education and recreation, and
students valuing learning have been perceived as
strengths by both internal and external reviews.
Technology skills, critical thinking, science, and
citizenship were seen as areas needing
improvement (Gray, 1996) (Table 10).
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Table 10 Elementary Sc hool Strengths and
Weaknesses, B.C., 1995/96

Strengths Weaknesses

INTELLECTUAL DEVELOPMENT

® |iteracy

® Physical education

e Students valuing
learning

e Technology skills
e Critical thinking
® Science

HUMAN AND SOCIAL DEVELOPMENT

e Self-worth and e Social equity
confidence awareness
® Appropriate social skills e Physical health
e Physical and recreation and nutrition
activities e Multi-cultural,
human rights

Source: Gray, L. (1996, September). Analysis of
accreditation reports: 1995-96, pages 78 and 80.
(Available from Evaluation and Information
Reporting, B.C. Ministry of Education)

A major concern is that, while our educational
system works well for most children, there are
some groups who are being left behind. Two
groups we are failing to reach are Aboriginal
students and students from a background of
poverty.

Although Aboriginal students have made gains

in their educational performance, they remain
below other students on traditional measures

such as grade progression, graduation rates, and

grade point average. Of every one hundred
Aboriginal students entering Grade 8, only 31
continue on directly to high school graduation,
compared to 71 for non-Aboriginal students
(Table 11).

Table 11 Grade Progress ion and Di rect
Transitions to Post-Second ary Educat ion for
1990 Grade 8 Students, B.C.

Of every 100

students who enter Non-
Grade 8, the Aboriginal Aboriginal
number who... students students
Enter Grade 8 100 100
Enter Grade 9 88 94
Enter Grade 10 82 93
Enter Grade 11 71 89
Enter Grade 12 53 82
Graduate 31 71
Go directly on to 12 34
post-secondary
education

Source: School Finance and Data Management
Branch and Evaluation and Accountability Branch.
In B.C. Ministry of Education, Skills and Training
1995/96 Annual Report, page 27.

Poverty is strongly related to educational
attainment and performance. For example, data
analyzed by the Ministry of Education show that
high school graduates living in high-income
neighbourhoods are more likely to continue on
to post-secondary education (54%) than are
students from low-income neighbourhoods
(38%) (Figure 37).

To create a more level playing field in learning
opportunities, we need to identify and provide
effective ways of reaching disadvantaged
students. Efforts should focus on identifying
young students with problems at an early age
and fixing these problems.
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Figure 37 Direct Transit ion to Post-
Secondary Educat ion by P ercentage of
Families Receiv ing Income Assistance or
Unemployment Insurance in Enrolment
Areas, B.C., 1994
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Source: BC Records Linkage File, Evaluation and
Accountability Branch and Statistics Canada. In B.C.
Ministry of Education, Skills and Training 1995/96
Annual Report, page 26.

Attitudes Towards Learning

Students generally have a positive opinion of
their school environment. In a 1994 survey of
B.C. students, most elementary school students
(80% of those in grades 4 to 7) said school does
a good job in making sure they have reading,
writing, math, and science skills. About three-
guarters said that they talk to their parents about
what goes on in school, are liked by other
students, and feel safe at school. Elementary
students have also reported high educational
aspirations: nearly three-quarters intend to
continue to college or university (Ministry of
Education, March 1995).

Parents confirm that most children have positive
attitudes about school: 86% "always" or "often”
look forward to school (Figure 38). Children
who rarely or almost never look forward to
school- 3% of children age 6 to Hare more
likely to have a difficult time

learning, and this may affect their mental and
physical health in the short term as well as later
in life. This 3% could indicate ineffective
teaching, a lack of support at home for
education, or a reluctance to attend on the part
of those children who have an exceptionally
difficult time at school. Parents and the school
system can work together to assist these children
who are uncomfortable with the school
environment.

Figure 38 Positive Attitude about School,
Children Age 6 to 11,
B.C. and Canada, 1994-95
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Source: Prepared for the Ministry for Children and
Families by the Centre for International Statistics
using National Longitudinal Survey of Children and
Youth microdata, 1994-95.

Recommended Actions:

@ Ensure early identification and prompt
intervention for developmental problems
for all children.

@ Extend effective school readiness, school
meal, and other equity programs to all
children who are or should be eligible.

@ Continue to monitor student outcomes and
performance, among students overall,
disadvantaged students, and students who
participate in targeted programs.
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Mental and Emotional Health

Available data show that the emotional health of children is a cause for concern in
British Columbia, as in other jurisdictions. While most children are healthy and well-adjusted, about
one in every five children has an emotional or behavioural problem of some type, and others
experience feelings of sadness, discouragement, and distress.

A critical aspect of children's health is their
mental and emotional well-being. The mental
and emotional health of children is established
through the combined effects of their biological
make-up and the care the child receives.

A child's biological endowment includes
temperament, any congenital disease or
abnormalities, and birth injuries. There are many
preventable causes of congenital problems such
as folic acid deficiency and the effects of alcohol
and drugs in pregnancy. These congenital
problems are discussed in other sections of this
report (pages 114-124).

A child's early care environment is critical to
mental well-being during childhood and
throughout life. Some aspects of the care
environment that are known to be important are
birth experiences, early bonding, breastfeeding,
parenting skills, family functioning, social
supports (family, extended family,
neighbourhoods, community), and the quality of
child care arrangements.

There are many conditions or situations that
may adversely affect children's mental and
emotional health. While these at-risk factors do
not always have a negative effect, they should
serve as an early warning system, particularly
where several are present together. These are:
single parenthood, teen parenthood, low income,
parental mental disorder, low social support,
more than four children in a family, difficult

child temperament, low parental education level,
and parental substance abuse.

It is fortunate that most children, despite the
presence of many of these adverse factors in
their lives, turn out welk they are well-

adjusted, have a healthy outlook on life, and are
able to participate as community members when
they become adults. This is called "resiliency":
the ability to bounce back despite adversity.

Resiliency is fostered when children have the
opportunity to form "healthy attachments”

warm, responsive, and trusting relationships
with a consistent caregiver and other adults
(relatives, neighbours, teachers, recreation
workers, church members, etc.). Also, consistent
positive parenting helps a child to develop
resiliency. Both child care and community
organizations can contribute to resiliency.

Indicators of Mental and Emotional
Health

So how are children in British Columbia doing
in the area of mental and emotional health?

There are various indicators now available to
allow us to assess the state of children's mental
and emotional health. There are indicators that
measure how well children are developing,
adjusting, and behaving, and also for the many
factors discussed above that influence the
development of resiliency and the risk factors
for healthy child development.
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Much of the data in this report come from the
first cycle of the National Longitudinal Survey

of Children and Youth. This "first wave" of
survey data allow baseline comparisons between
provinces, but do not yet allow us to measure
progress over the years.

Research in other jurisdictions has found that
about 18% of children and youth have a mental
health problem of some type (Offord et al.,
1987), and that 5% suffer from a serious
emotional disturbance (Stroul and Friedman,
1986). These estimates have been widely-cited
and have been used as a basis for planning
children's mental health services in British
Columbia (B.C. Ministry of Health, 1994).

The National Longitudinal Survey of Children
and Youth confirms that many children
experience emotional and behavioural problems.
About one-fifth (21%) of B.C. children age 4 to
11 had an emotional or behavioural problem of
some type such as physical aggression,
hyperactivity, anxiety or depression, school
failure, or trouble getting along with others
(Table 12). All of these disorders and problems
were more common among boys than girls,
based on data for Canada overall (Figure 39). As
with most other health status measures, children
from low-income families had much higher rates
of problems than did those from well-off

families (Offord & Lipman, 1996).

Note: Emotional and behavioural problems are
a leading cause of children's visits to medical
specialists (see page 8). For more information
on hyperactivity, see "Ritalin Prescribing",
pages 94-95 and Most Common Diagnoses,
Children's Visits to Medical Specialists, page
93.

Table 12 Frequency of Emotional and
Behavioural Problems, C hildren
Age 4 to 117, B.C. and Canada, 1994-95

Problem B.C. Canada
Conduct disorder *x 10.3%
Hyperactivity 9.2% 10.3%
Emotional disorder 9.5% 8.8%
One or more disorders 18.5% 20.7%
Repeated a grade *x 5.6%
Impaired social relationships bl 2.7%
One or more problems 20.8% 25.3%

* Percent who "repeated a grade" is for 6 to 11
year-olds; other figures are for children age 4 to
11. ** Figures not available or not reliable due to
small numbers. Source: Prepared for the Ministry
for Children and Families by the Centre for
International Statistics using National Longitudinal
Survey of Children and Youth microdata, 1994-95.

Figure 39 Frequency of Emotional and
Behavioural Problems, Canadian C hildren
Age 4 to 117, 1994-95
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* Percent who "repeated a grade" is for 6 to 11 year-
olds; other figures are for children age 4 to 11.
Source: Prepared for the Ministry for Children and
Families by the Centre for International Statistics
using National Longitudinal Survey of Children and
Youth microdata, 1994-95.

Page 58

Provincial Health Officer's Annual Report 1997




Available data show that the emotional well-
being of young people is a cause for concern in
British Columbia, as in other jurisdictions.
While most children get along well with others
and have a sense of self-worth, a significant
proportion express feelings of sadness,
discouragement, and distress (Table 13).

Our goal should be to ensure that all children
have a healthy outlook on life and feel capable
of dealing with the challenges they face. With
such high rates of emotional and behavioural
problems, this will indeed be a challenging goal
to achieve.

Some mental and emotional problems can be
prevented by ensuring that children are born
healthy and receive good care from their parents
and caregivers. For children with existing
mental and emotional disorders, treatment and
supports can dramatically reduce the negative
impact of these problems on children and their
families. Solutions will require cooperative
efforts of those involved in the child's family,
school, and other environments, along with the
health, child welfare, education, and judicial
systems.

Surveys such as the National Longitudinal
Survey of Children and Youth are shedding light
on this very important aspect of child health.
Yet, there is still much to be learned about the
mental health status of children, the types of
interventions that are most effective, and the
level of unmet need.

Recommended Action:

@ Continue to gather and analyze data to
determine how children's mental and
emotional health is progressing and the
degree to which mental health services are
meeting the needs of children with mental
and behavioural problems.

Table 13 Feelings and Relationships,
B.C. Children

B.C. Canada

Positive Relationships and
Sense of Self-Worth
Percent of 10 and 11 year-

olds who get along very well
or quite well with their:

® mother 76% 80%

e father 82% 81%

® prothers and sisters 36% 37%

e friends and classmates 81% 79%

High self-esteem:

e grade 7 boys 53%

® grade 7 girls 42%

Poor Well-Being and

Emotional Distress

Percent of 10 and 11 year-

olds who are often or

sometimes:

e sad or depressed 46% 49%

® worried 52% 53%

® miserable, unhappy, 40% 36%
tearful, or distressed

® nervous, tense, or high 41% 47%
strung

Considered suicide in past

year:

® grade 7 boys 9%

® grade 7 girls 13%

Low self-esteem:

® grade 7 boys 4%

® grade 7 girls 9%

Sources: Data for 10 and 11 year olds prepared
for the Ministry for Children and Families by the
Centre for International Statistics using National
Longitudinal Survey of Children and Youth
microdata, 1994-95. Data for grade 7 students
from Adolescent Health Survey: Province of British
Columbia, pages 54 and 58. The McCreary Centre
Society, 1993.
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Makin g Healthy Choices

Lifestyle behaviours established in childhood are often carried into adulthood. One in five British
Columbia teens is a smoker, and two-thirds of children are not active enough to enjoy the health
benefits of physical activity. Comprehensive strategies are needed to prevent young people from
starting to smoke and to encourage regular physical activity.

Practices such as smoking, use of alcohol and
other drugs, dietary habits, physical activity,
exposure to the sun, and other health behaviours
affect health and well-being. Many common
diseases and health problems are linked to these
lifestyle behaviours. While individuals make
decisions about these behaviours throughout

life, many health attitudes and patterns are
established during childhood.

Smoking

Approximately one in five British Columbia
teens (age 12 to 18) is a smoker, and about
twenty children in B.C. start smoking every day.
Experimentation with smoking occurs at an
early age. Most teen smokers have their first
cigarette by age 12 and become habituated
around age 13 (Heart and Stroke Foundation,
1997).

Those who start to smoke early in life are very
likely to become heavily addicted, are less likely
to quit, and are at great risk of developing a
smoking-related illness. Preventing young
people from starting to smoke is the key to
reducing smoking-related illness.

To reduce tobacco use among young people will
require a comprehensive approach, involving all
levels of government working with non-
government organizations and the business
community. The elements of a successful
approach to tobacco reduction include:

Legislated restrictions on sales to minors.
Restrictions on advertising.

Education campaigns targeted at youth.
Policies that discourage smoking and
eliminate exposure to second-hand smoke.
Cessation services.

® Regular monitoring of smoking rates.

Restricting Sales to Minors

Access to tobacco by underage youth cannot be
totally prevented. However, prohibiting sales to
minors has the potential to reduce youth access
to tobacco and is an important component of a
comprehensive program of tobacco reduction.

Within the community, tobacco enforcement
staff educate retailers about tobacco legislation
regarding sales to minors. In 1996/97, 5,304
compliance checks (test purchases) and 1,403
decoy purchases were carried out in British
Columbia. While most retailers were in
compliance, about 20% were not, and a total of
1,287 sales-to-minors violations were issued.
Fifteen retailers had their authorization to sell
tobacco revoked in 1996/97 (after two or more
convictions, a retailer's authority to sell tobacco
products can be suspended). This is a powerful
means of getting the message across that
compliance is expected.

Across the province, there were differences in
the reported compliance rates (Table 14). In
part, these may be due to variations in
compliance check methods or characteristics of
the test shoppers. It is of concern that in some
regions, no compliance checks were being done.
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Table 14 Percent of Retailers in Com pliance
with Sales to Minors Legislation,
Health Re gions, B.C., 1996/97

Percent in Compliance

Compliance
Checks

Decoy
Region Purchases
76%
52%

*

East Kootenay
West Kootenay
North Okanagan
South Okanagan * *
Thompson 7% 7%
Fraser Valley * *
South Fraser
Simon Fraser
Coast Garibaldi
Central Van sl
Upper Island
Cariboo

North West
Peace Liard
Northern Interior
Vancouver
Burnaby

North Shore
Richmond
Capital

* % X

92%
86%
*

82%
73%
*

71%
64%
*

53%
87%
*

76% *
94% *
85% 74%
'57% 64%
86% 89%
98% 85%
85% 86%
88% 84%
B.C. 81% 76%
98%
52%

89%
53%

Highest region
Lowest region

* No compliance checks or decoy purchases
undertaken in 1996/97. Source: Joint Tobacco
Enforcement Program in British Columbia.
Operational Report: Fiscal Year 1996-1997.
Available from Tobacco Reduction Strategy, B.C.
Ministry of Health, Victoria.

Restricting Advertising

Restrictions on advertising are largely a federal
responsibility. Pending federal legislation will
restrict advertising targeted to the youth market,
particularly in the form of sponsorship of
entertainment events. Provincial and local health
authorities can show support for these
restrictions and urge that no exceptions be made
to the ban on tobacco sponsorship.

Education of Youth

School-based smoking prevention programs are
cost-effective. These programs have the
potential to reduce teen smoking rates and save
many times their cost in health care and other
costs (Stephens, Kaiserman, McCall, &
Sutherland-Brown, in press).

All students should be equipped with the
personal skills to recognize and resist the
pressures to start smoking. Education about the
addictive properties and disease potential should
be part of the school curriculum and should be
examinable. Because data show that most
smokers begin by grade seven or eight,
education programs should be intensified just
before junior high school entry and during the
first year or two of junior high school.

School Policies

Schools, child care centres, and recreation
centres that are totally smoke-freboth

indoors and out help to decrease negative
modelling, and thus decrease the likelihood that
children will take up smoking. In British
Columbia, school smoking policies are the
responsibility of individual school districts.
Licensed child care facilities are subject to the
Community Care Facility Acnd the Child
Care Regulation. These place restrictions on
smoking in facilities that care for children, and
further restrictions are under consideration.

A 1995 survey, the most recent data available,
found that two-thirds (67%) of B.C. schools and
one-half (53%) of daycare centres were smoke-
free (a complete ban on smoking, both indoors
and out) (Stephens & Associates, 1995). We
should aim to establish smoke-free policies in

all public places, beginning with schools, child
care centres, and sports and recreation facilities.
The Workers' Compensation Board has
established new regulations that have the
potential to reduce indoor exposure to
environmental tobacco smoke (see pages 68 and
70).
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Cessation Services

It is well-established that routine intervention by
health professionals is a highly cost-effective
means of helping smokers quit (see page 46).
The provincial government should take the lead
in working with physicians and other health care
providers to provide appropriate financial
incentives and performance monitoring to

ensure that smoking cessation services are being
offered to all smokers.

Regular Monitoring of Smoking Prevalence

The only way of tracking progress in reducing
smoking is to conduct regular surveys of
smoking rates. This must be done in a way that
allows comparisons both over time and among
regions and population sub-groups.

A comprehensive, province-wide survey of
smoking prevalence was carried out for the first
time in 1997 (Heart and Stroke Foundation,
1997). As part of this survey, a special
investigation of teen smoking was conducted.
Results demonstrated that smoking is a serious
health problem among teens, with Aboriginal
teens and teens in low-income families having
the highest smoking rates39% and 34%,
respectively (Figure 40). Information gathered
in this survey will help to guide prevention
activities. Conducting this type of smoking
survey at regular intervals should be a high
priority for the province, local health authorities,
and health organizations.

Continued research and outcome evaluation of
tobacco reduction interventions also needs to
occur. For example, enforcement activities
should be monitored to ensure that compliance
with sales-to-minors legislation is leading to a
reduction in youth access to cigarettes and to
reduced tobacco use. One recent U.S. study
suggests that more research may be needed to
determine whether this approach is successful
(Rigotti, DiFranza, Chang, Tisdale, Kemp, &
Singer, 1997).

Figure 40 Teen Smoking Rates, B.C., 1997

Family [rich [G— gap wmmp
income poor]

Region owest

highest|

Ethnicity south asian

aboriginal

Place |outside Canadal
of birth in Canadd

Age 12-14

15-18]
0 5 10 15 20 25 30 35 40
Percent of teens who smoke

Source: Heart and Stroke Foundation of B.C. and
Yukon. Tobacco Use in BC 1997.

Recommended Actions:

® The B.C. Minister of Health and every
local health authority chair should
recommend to the federal minister that
there be no exceptions to the ban on
tobacco sponsorship.

@ School-based smoking prevention
programs should be intensified.

@ All schools should adopt smoke-free
policies, indoors and out.

@ The provincial government, the medical
profession, and other health care providers
should work together to ensure that
smoking cessation services are offered to
all smokers. Financial incentives and
performance monitoring should be
implemented to ensure that an effective
smoking cessation program is in place.

@ The provincial government, cooperatively
with local health authorities, should
monitor smoking prevalence and the
outcomes of tobacco reduction activities on
a regular basis.
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Physical Activity

Physical activity has many health benefits,
including reducing the risk of specific health
problems such as heart disease, hypertension,
adult-onset diabetes, osteoporosis, and
depression (U.S. Department of Health and
Human Services, 1996). In children, regular
physical activity contributes to growth and
development, improves self-esteem, and
establishes activity patterns that often extend
into adulthood.

There is growing concern that children are not
receiving an adequate level of regular, vigourous
physical activity. On average, preschoolers (age
1 to 4) spend about 22 hours per week in
different kinds of physically active play,
primarily running and kicking games,

swimming, and biking. School-age children and
adolescents participate in a wider range of
activities, but are less active, especially
adolescent girls (Figure 41) (Canadian Fitness
and Lifestyle Research Institute, October 1996).

Figure 41 Hours Spent on Physical Activity
in a Typical Week, C hildren Age 1 to 17,
Canada, 1995

30 7
.Boys

25 1
[aids

20 1
15 1
10 7

Hours per week

5

0
1-4 512
Age group

13-17

Source: Canadian Fitness and Lifestyle Research
Institute. Progress in Prevention, Bulletin No. 8,
October 1996.

To achieve optimal health benefits, physical
activity needs to be high quality. For children,
this means one hour or more each day of
moderate-to-vigourous activity (for an energy
expenditure of six to eight kilocalories per
kilogram of body weight per day). According to
a survey by the Canadian Fitness and Lifestyle
Research Institute, only one-third of Canada's
children (age 5 to 17) met this guideline
(Canadian Fitness and Lifestyle Research
Institute, October 1997).

Schools are an ideal location for providing
regular physical activity and helping children to
establish active living patterns. Yet, there are no
requirements of any kind for physical activity in
the preschool setting. Physical education is a
required subject from kindergarten through
grade 10 and an optional course at Grades 11
and 12. Although the provincial curriculum
requires 10% of instructional time to be
allocated to physical education, as many as 98%
of schools may not be meeting this guideline
(B.C. Heart Health Coalition, 1997).

Recommended Actions:

@ Develop and implement strategies that
encourage children to adopt a physically
active lifestyle, starting at a very young
age.

® Encourage adults to be physically active,
as good role models for children.

@ Improve children's access to safe places
where they can be physically active, by
reducing barriers such as cost and lack of
transportation.

® Require quality, daily physical education
in each school grade. School-based
programs should include education about
the health benefits of physical activity and
participation in moderate-to-vigourous
physical activity, with an emphasis on
physical activities that can be enjoyed
throughout life.
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Dietary Fat

Healthy eating patterns, if established early in

life and maintained into adulthood, will promote
life-long health and reduce the risk of nutrition-
related diseases such as heart disease, diabetes,
some cancers, osteoporosis, and dental caries.

While childhood is an important time for
establishing healthy eating habits, children have
special nutritional needs. For example, the same
emphasis is not put on lower fat food choices for
children as it is for adults. In fact, fat plays an
important role in child development, as it
provides a concentrated source of energy and
fat-soluble vitamins that children need for
growth. Too much restriction on fat can actually
impair growth and development. Health Canada
and the Canadian Paediatric Society recommend
a gradual transition from the high-fat diet of
infancy (50% of calories come from fat) to the
30% recommended for adults. Children can
include more nutrient-dense, but higher-fat
foods such as cheese, nuts, and ice cream in
their diets, in moderation.

With regard to diet, messages of moderation and
variety are the most important ones children can
take into adulthood.

Provincial Health Officer's Report
on Youth Health

Health patterns and behaviours begin to be
established during early childhood.
However, adolescence and early
adulthood in particular are times when
decisions and lifestyle choices are made
that shape an individual's prospects for
health and well-being in later life.

A feature report on the health of youth is in
the planning stages, and will be available
at a later date. Topics such as alcohol and
drug abuse, physical activity, sexual
practices, and other health behaviours will
be discussed in this upcoming report.
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Physical Environment

Children's health can be affected by their physical environmenthe
surroundings in which they live, breathe, eat, attend school, and play.
Contaminants and hazardous conditions can be a threat to today's children and to future

generations.

AII children need a safe and healthy physical
environment. This includes clean air to breathe,
safe food to eat, safe water to drink, and safe
places to live and play.

Children can be adversely affected by
contaminants and hazardous conditions in their
surroundings. They are physically smaller than
adults, and their bodies are developing and
growing very rapidly. Children eat more food,
drink more water, and breathe more air for their
size than adults, which means they may receive
higher exposures than the adults around them.

Children's stages of development and daily
activities may influence their sources of

exposure to environmental agents. Infants can be

exposed to environmental toxins while they are
growing in their mother's womb; toddlers may
eat sand or dirt, and school-aged children may
be injured on playgrounds or while riding
bicycles.

There are several ways in which children face
health risks from the physical environment:

® Exposures with immediate health outcomes
In the short term, eating food contaminated
with pathogenic organisms can result in
diarrhoea or other symptoms; ingesting non-
edible plants can lead to toxic reactions, and
air pollution can cause coughing or asthma
attacks.

® Exposures that lead to health outcomes
later in life.

Childhood exposure to tobacco smoke, lead,
pesticides, or ultraviolet radiation can
increase the risk of cancer or other chronic
diseases later in life.

® Activities that threaten the sustainability of
the environment

Contamination of the environment,
depletion of natural resources, and activities
that contribute to global climate change
pose a threat to the physical and economic
survival of our children's children and future
generations.
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In 1997, delegations from eight countries
signed a declaration on children's environmental
health, committing themselves to action to
reduce environmental risks to children.
According to the declaration, some of the most
important environmental health threats to
children world-wide are microbiological and
chemical contaminants in drinking water, air
pollution that exacerbates illness and death from
respiratory problems, polluted waters, toxic
substances, and ultraviolet radiation (Canada,
Department of the Environment, 1997).

The declaration identified the following areas
for action to protect children's environmental
health:

® Assessment of risks and standards.

® | ead exposure.

® Microbiologically safe drinking water.

® Air quality.

® Environmental tobacco smoke.

® Endocrine disruptors.

® Global climate change.

In the following sections, we will look at some

of these environmental issues as they affect
British Columbia's children.

" Canada, the United States, Germany, Japan,
the United Kingdom, France, Italy, and Russia.
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Clean Air

Air pollution can damage children's lungs, with short-term and long-term health effects. For children
in British Columbia, the greatest airborne risks are exposure to second-hand smoke, small airborne
particles called PN, and substances that can cause allergic reactions such as house dust mites, pet

dander, household moulds, and pollens. In some areas of the province, exposure to naturally-

occurring radon gas is also a concern. Many air quality problems can be corrected through low-cost

or no-cost solutions, such as smoke-free policies or proper cleaning and maintenance practices.

Indoor Air

Indoor air pollutants can damage children's lung
tissues, leading to infections and other types of
illnesses. From a child health perspective, an
important indoor air contaminant is
environmental tobacco smoke (ETS), sometimes
called second-hand smoke. Other indoor air
concerns include radon, house dust mites, pet
dander, and moulds.

Environmental Tobacco Smoke

Environmental Tobacco Smoke (ETS) is a
carcinogen- a substance that can cause cancer.
ETS has also been shown to have numerous
other negative effects on human health. In
children, exposure to ETS can cause respiratory
infections such as bronchitis and pneumonia, ear
infections, and decreased lung function. ETS
also increases the frequency and severity of
asthma. Long-term exposure can lead to lung
cancer and heart disease later in life.

ETS is a common environmental toxin to which
no child should be exposed. Yet, almost one-
fifth (18%) of households with children under
age 11 have daily or nearly daily exposure to
second-hand smoke in the home. In some areas
of the province, the percentage of homes with
ETS is even higher (Figure 42).

Figure 42 E very Day or Nearly Every Day
Exposure to ETS in Homes with C hildren
Aged 11 Years and Under, B.C., 1997

Health Region

North Shore
Capital

South Fraser
Simon Fraser
Vancouver/Rich
West Kootenay
North Okanagan
South Okanagan
North West
Fraser Valley
Central Vanc Isl
Coast Garibaldi
Upper Island
Cariboo
Thompson

East Kootenay
Northern Interior
Peace Liard

BC = 18%

/

I

o

5 10 15 20 25 30 35
Percent of households with children

Note: Simon Fraser region includes Burnaby. Source:
Heart and Stroke Foundation of B.C. & Yukon.
Tobacco Use in BC 1997.

There are a number of measures that should be
taken to reduce children's exposure to ETS.
These recommendations are intended to be
considered by all levels of government,
communities, families, and volunteer groups, as
well as health professionals.
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Measures to reduce children's exposure to @ Addressing the underlying factors that

environmental tobacco smoking include: contribute to tobacco use.

® Making all enclosed public places smoke- The decision to start smoking and the ability
free. to quit smoking are both considerably

influenced by social and economic

The Workers' Compensation Board has circumstances. Therefore, there should be
established new regulations that have the ongoing efforts to reduce poverty and
potential to reduce workplace exposure to unemployment, to increase both the quality
ETS. By taking a leadership role in and duration of education for all children
eliminating involuntary exposure to ETS, (including skills in resisting peer and media
the WCB has provided a strong public pressures) and to provide optimal care and
message about the health hazards of ETS. nurturing for children, particularly during
To implement the new policy will require a the early childhood years.

cooperative effort to enact legislation
banning ETS in all places over which the

WCB has jurisdiction. The ban should be -

extended to all enclosed public places, Children and Tobacco
including children's licensed child care
facilities and schools. In the past year, British Columbia has
greatly expanded its tobacco reduction
@ Encouraging parents to maintain smoke- efforts.
free homes.

Tobacco can affect many aspects of a
child's health — during pregnancy, early

Because it will be impossible for regulatory childhood, and later in life — and protecting
bodies to control ETS exposure in homes, it children from tobacco must continue

will be necessary to provide public receive high priority.

education about the hazards to children of

ETS. Parents should be encouraged to Tobacco and its impact on child health are
maintain smoke-free homes and smoke-free discussed in several sections of this report.
vehicles. See Prenatal Smoking (pages 46), Making

Healthy Choices (pages 60-62), Aboriginal

L. Children (pages 110-111), SIDS (pages
e Continuing current efforts to reduce the use 125-127), and Respiratory Disease (pages

of tobacco. 128-133).
It will also be important to take ongoing e
action to reduce the use of tobacco. In 1997,
British Columbia stepped up its anti-
smoking activities, including tougher
enforcement of laws prohibiting the sale of
tobacco to minors, tobacco education
programs for all B.C. schools, and a survey
on smoking behaviour to guide future anti-
tobacco measures. With continued effort, it
will be possible to achieve substantial
reductions in the use of tobacco.

Moulds and Other Biological Contaminants

Moulds (a type of fungus), house dust mites, pet
dander, dust, and pollens can cause a number of
health effects in children. Studies in Canada and
other countries have found that symptoms such
as cough, wheezing, asthma, bronchitis, and eye
irritation are more common among children
exposed to these air pollutants.
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Moulds and other biological contaminants are
very common. A 1988 survey of Canadian
homes with children found that dampness or
mould growth occurred in almost four in ten
homes surveyed, based on the parent's report
(Dales, Zwanenburg, Burnett, & Franklin, 1991;
Dekker, Dales, Bartlett, Brunekreef, &
Zwanenburg, 1991). Given the potential for
adverse health effects in so many children,
efforts should be made to remove or control
these air pollutants.

The basic advice for dealing with most
biological contaminants is to keep houses clean,
dry, and well-ventilated and to remove the
source or reduce the level of the pollutant. The
Canadian Mortgage and Housing Corporation
(CMHC) has a kit to assist homeowners in
identifying and correcting air problems in the
home.

Radon

Radon is a radioactive gas that can cause lung
cancer. It has been estimated that about 100
cases of lung cancer in British Columbia each
year are attributable to radon exposure.

Radon is a naturally-occurring gas that comes
from traces of uranium in soil and rock. In the
open air, it is so diluted that it causes less risk
than indoor exposure. However, radon gas can
enter buildings through cracks and openings in
the foundation and sometimes through the water
supply. In enclosed spaces such as homes or
schools, radon can sometimes build up to levels
that create a substantial health risk.

When it is breathed, radon gas releases radiation
that can damage the lungs and lead to lung
cancer. Radon can combine with cigarette
smoke to amplify its effects, so that homes with
smokers are at highest risk. Short-term exposure
is not a danger, but people exposed continuously
to high concentrations over a lifetime have a 5%
to 10% risk of dying from lung cancer.

Health Canada considers a radon level of over
150 Becquerel per cubic meter (4 picocuries per
litre) to be elevated, and levels of over 750
Bg/m3 (22pCi/L) to require action. In most
cases, improving ventilation is a simple,
effective, and inexpensive way to reduce
exposure to radon.

Radon surveys have been done in more than 20
B.C. communities. Based on the surveys, it is
estimated that between 1% and 5% of homes in
the Interior (the Kootenays, the Okanagan
Valley, and the Prince George and Peace River
areas) may have radon levels above the Health
Canada guideline. The Ministry of Health
recommends that homeowners in these radon-
prone areas have their homes tested.

Because radon is odourless and colourless, a
special monitoring device is required to measure
it. Homes with children should be targeted for
radon testing because children are potentially
exposed longer to the cancer-causing effects of
radiation and have a higher risk of developing
lung cancer than those exposed later in life.

Radon in schools can also contribute to
childhood exposure. In areas of the province
where high radon levels have been identified,
assessments have been made in schools and
where necessary, corrective measures are being
implemented.

Northern Interior was one of the regions
identified as having areas with a high
concentration of radon. Testing devices were
offered to homeowners on a cost recovery basis.
To date, about 50 devices have been taken. It is
too early to assess the effectiveness of the
testing program, as the devices must be left in
place for several months before measurements
are complete. So far, two homes have been
identified as requiring corrective action, and
these homeowners have been given advice on
how to reduce the risk. The local health
authority is considering additional ways to
increase public awareness about the need for
radon testing.
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Asbestos

Asbestos is a mineral that was used for many
decades as an insulator and fire retardant.
Although it is no longer used in construction, it
is present in most homes built prior to 1975-
1980.

Long-term exposure to asbestos can cause
asbestosis (a lung disease), lung cancer, and
some other cancers. These dangers apply
primarily to asbestos workers, who have
received high daily exposures over a period of
many years, with little or no protective covering
of any kind.

In recent years, there has been great public
concern about asbestos. In Canada and the
United States, schools have been closed, and
many millions of dollars spent on removing
asbestos from public buildings. In fact, asbestos
poses very little threat to health in most
circumstances. Removing it can actually
increase the risk, because the removal process
increases the amount of fibres in the air. In most
situations, asbestos should be left contained and
undisturbed, and should only be removed if the
building is being upgraded or renovated.

As with other environmental hazards, it is
important to consider the risks, costs, and health
benefits of fixing the problem. At this time, we

do not have complete information about the
amount of money spent to remove asbestos from
schools or public buildings in British Columbia.
And there are no data to compare asbestos levels
before and after removal, so the results of
remediation cannot be measured.

Indoor Air Quality in Schools

Indoor air quality in schools is an issue of
growing concern. Insufficient ventilation is
perhaps the most common finding, but other
problems include moulds, water leaks, and poor
heating. Many air quality concerns pertain to
portable classrooms, but most come from fixed
structures.

Problems such as inadequate outside air supply
and poor air distribution can be related to the
design and/or the operation of the building.
Design-related problems can be expensive to
correct, but many indoor air quality problems
can be corrected through low-cost or no-cost
solutions such as proper cleaning or fine-tuning
of heating, ventilation, and air conditioning
systems (Collett, Ross, & Sterling, 1994).

Most air quality issues are handled locally at the
school district level. The provincial Ministry of
Education gets involved when schools request
funding for new ventilation systems or other
capital projects.

In April 1998, new health and safety regulations
from the Workers' Compensation Board came
into effect. These regulations will create new
standards for all workplaces, including schools,
colleges, and universities. The need to
implement these new regulations is providing an
opportunity to bring together the many groups
involved in school health and safety: school
district administrators, school health and safety
committees, the B.C. Teachers' Federation, the
School Plant Officials' Association, Workers'
Compensation Board, Medical Health Officers,
and the ministries of Health and Education.
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Outdoor Air Table 15 Estimated Health Impacts due to
Fine Particle Air Pollution (PM ), B.C., 1995

From a public health perspective, the most Est'd
important outdoor air pollutants in British Events Caused by Increased in PM,, Impact
Columbia are small airborne particles. These Pollution Each
very fine particles quite easily find their way o

into indoor air spaces. Particles less than 10

microns (PM,) can be inhaled into the lungs, DiAeZ;rsatory disease o
leading to various health effects, ranging from Heart disease 27
increased respiratory symptoms to an increased Other causes 31
risk of premature death. Total 82
o HOSPITALIZATIONS

In recent years, there have been significant Respiratory disease 69
reductions in air pollution levels. However, Heart disease 60
PM,, still has a measurable impact on our Asthma 17
health. EMERGENCY ROOM VISITS

Asthma 283
A 1995 study estimated that in British Columbia Chronic bronchitis 71

each year Pl accounts for 82 deaths, 146

hospitalizations, and 354 emergency room ACTIVITY LIMITATION

.. ith hi . f tivit School absences (days) 168,663
visits, with much larger impacts for activity Respiratory-restricted 178 316
restrictions, school absenteeism, and respiratory activity days
symptoms among children (Vedal, 1995). Minor restricted activity days 231,403

Young children, along with the elderly and

those with lung and heart disease, are the most RESPIRATORY SYMPTOMS

L. . Child-days of lower respiratory 125,881
sensitive groups. As shown in Table 15, M symptoms
has been estimated to cause 169,000 days of Child-days of upper respiratory 73,144
school absences and 280,000 child-days of symptoms
Child-days of coughs 80,958

coughs and other respiratory symptoms.

Source: Vedal, S. (1995, June). Health effects of

. . . inhalable particles: Implications for British
Note: Asthma and other respiratory diseases are  Columbia. Prepared for the Air Resources Branch,

discussed in greater detail on pages 128-133. B.C. Ministry of Environment, Lands, and Parks.

Sources of PM
° Outside the Greater Vancouver area, beehive

Airborne particles are produced by a variety of burners, pulp and paper mills, railways, and
sources, both natural and human-caused. Inthe ~ burning are the major sources of RMrrom a
Greater Vancouver Regional District, "point public health perspective, wood stoves are a

sources" (fixed sources, such as smoke stacks,  Significant source, since wood smoke is often
that operate under air discharge permits) account released in heavily populated areas.
for about half of the Pl emissions. Point

sources include shipping terminals and plants Secondary P (particles formed by chemical
that process paper or other forestry products. reactions in the atmosphere) and road dust are
Road transport accounts for about one-quarter of ~not captured by emission data, but do add
emissions. significant amounts of Pjto the atmosphere.
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Air Quality Measurement

PM,, levels are measured at more than 50 sites
around the province by BC Environment and by
the Greater Vancouver Regional District.
Measurements are made in a variety of
locations, from industrial to residential.
Concentrations of air pollutants can vary
greatly, even among communities and
measurement locations that are fairly close
together. A detailed comparison of RNevels
between sites requires taking into account the
sources of Ply) sampled at the various types of
sites.

Within the province, the highest concentrations
are found in the central interior. In 1996, BM
concentrations in some central interior
communities were above 25 micrograms per
cubic metre- the level above which health
effects may occur for four or five days out of
ten (Figure 43). The lowest levels are generally
in the lower mainland and on Vancouver Island.

Air quality improvements have been attributed
to the phasing out of beehive burners, new
smoke control regulations, and a switch from
wood heating to natural gas (B.C. Ministry of
Environment, July 1997). Further actions are
needed and include:

® Greater awareness of the effects of domestic
wood-burning stoves and backyard burning.

® More controls on emissions for motor
vehicles, particularly diesel vehicles and
those vehicles used or registered for use in
urban areas. The State of California has
designated diesel exhaust as a carcinogen.

® More controls on agricultural burning and
industrial sources such as beehive burners.

Figure 43 P ercent of Time that PM ,, Levels
were High Enough to Cause Health Effects,
Selected Monitoring Sites, B.C., 1996

Monitoring site

Port Alberni {
Victoria 1
Surrey
Castlegar
Penticton
Burnaby
Smithers
Abbotsford
Cranbrook
Squamish
Kelowna
Chetwynd

. Quesnel
Prince George
Kamloops
Williams Lake
Vernon
Golden 4
Merritt

'ﬂ

10 20 30 40 50
Percent of time PM10 levels exceeded 25 ug/m3

Percent of time in 1996, at each sampling station,
that fine particulate levels exceeded 25 micrograms
per cubic metre, the level above which there may be
health effects. Source: Air Resources Branch,
Ministry of Environment, Lands, and Parks. Note:
This graph shows only a few of the monitoring sites
throughout the province; see Appendix page F-7 for a
list of the sampling stations. For information on PM,,
levels at other sites, please contact the Air
Resources Branch. Information on fine particulates is
also available from the B.C. State of Environment
website, http://www.env.gov.bc.ca/sppl/soerpt/
fineparticulates.

Recommended Actions:

@ Set a goal of increasing the proportion of
children who are brought up in non-
smoking environments.

@ Improve coordination of health and safety
efforts in schools.

@ Require an evaluative component when
corrective measures are taken to reduce
environmental risks (e.g., asbestos
removal).

@ Continue efforts to reduce exposure to
airborne particles from industrial sources
and domestic woodburning.

® Consider increased controls on motor
vehicle emissions, particularly diesels.

@ Promote public and alternate
transportation systems.
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Safe Food, Water, and Soll

Intestinal diseases are common among childremore than 2,000 cases were reported in 1996.

Handwashing is a simple but effective way to prevent the spread of intestinal diseases, many of which

are caused by consuming contaminated food or water. In the past, lead was a major environmental
hazard for children, but exposures have been dramatically reduced.

Adequate amounts of clean water and nutritious
food are critical for the growth and health of
children. In British Columbia, the quality of

food and drinking water is generally very good.
However, contamination of food, water supplies,
and soil does occur. Bacteria, protozoa, viruses,
chemicals, or other hazards can cause illnesses
of various types. These often have a more severe
outcome for children.

Intestinal llinesses

Children are more susceptible than adults to
intestinal diseases, many of which may be
caused by consuming food or water
contaminated with bacteria or viruses.

The exact number of children who get intestinal
diseases is not known, because many cases are
not recognized, and most are not reported. Some
studies have found that children under age 10
experience about two episodes a year, compared
to one for young adults (Monto, 1992). In 1996,
more than 2,100 cases of intestinal infections
were reported among British Columbia children.
The highest rates were for preschoolers 1 to 4
years of age (Figure 44).

Figure 44 Enteric (Intestinal) Di sease Rates

by Age Group, B.C., 1987-1996
Rate per 100,000

m,

m,

m,

200 |

0 |

200

100 -

06 8 89 0 91 2 B % B %

Reported cases of enteric (intestinal) infections per
100,000 population. Includes all diseases classified as
“enteric" by Communicable Disease Epidemiology.
Source: Communicable Disease Epidemiology, B.C.
Centre for Disease Control Society. Data acquired
from the Health Planning Database.

Campylobacteriosis, giardiasis, salmonellosis,
unspecified gastroenteritis, and yersiniosis are
the most commonly-reported intestinal diseases
among children. In 1996, there was a substantial
increase in the occurrence of cryptosporidiosis
(Figure 45), primarily in the Thompson-
Okanagan-Kootenay area of the province. Two
community-wide outbreaks of illnesone in
Kelowna and one in Cranbroekwere attributed
to contamination of municipal drinking water
supplies. Increases also occurred in the
Kamloops, Penticton, and Vernon areas.
Children (age 0 to 14) accounted for almost half
of the 1,293 cryptosporidiosis cases reported.
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Figure 45 Enteric (Intestinal) Di sease Rates,

Children Age 0 to 14, B.C., 1987-1996
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Source: Communicable Disease Epidemiology, B.C.
Centre for Disease Control Society. Data acquired
from the Health Planning Database.

Intestinal diseases can be spread through
contaminated hands, toys, and other objects.
Good personal hygiene and safe food handling
practices are the best way to prevent the spread
of these illnesses. Handwashing, at home and in
child care facilities, can reduce the occurrence of
diarrhoeal diseases.

Food and water supplies also need continued
monitoring and protection to ensure that they are
safe from contamination. This involves

activities such as water treatment, food
regulation, quality control, remedial actions,
public advisories, and consumer education.

Even with careful management, it is not possible
to eliminate all risk to the public. In some cases,
additional protections are available but are very
costly. For example, there are water treatment
methods that are designed to remove
cryptosporidium and other small parasites. This
type of water treatment could cost as much as
one billion dollars for the Greater Vancouver
Regional District. Consumers will need to be
aware of the risks, benefits, and costs of
additional protection, in order to make the best
decisions about how food and water supplies
should be managed.

Lead

Children may be exposed to lead through
contaminated food, water, air, dust, or soil.

Reduction of lead content in paint, food, and
gasoline has lowered children's exposure
dramatically. But low-level exposures still
occur, and can affect young children in
particular, for whom even small amounts can
impact their health. Typically, toddlers have the
highest lead levels, because crawling exposes
them to house dust and soil and because they
frequently put things in their mouths.

The adverse health effects of lead have been
recognized for centuries. A major threat, in
addition to acute lead poisoning, is neurological
damage in children. Small children are at special
risk because of their higher exposure, because
their bodies absorb a greater percentage of the
lead they ingest, and because their developing
central nervous systems are more sensitive to
low-level effects. High levels can cause
profound mental retardation, seizures, and death,
while low levels can result in delayed

intellectual development, impaired hearing, and
learning disabilities (Grandjean, 1992;
Needleman, Schell, Leviton, Allred, &

Bellinger, 1990).

Lead is a public health success story. High
blood lead levels used to be among the most
common childhood conditions. A very

important route of exposure for children was the
ingestion of lead-based paint chips or plaster,
dust, or dirt containing lead. Gasoline additives,
industrial pollution, and lead-soldered cans were
other important sources.

When the causes and health impacts were
recognized, major efforts were made to decrease
the levels of lead in gasoline, paint, industrial
emissions, and products intended for use by
children. As a result, the risk to children's health
from lead is now much lower than in the past.
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Although the risk from lead has never been
lower, some children do have elevated blood
levels. Lead in the home environment (such as
paint or plaster in older homes) and industrial
pollution are the major remaining sources.

In the area surrounding the city of Trail, lead in
the air, house dust, and soil is still an issue.
Although levels are still high compared to other
areas of the province, the trend in average blood
lead levels for Trail children is decreasing over
time (Figure 46). The percentage of children
with lead levels of 15 ug/dL or higherthe

Trail Lead Program "level of concern'has

also declined, from 42% of Trail children in

1991 to 15% in 1997.

The improvements in Trail lead levels have been
achieved through cooperative efforts,
spearheaded by a task force that includes
representatives from the government ministries
of health and environment, municipal
government, the smelter, the union, the school
district, parents, and the local environmental
network.

Figure 46 Trend in A verage B lood Lead
Levels, C hildren Age 6 Months to 60 Months,
Trail B.C., 1989-1997
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Source: Trail Lead Program. Average blood lead
levels are age and area-adjusted for children tested
for the first time between 1989 and 1997.

Continued efforts are being made to eliminate or
reduce children's exposure to lead and to make
parents aware of possible risks. More could be
done, however, in monitoring children's blood
lead levels. The United States, for example, has
much better trend data in this area. In order to
respond effectively, British Columbia should
enhance its surveillance capability.

Recommended Actions:

@ Take into account the characteristics of
children when doing risk assessments and
setting standards for protection of food
and water supplies.

@ Improve surveillance of children's
exposure to lead.
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Safe and Well-Desi gned Environments

Physical injuries are one of the most important environmental health threats that children face.

Through collaborative efforts, homes, schools, parks, playgrounds, and streets can be made safer.

Another aspect of environmental health is
protection from physical injury. A healthy
environment requires making homes, schools,
and streets safer for children.

Injuries are a major threat to children's health.
The leading causes of injuries, and some actions
British Columbia is taking to prevent them, are
discussed later in this report (pages 137-141).

Well-designed homes, buildings, parks, and
playgrounds help to prevent injuries and to
ensure the safety of children. Some examples of
data that communities can use to assess the
safety and design of their children's
environments include:

® Hospital data Hospital data can provide
information about the types of serious
injuries children experience. For example,
falls from playground equipment result in
almost 500 children's hospitalizations each
year, with children age 5 to 9 having the
highest rates. Based on hospitalization rates,
some areas of the province experience far
more playground injuries than others
(Figure 47).

® School incident reporting syste®chool
incident statistics can be used to study
injuries occurring at school that result in
medical attention or loss of class time.
Patterns can be analyzed to determine when,
where, and how injuries occur. Based on
provincial data, most school injuries occur
during recess or sports-related activities.
Playing fields and gymnasiums are the most
common places that injuries occur (Figure
48).

Figure 47 Hospitalizations Due to Falls from
Playground Equipment, Children Age 0 to

14, Health Regions, B.C., Annual A verage for
Five-Year Period 1992/93-1996/97
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Hospital cases due to falls from playground
equipment (ICD9 E884.0). Source: LAN Accident
Reporting System, version 2.34. Information and
Analysis Branch, B.C. Ministry of Health.

® Surveys of safety practicésurveys can
provide important information about how
children think, feel, and behave. British
Columbia's Adolescent Health Survey
provided information about students' use of
seatbelts, bicycle helmets, and swimming
with a lifeguard or adult present (The
McCreary Centre Society, 1993). This
major survey is scheduled to be repeated in
1998. At the community level, surveys are
often done on specific topics. Infant car
seats may be checked for safe installation,
bicycles checked for safe brakes and
helmets, and so on.
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Figure 48 School Incidents by Activity and
Location, B.C., School Y ear 1996
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Source: Risk Management Branch, B.C. Ministry of
Finance and Corporate Relations.

Once the number and types of injuries are
known, injuries can be prevented by local
efforts. Playground injuries may be reduced by
upgrading surfaces and equipment, installing
guard rails, making regular inspections or safety
checks, and/or improving the level of
supervision. Municipalities, local health
authorities, school boards, sports and recreation
associations, and parent groups can work
together to reduce the occurrence and severity of
playground injuries.

Recommended Action:

® Encourage local efforts to track the
number and type of injuries that children
experience, as a basis for targeted injury
reduction measures.
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A Sustainable Environment

Children's health is ultimately dependent on the health of our ecosystems. Making good decisions
about global contamination, resource depletion, and other environmental threats will require
scientific data, as well as public discussion about risks and the options for managing them.

Sustainability and Human Health

Human health and well-being are ultimately
dependent on the health of the physical
environment. If nature's productivity is used up,
healthy living and working conditions will not
be sustainable.

The health of children is intricately dependent
on adequate family income and economic
sustainability. This in turn relies on ecological
sustainability. Our ecological footprintthe
amount of land required to provide the material
and energy the average person uses and to
absorb waste productss much higher than
nature can sustain in the long run (Wackernagel
& Rees, 1996).

In global terms, we have already surpassed the
carrying capacity of the plant. The rates at which
resources continue to be consumed and waste
generated are important indicators of
sustainability.

In recent years, efforts have been made to
measure and report on sustainabiitthe extent

to which we are maintaining and improving the
health of our ecosystems. A 1997 report
concluded that the average condition of British
Columbia's ecosystems is "moderate"
somewhere between sustainable and
unsustainable. While large parts of the province
are still in a natural or near-natural state, in areas
where people are concentrated, ecosystem well-
being is no better than in other industrialized
countries (Hodge & Prescott-Allen, 1997).

World-wide, greenhouse gas emissions leading
to global warming and ozone depletion represent
real potential for negative health consequences
in the coming years. Global climate change can
cause increases in air pollution, expanding
populations of pest species and vector-borne
diseases, and impaired food production due to
floods, droughts, and windstorms. Because their
lives are just beginning, today's childreand
those of future generatiorswill be among the
most affected by these changes.

Ultraviolet Radiation

Depletion of the ozone layer above the earth's
surface poses a particular environmental risk to
children- exposure to ultraviolet radiation
leading to the development of skin cancer in
adulthood.

Ozone is linked directly to ultraviolet (UV)
radiation, which in turn is linked to increased
risk of skin cancer. About 85% of all skin
cancers are caused by UV exposure.

Researchers believe that severe sunburns in
early life can increase the likelihood of
developing malignant melanoma, the most fatal
kind of skin cancer. As much as 60% to 80% of
our lifetime exposure to UV occurs before age
18, while the risk of cancer occurs later in the
child's life. This is different from the case of

lead (see pages 74-75), where both the exposure
and the health outcomes occur in children.
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Efforts to teach children and parents about the
dangers of overexposure to the sun have had
some success. In 1994, 70% of Canadian parents
said that their children use sunscreen with a sun
protection factor of 15 or higher (Scott, 1996).

In British Columbia, the incidence of skin
cancers has been increasing. Awareness and
protection messages need to be targeted toward
children, parents, schools, child care facilities,
and organizations who work with children and
youth.

Protective actions can include posting signs that
warn about exposure to the sun, ensuring that
sufficient shade is available, incorporating shade
into future development plans, and organizing
children's activities so that they take place in
natural or constructed shade away from the sun.

Making Decisions about the
Environment

In the development of environmental policies
and standards, we must acknowledge that trade-
offs have to be made. A reduction in greenhouse
gases or P) emissions may well require
restrictions on industry that lead to job and
income loss, to make all schools earthquake-
proof could consume the entire provincial
budget, and so on. It is important, as much as
possible, to identify these trade-offs and to

strive for the optimum societal outcomes in
terms of health and other broad social
objectives.

Scientific data are a critical part of the
information base for making decisions about the
environment. There is much that is not yet
known about the mechanisms by which
chemicals and physical agents harm human
health, the degree of risk involved, and the long-
term impact of trends such as global warming.
Where data exist, public perceptions of
environmental risks do not always match those
of scientific estimates. A better understanding
will require more research, along with public
discussion about risks and the options for
managing them.

It is not possible to quantify, predict, or
eliminate all environmental health risks that
children face. However, parents and others who
make decisions must be provided with the best
available information, so they can make
informed decisions that protect childreand
future generations of childrenfrom
environmental health threats in homes, schools,
and communities.

Recommended Actions:

@ Encourage scientific research and public
discussion about environmental risks and
the options for managing them.

@ In developing policies, standards, and
other decisions about the physical
environment, give explicit scientific
consideration to children's characteristics
and behaviour.

® Take measures to protect children from
exposure to the sun. Ensure that sufficient
shade is incorporated into plans for
schools, playgrounds, sports grounds, and
other public areas, and organize children's
activities to take place away from the sun.
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Health Services for Children

Families and other caregivers are the front-line providers of children's health services. Beginning
with pregnancy and birth, children have contact with the publicly-funded health services system,
which includes well-baby care, treatment of common childhood illnesses, and specialized services
for specific health problems. Health services statistics provide some information about the
conditions that affect children. More planning and evaluation and better information systems are
required before we are able to obtain a comprehensive picture of the health services children
receive, whether they are being provided in a coordinated way, and whether they lead to improved
health.

Those who care for children on a day to day
basis are part of the child's health care system.
Families and other caregivers usually decide on
first-line treatment (such as over-the-counter
remedies) and when to seek medical attention.
As our understanding of health advances, it is
important that this front line of children’'s health
care providers is educated about appropriate
care.

This chapter provides examples of some of the
preventive and treatment services that British
Columbia children receive through the publicly-
funded health system. Some of the challenges in
defining appropriate care will also be explored.
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Appropriate Care

All children have the right to receive health servieggeventive and treatment-orientedhat will

help them achieve health. British Columbia provides a wide range of services to meet the special
health needs of children. To make the best use of public resources, we need to ensure that children
are receiving appropriate carethe right health service, at the right time, by the right provider, in

the right place.

According to the United NatiorfS8onvention on Services for Children

the Rights of the Childll children have the

right to receive health services that are There are many health services that are highly
medically-necessary and that will help them effective in terms of preventing or curing iliness
achieve the highest attainable standard of health. or enhancing health. Effective health services
TheCanada Health Acaffirms this right contribute to child health through:

through the "principles of medicare", which

require that essential medical services be e Promoting behaviours and environments
comprehensive, available to everyone, and that help children to grow and develop.
accessible without financial barriers. This includes services such as prenatal and

parenting education, and efforts to promote
breastfeeding, smoke-free environments,

Appropriate Care good nutrition and hygiene, and quality
child care.

Appropriate and high quality health services,

when and where they are needed, make an ® Reducing preventable illness and premature

essential contribution to children's health. At the death.Some of the diseases and conditions

same time, unnecessary or ineffective services amenable to prevention include low

can actually be harmful and can use up public birthweight, certain birth defects, child

resources that could be better spent elsewhere to abuse and neglect, injuries and poisoning,

improve health. and communicable diseases.

Deciding exactly which health services to Usually, health promotion and prevention

provide and how to provide them is not an easy services are population-based or universal in

task. Appropriate care can be thought of as nature.

consisting of at least four dimensions: the right

service, at the right time, by the right provider, e Identifying and treating conditions in their

in the right place (Table 16). early stageExamples of conditions that can

be corrected or improved through early
treatment include metabolic diseases such as
phenylketonuria (PKU), congenital hip
dislocation, and impairments in vision,
hearing, and speech.

Page 82 Provincial Health Officer's Annual Report 1997




Table 16 Dimensions of Appropriate  Care

The Right Service

e s likely to provide a net benefit to children,
according to the best available scientific
evidence. Often, reassurance rather than
treatment is required.

e |s guided by the preferences of children and
their families, who are fully informed about
possible risks and benefits.

e Costs no more than an equally effective
alternative service.

The Right Time

Services are provided according to scientific

evidence about timing. For example,

e Childhood immunizations are done according
to schedule.

e Effective screening programs are
implemented.

e Effective services are provided without
lengthy waiting.

e Urgent cases receive care without delay.

The Right Provider

Children have access to experienced and

competent providers:

® Children and their families are taught, as
much as possible, to manage their own
health problems.

e Children have access to the most
cost-effective provider:

® Many services are provided by family doctors
instead of specialists, and others are
provided by nurses or other health
professionals, instead of doctors.

® Providers have sufficient technical skill to
deliver their services.

The Right Place

® Many services are available in or near the
home, according to the preferences of
children and their families.

e Some community care is delivered in
home-like alternatives to the acute care
hospital, e.g., birthing centres, day surgery.

e Highly specialized services are clustered in
regional and teaching hospitals, while more
routine care is provided in community
hospitals.

Source: Adapted from M. Rachlis & C. Kushner,
1994. Strong Medicine: How to Save Canada's
Health Care System, p. 97. Toronto: HarperCollins
Publishers.

® Treating injuries and diseases and

preventing complications from health
conditions.This includes providing
emergency medical care and treatment for
common illnesses such as ear infections,
skin infections, asthma, or gastroenteritis.

Providing care and supports for children
and families who have physical health
problems or other special need®upport
programs help to build or re-build a family's
capability to respond to problems or
stressful events. Rehabilitation programs,
respite care, and counselling are examples
of support services.

Providing care for children with mental,
emotional, or behavioural problems.
Depression, anxiety, physical aggression,
and hyperactivity are some of the mental
and emotional problems that children
experience (see page 58). Assessment,
medical and non-medical treatment, and
support services help children and their
families manage these problems.

Research on early childhood development
shows the particular vulnerability of
children to troubled home environments.
Thus, services for children are beginning to
focus on the promotion and enhancement of
children's self-esteem and coping skills, as
well as on the need for coordination. Child
care workers, teachers, and social workers
are key to the early detection of emotional
and behavioural difficulties in children.
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Doing the Right Things Right

British Columbia provides a wide range of
services to meet the special health needs of
children. This network of services has evolved
over the years since the establishment of
traditional public health services and the
introduction of hospital and medical insurance.

Table 17 illustrates some of the services for
children in British Columbia that are funded by
the Ministry of Health and/or the Ministry for
Children and Families. There are many more
services that are provided by these and other
ministries, non-government organizations, or
community groups.

Given the array of services currently and
potentially available, how do we ensure that
effective services are provided, that high quality
services are reaching children who need them,
that children and their families are satisfied with
the services they receive, and that services
provided are leading to improvements in child
health? In other words, how do we know that we
are doing the right things right?

If a health service is being provided, there
should be reasonable evidence that it has a
positive impact on health. Determining whether
there is an evidence base for a particular service
usually requires an analysis of literature on
effectiveness, combined with expert judgement
of clinicians.

Evaluation helps to ensure that we are providing
the right services in the right way. Evaluating
health services is a complex and challenging
task, and often we lack information needed to
answer important questions about the quality,
cost, and outcomes of services provided. In the
following sections, some examples of child
health services will be considered.

Table 17 Services for C hildren, B.C.

Promotion of Healthy Behaviours and
Environments

Breastfeeding promotion/support

Healthy Schools

Licensing/inspection of child care facilities
Tobacco enforcement (sales to minors)

Prevention and Well-Child Care

Child abuse prevention/education
Genetic counselling

Immunization

Well-baby care

Maternity care

Prenatal and parenting education
Home visits to new mothers and babies

Screening for Health Problems

Screening of pregnant women

Newborn screening

Nursing priority screening (infants/preschoolers)
Hearing screening (newborns and kindergarten)
Dental and vision screening (kindergarten)

Early Support for Children At Risk or with
Identified Health and Development Problems

Pregnancy Outreach Program

Infant Development Program
Nobody's Perfect (parenting program)
Occupational and physical therapy
B.C. Hearing Aid Program

Speech and language therapy

School Meal Programs

Treatment of Injuries, Diseases, or Conditions

Physician services (family doctors, specialists)
Acute care hospitals

Drug and Poison Information Centre

Day care surgery

Cancer outpatient

Mental health services

Support Services for Children and their
Families

Counselling services

At Home program

Rehabilitation facilities (Sunny Hill, Queen Alexa
ndra)

Nursing support services

Respite care

Note: This table illustrates some of the services for
children funded by the B.C. Ministry of Health and
the B.C. Ministry for Children and Families.
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Prevention, Screenin g, and Early Support

Most British Columbia children are receiving immunization, screening, and other effective

population programs designed to maintain health. Targeted programs such as prenatal outreach can
be very effective in helping groups of children achieve the healthiest possible start in life. Effective
preventive and early support programs need to be continued, along with efforts to measure whether
these services are available and accessible to all children who need them.

Immunization and Screening Services

Immunization and screening for specific
diseases and risk factors are examples of
services that are known to be highly effective.
Access to these and other effective services
depends on the availability of resources (service
providers, vaccines, diagnostic equipment) and
on a system to finance the services. To be used,
services need to be available when and where
they are needed. And, in the case of children,
someone has to take the child for care.

As a result of immunization programs,
childhood deaths from vaccine-preventable
diseases such as diphtheria, tetanus, and
pertussis (whooping cough) are now rare. Most
of the population and many clinicians have
never seen the damage that these illnesses can
cause. With the fading of collective memory,
some parents may question the need for
immunization.

In the United Kingdom, concerns about rare
neurological reactions to pertussis vaccine
caused a significant drop in vaccine use. This
resulted in a number of deathsnany more
than the adverse reactions reported. To be
optimally effective, immunization should be
universally accepted in order to prevent a
reservoir of disease remaining in the
community. In this way, smallpox was
eradicated.

We are now close to eliminating other vaccine-
preventable diseases such as polio, Haemophilus
influenza b, and measles, but to accomplish this
will require a continued high rate of

immunization uptake.

For services that are of proven effectiveness, the
utilization rate- the proportion of the

population who receive a given health service
provides one measure of whether services are
reaching those who need them.

For some well-established services, such as Rh
screening of pregnant women and screening for
metabolic diseases in newborns, coverage is
very high: virtually all pregnant women and
newborns receive these services (Rh is a factor
in the blood, which, before the development of
Rh screening, was responsible for many cases of
jaundice, anemia, and other serious conditions

in newborns).

Table 18 shows the extent to which children are
receiving certain well-established services:
immunizations, screening for developmental
risk factors, and screening for problems related
to hearing and vision. These programs are
reaching most (80%-90%) children, although
comparable services and/or data are not
available for all areas of the province.
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Prenatal testing for HIV is a relatively new
health service that helps to prevent mother-to-
child transmission of HIV/AIDS. Prenatal
testing rates have increased rapidly since the
program was established in 1994, and
approximately half of pregnant women are
currently tested (see page 158).

Recommended Action:

@ Continue to provide immunization,
screening for developmental risk factors,
and other population health programs
designed to maintain children's health.
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Table 18 Utilization of Selected Child

Health Services, B.C.

Region

East Kootenay
West Kootenay
North Okanagan
South Okanagan
Thompson
Fraser Valley
South Fraser
Simon Fraser
Coast Garibaldi
Central Vancouver Island
Upper Island
Cariboo

North West
Peace Liard
Northern Interior
Vancouver
Burnaby

North Shore
Richmond
Capital

B.C. total

Highest regional rate
Lowest regional rate

Target

Percent of Children Receiving the Service

Immunization

[1]

91%
86%
67%
90%
95%
68%

N/A
69%
91%
83%
78%
69%
82%
88%
87%

N/A

N/A

N/A
99%
88%

81%

99%
67%

97%

High Priority
Screening

2]

84%
92%
96%
100%
94%
100%
81%
93%
93%
91%
99%
84%
76%
92%
83%
N/A
N/A
N/A
N/A
N/A

91%

100%
76%

Hearing
(infants)

3]

97%
92%
85%
96%
90%
83%
100%
70%
82%
88%
83%
100%
76%
91%
99%
N/A
84%
N/A
83%
82%

88%

100%
70%

100%

Hearing
screening

[4]

94%
71%
88%
90%
73%
82%
100%
100%
79%
60%
100%
80%
56%
95%
59%
N/A
100%
N/A
61%
88%

90%

100%
56%

95%

Vision
screening

[5]

74%
73%
99%
94%
90%
94%

N/A
92%
31%
64%
85%
86%
78%
85%
97%

N/A

N/A

N/A

N/A

N/A

86%

99%
31%

"N/A" means data are not available. Due to differences in services provided and differences in data collection
systems, comparable data are not available for all regions of the province.
[1] Percent of two-year-olds fully inmunized against diphtheria, tetanus, and polio, April 1997. Source: Public
Health Nursing, B.C. Ministry of Health. These figures are based on a one-month sample of children who were
two years old in April 1997 and may not reflect immunization rates for all B.C. children. For more information on
childhood immunizations, see Vaccine-Preventable Diseases, pages 147-156.
[2] Estimated percent of newborns screened for physical, emotional, and social risk factors using the Priority
Assessment for Infants and Preschool Children (HLTH 184), 1993/94. Areas served by the (former) Central
Fraser Valley Health Unit are included in the B.C. total, but are not included in the regional data. Source: Selected
Summary Statistics: Public Health Nursing Activities, Provincial Health Units, 1991/92-1993/94. Prepared for
Public Health Nursing, B.C. Ministry of Health, August 1995.
[3] Estimated percent of infants screened for hearing problems, High Priority Hearing Registry, 1996/97. Source:
B.C. Ministry for Children and Families.
[4] Estimated percent of kindergarten children screened for hearing problems (1996/97). Source: B.C. Ministry for

Children and Families.

[5] Estimated percent of kindergarten children screened for vision problems, 1995/96. Source: Public Health
Nursing, B.C. Ministry of Health. Coast Garibaldi figure is for Howe Sound (School District 48) only. Central
Vancouver Island figure includes Cowichan and Nanaimo (School Districts 65 and 68) only. Capital region does
not provide population-based screening.
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Prenatal Outreach

Pregnancy Outreach Programs (POPSs) are one
example of an effective program for which there
are many evaluative measures in place,
including measures of utilization and outcome.

POPs are based on research that shows that poor
nutrition, smoking, and alcohol and drug use
during pregnancy have a direct impact on
birthweight and the health of a newborn. POPs,
which operate in 21 sites across the province,
provide education, counselling, food
supplements, and support to women at risk of
having a low birthweight baby or other poor
pregnancy outcomes.

Many POP clients are women who do not access
traditional prenatal health services. They are
usually young, single women receiving income
assistance. The majority have not completed
high school, and nearly 30% are Aboriginal
women.

To evaluate program usage and quality, POP
tracks indicators on client characteristics, client
retention and dropout rates, and timing and
intensity of service. POP measures the outcomes
of its services in terms of improved health
behaviours that are linked to birth outcome, as
well as birth outcomes per se, such as incidence
of low birthweight among clients compared to

the total population.

In 1995/96, many POP clients improved their
choices in the areas of smoking, drinking
alcohol, and using drugs (Figure 49), and the
percent of clients who reported consuming the
recommended servings of food showed steady
increases between intake and the last visit
(Figure 50). Even a small decrease in the
amount smoked can effect the birthweight of the
baby, resulting in improved outcomes for those
women and their babies and savings to the
health care system. A Montreal program similar
to POP estimates that every dollar spent on
pregnancy outreach saves eight dollars in costs
of caring for low birthweight babies (Duquette,
1994).

Figure 49 Health Behav iours, Clients of
Pregnancy Outreach Programs, 1995/96
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Source: Pregnancy Outreach Program Status
Report, 1995/96. Nutrition Section, B.C. Ministry of
Health.

Figure 50 Number of S ervings by Food
Group, Clients of Pregnancy Out reach
Programs, 1995/96
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* Recommended number of servings per day,
according to Canada's Food Guide. Source:
Pregnancy Outreach Program Status Report,
1995/96. Nutrition Section, B.C. Ministry of Health.
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Although POP and other prenatal outreach
programs are able to help many women, they are
not able to reach all women who are at risk of
poor pregnancy outcomes. It is estimated that
10% of babies about 4,500 each yearare

born to mothers considered to be at-risk by
pregnancy outreach criteria. In 1997/98, POP
and other prenatal outreach programs served
3,180 women.

The availability of pregnancy outreach services
varies considerably throughout the province.

Ten regions are considered to have a significant
lack of outreach services, and four regions have
none (Table 19). Efforts are being made to
improve coordination of prenatal programs and

to ensure that spaces are available in areas where
they are most needed.

Recommended Actions:

® Ensure that prenatal outreach programs
are available and accessible to all women
at risk of poor pregnancy outcomes due to
factors such as poverty, substance abuse,
or inadequate nutrition.

@ Health authorities and service providers
should continue efforts to improve
coordination of all facets of reproductive
health care.

|
Prenatal Outreach

The first Pregnancy Outreach Programs
(POPs) were established in British
Columbia in 1988.

Other programs providing similar
comprehensive prenatal outreach services
include Canada Prenatal Nutrition
Programs, the Community Action Program
for Children, and Healthiest Babies
Possible and Sheway in Vancouver.

Table 19 Availability of Prenatal Out reach
Services, Health Re gions, B.C., 1997/98

Target
popula- Clients
Health Region tion served
East Kootenay 78 122
West Kootenay 74 121
North Okanagan 119 144
* South Okanagan 219 0
Thompson 149 184
* Fraser Valley 325 96
* South Fraser Valley 747 418
* Simon Fraser 406 0
* Coast Garibaldi 86 44
Central Vanc Island 251 362
Upper Island 137 144
Cariboo 97 154
North West 142 259
* Peace Liard 100 30
Northern Interior 177 173
Vancouver 604 604
* Burnaby 210 94
* North Shore 187 0
* Richmond 172 0
* Capital 310 231
British Columbia 4,588 3,180

* These regions are considered to have a
significant lack of services.

Target population: 10% of live births 1996 (1997
data not yet available). An estimated 10% of
pregnant women are considered to be at-risk by
pregnancy outreach criteria. Clients served:
Number of clients enrolled in Pregnancy Outreach
Programs (POP), Canada Prenatal Nutrition
Programs (CPNP), Community Action Program for
Children (CAPC), Healthiest Babies Possible, and
Sheway in 1997/98; "0" means no comparable
prenatal outreach program. Source: Infant and
Child Team, B.C. Ministry for Children and
Families.

Note: Prenatal outreach is only one aspect of
reproductive health services. Other elements of
reproductive care include sexuality education,
contraceptive services, maternal care, control of
reproductive tract infections, prevention and
management of infertility, and treatment of
reproductive cancers. See Provincial Health

Officer's Annual Report 199pages 126-155.
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Early Intervention

A range of services are provided for children
with or at risk of developmental disabilities.
These services include speech and language
therapy, occupational therapy, physiotherapy,
and family support worker services. These
services are provided by various agencies and
facilities throughout the province.

The value of providing early intervention for
children with special needs has been well-
established (Guralnick & Bennett, 1987; B.C.
Ministry for Children and Families, September
3, 1997). However, until recently it has been
difficult to measure the outcomes or impacts of
services provided here in British Columbia.

Over the past few years, an outcome-oriented
information system called Developmental and
Rehabilitation Information System (DRIS) has
been developed to support the delivery and
evaluation of services for children with
developmental disabilities. DRIS has been
implemented in approximately 65 sites serving
children and youth with special needs around
the province. For 1997, data on 249 children
were reported via the DRIS system.

Based on data reported to DRIS, most children
(919%-92%) have made progress towards
reducing their disability(ies), from the
perspective of the child and/or family and the
service provider (Table 20). "Progress" is based

on goals and targets tailored to each client, such

as "learn twenty new words in sign language" or
"not be depressed at school". About 41% of the
clients and/or families who provided a
satisfaction rating were satisfied with the
progress they or their child had made toward
goal attainment.

The number of clients for whom these data have

been reported is very small at this time.
However, these early results illustrate the type
of information that can be collected about client
outcomes. The number of clients for whom
these data are available is expected to increase
over time.

Table 20 Goal Attainment, Presc hool and
School Children Receiving S ervices for

Developmental Disabilities, B.C., 1997
Outcome Percent
Progress in attaining goals (as rated 91%
by the client/family)
Progress in attaining goals (as rated 92%
by the service provider)
Satisfied with progress (as rated by 41%

the client/family)

Percent of clients who made progress toward
treatment goals, as determined by data and the
perceptions of clients/families and service
providers. Source: Developmental and
Rehabilitation Information System (DRIS). B.C.
Ministry for Children and Families. Note: Above
data are based on 249 clients (183 preschool
children, 66 school children) with developmental

disabilities. This reflects only a small percentage of

the total number of clients served in 1997.

Recommended Action:

@ Health authorities should continue to
develop information to monitor the

outcomes of population health services

provided to children and youth.
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Treatment Services

There are many services that are highly effective in treating illness and restoring health. At this time,
information systems do not routinely measure the extent to which these services are being provided
across the province. For many services, we do not know what the "right" level of use should be.
Levels of antibiotic prescribing and regional variations in services such as ritalin prescribing,
myringotomy, and tonsillectomy suggest that some children may be receiving unnecessary
treatments.

Effective Services Based on hospital data, we know that for
children age 0 to 14:

There are many services that are highly effective

in curing iliness and restoring or enhancing ® Fewer children are being admitted to
health. These range from counselling and hospital each year - between 4 and 5 cases
guidance by family doctors and public health for every 100 children in 1996/97,

nurses, the provision of first aid and emergency compared to 8 per 100 in the early 1980s
medical care, to treatment of specific medical (Figure 51). It is important to remember that
conditions. At the present time, information over this time period, different ways of
systems do not measure the extent to which delivering the same service have been
these services are being appropriately provided developed.

across the province.

are being developed. However, at the present Children Age 0 to 14, B.C., 1983/84-1996/97
time, we have limited information about which
children receive what health service for what 30 1
purpose, whether those services are leading to & o5 +++ = |nfa4nrts (under 1 yr)
improved health, and whether children have § e ..
health needs that are not being met. E 20 1 +'+"-+
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Source: Information and Analysis Branch, B.C.
Ministry of Health. Hospital cases per 100 population,
acute and rehabilitation care.
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Respiratory disease, injuries, and perinatal
conditions (especially for the under-one age
group) are the main reasons for which
children are hospitalized (Figure 52).

Figure 52 Hospitalization Rates by Cause,
Age 0 to 14, B.C., 1996/97
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Source: Information and Analysis Branch, B.C.
Ministry of Health. "Perinatal” includes perinatal
conditions and congenital anomalies.

Dental procedures, myringotomy (a surgical
treatment for middle ear infections), and
tonsillectomy are the most common surgical
procedures (Figure 53). Of the 32,527 total
surgical procedures on children in 1996/97,
most (63%) were done on a day surgery
basis.

Figure 53 Most Common Surgical
Procedures, C hildren Age 0 to 14,
B.C., 1996/97

Procedure
Dental* ]

Myringotomy**

Tonsillectomy

Fracture
reduction

Hernia repair

7 B Minpatient
Circumcision I:‘Day surgery
Appendeclomy-
0 1000 2000 2000 4000 5000

Number of procedures

* Dental procedures, including tooth extractions,
fillings, and other dental work done in hospitals.

** Putting tubes in the ears, a surgical treatment for
middle ear infections. Source: Hospital Comparative
Reports, version 1.3. Information and Analysis
Branch, B.C. Ministry of Health.

|
Surgical Procedures

Dental procedures are the most common
surgical procedures that children receive in
hospitals. Dental procedures include tooth
extractions, fillings, and other restorative
dental work done in hospitals, usually on a
day surgery basis. A hospital setting is
often required for children's dental
procedures, due to their young age and the
length of time required for treatment.
Because of the specialty nature of
children's dental surgery and their
anesthetic risk, many children requiring
this type of surgery are referred to
Children's Hospital in Vancouver.

Childhood dental disease is preventable.
For more information about prevention,
see Dental Health, pages 163-166.
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Data from physicians' billings to the Medical
Services Plan tell us how many children
received services from family doctors or
specialists, and how much those services cost.
Respiratory infections and middle ear infections
are the leading causes of physician office visits,
while asthma, strabismus (an eye disorder), and
otitis media (ear infections) are the most
common reasons for which children are referred
to specialists (Table 21).

Statistics such as those in Figures 51-53 and
Table 21 provide a general awareness of the
conditions that affect children. However, more
detailed research is required to shed light on the
utilization patterns of health services for
children.

Table 21 Most Common Diagnoses,

Children's Visits to Medical Specialists,

Children Age 0 to 14, B.C., 1996
Number Number

Diagnosis of of Payments
(ICD9 code) Children Services ($000s)
Asthma (493) 7,513 8,472 1,068
Strabismus (an 5,932 6,699 426
eye disorder)
(378)
Otitis media (ear 5,823 6,196 374
infection) (381)
Hyperactivity (314) 4,940 5,517 829
Allergic rhinitis 4,550 4,678 569
("hay fever") (477)
Dermatitis (skin 3,975 4,282 287
inflammation)
(691)
Total - all causes 133,457 184,702 18,009

Number of patients, services, and Medical Services
Plan payments for specialist medical exams, children
age 0 to 14. The above table shows the leading
causes according to individual 3-digit ICD9 diagnostic
codes. Diagnoses may be grouped in various ways.
Depending on how diseases and disease codes are
grouped, the leading causes will differ. Source:
Medical Services Plan. Prepared by Clinical Support
Unit, Community Health.
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Ritalin Prescribing

Attention Deficit Hyperactivity Disorder
(ADHD) consists of a group of behaviours that
include distractibility, impulsive behaviour, and
physical hyperactivity. These symptoms are
usually much more noticeable in the classroom
or other group settings, where children with
ADHD may be restless, have trouble
concentrating or paying attention, act without
thinking, and have difficulty awaiting their turns
in games or groups.

Drug treatment can be effective in helping
children with ADHD, especially when drugs are
combined with other forms of support such as
counselling or extra help in the classroom.
While drug treatment is appropriate for children
whose behaviour meets the criteria for ADHD,
there is no definitive test for ADHD, and the
line between normal behaviour and disorder is
blurred. This has led to questions about the use
and potential overuse of prescription drugs,
primarily Ritalin.

In one major population-based study (the
Ontario Child Health Study, conducted in 1983),
9% of boys and 3% of girls were found to have
ADHD, and three of every 1,000 children (aged
4-18) were receiving medication specifically for
ADHD.

In British Columbia, the rate of
methylphenidateprescribing has been
increasing in recent years (Figure 54). Increases
in prescriptions to children have occurred in all
other provinces over this time period, although
data systems do not provide statistics that are
directly comparable or readily available. Usage
of Ritalin and other stimulant medications is
lower in British Columbia than in the United
States, but higher than in European countries,
where Ritalin is rarely used.

* Methylphenidate is a stimulant medication prescribed
for ADHD. One brand, Ritalin, accounts for about 80% of
all medications prescribed for children with this
condition. Ritalin is also a drug that can be abused and
may get diverted for this purpose.

Figure 54 Methylphenidate Use Among
Children Age 0 to 19, B.C., 1990-1996

20 7

15 7

10 7

Rate per 1,000 children
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Methylphenidate use: the number of children age 0 to
19 years receiving prescriptions for methylphenidate
(Ritalin is the most commonly prescribed brand), per
1,000 children in this age group. Source: Miller, A.R.,
Lalonde, C.E., & Armstrong, R.A. Unpublished tables.

Over the 7-year period 1990-1996, 14,989
British Columbia children (16 per 1,000 age 0 to
19) received prescriptions for methylphenidate.
Usage was highest among boys 5 to 9 years old,
with 5.2% of boys in this age group receiving
prescriptions (Figure 55). The male-female
difference is not surprising, as surveys such as
the Ontario Health Survey and the National
Longitudinal Survey of Children and Youth

have found hyperactivity symptoms to be much
more common among boys than girls.

We have no information about other services
(such as counselling or classroom support) that
were provided at the same time. This is a
concern, since drug treatment alone is believed
to be less effective than combined forms of
therapy in long-term management of ADHD.

Because there are no universal guidelines about
diagnosis and treatment of ADHD, we do not
know what the "right" level of ritalin use should
be. Treatment of ADHD depends on clinical
judgement, which includes an assessment of
how the problem is impacting the child and
his/her family.
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Figure 55 Methylphenidate Rates by

Age Group and Sex, B.C., 1990-1996
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Number of children who received a prescription for
methylphenidate per 1,000 children in each age
group. Each child is counted only once during the 7-
year study period. Source: A.R. Miller, C.E. Lalonde,
& R.A. Armstrong. B.C. Methylphenidate Survey.
Unpublished tables.

To treat a chronic disorder such as ADHD, most
children will require multiple (six or more)
prescriptions. A high rate of single prescriptions
may indicate questionable diagnostic and
treatment practices for children who have
behavioural and/or learning problems. For
example, single prescriptions may reflect the use
of Ritalin as a diagnostic test, though this would
represent a faulty management strategy.

While 42% of children received six or more
prescriptions, about 33% of children received
one or two only (Miller, Lalonde, & Armstrong,
unpublished). This rate of single and two-only
prescriptions is lower than in the United States.
Although receiving only one or two
prescriptions of methylphenidate is appropriate
in some situations, these results suggest that
some inappropriate prescribing may be
occurring, and supports the need for standard
guidelines and treatment.

Regional variations in methylphenidate
prescribing indicate that treatments for ADHD
are not being uniformly provided. Children in
the Thompson, North Okanagan, and Fraser
Valley regions are up to three times as likely to
receive a methylphenidate prescription as are
children in Vancouver (Figure 56).

Figure 56 Methylphenidate Rates, Children
Age 0 to 19, Health Re gions, B.C., 1990-1996
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Source: A.R. Miller, C.E. Lalonde, & R.A. Armstrong.
B.C. Methylphenidate Survey. Unpublished tables.
See Appendix pages F-10 and F-11 for additional
data and notes.

Diagnostic and treatment guidelineand
supports to implement themare needed to
ensure that children are receiving the best
possible care for emotional and behavioural
problems, including ADHD. In addition, we
need to ensure that cost-effective non-medical
forms of therapy are available and accessible.

Recommended Actions:

® Assess costs and effectiveness of medical
and non-medical treatment for ADHD.

@ \When guidelines for ADHD are available
(currently being developed by the
Canadian Pediatric Society), assist
clinicians to use the published guidelines
and establish methods for monitoring
adherence to guidelines.
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Antibiotic Treatment

Appropriate treatment of common infections is
important to child health in the short term,
because children who are treated properly get
better more quickly. Appropriate treatment is
important in the longer term, too, because too
much use of antibiotics can lead to organisms
that are resistant to first-line drug treatment.
Antibiotic resistance is an increasing problem
world-wide, with potential to reduce the success
of this useful family of drugs.

Appropriate treatment also ensures that we are
getting the best value for our health dollars.
Spending on unnecessary drugs means less
money is available for other health services that
do improve health.

Treatments change, as we learn more about
diseases and as drugs, surgical procedures, or
other therapies are developed or improved.
Previously, treatments for infections depended
on the distinction between bacterial infections
(for which antibiotics are prescribed) and viral
infections (which do not respond to antibiotics).
Now there is an added dimension: allergic
versus non-allergic respiratory conditions.

A 1994 survey of family practitioners in British
Columbia found that physicians tended to use
antibiotics in a consistent manner. In general,
appropriate drugs were prescribed for conditions
involving single organisms, but there were
different patterns of prescribing for more
complex cases (Bryce, Riben, & Noble, 1997).

To assist medical practitioners in prescribing the
right treatments for infections, guidelines and
formularies have been developed (Ontario
Anti-infective Review Panel, 1997; Levine,
Lexchin, & Pellizzari, 1995). To assess whether
we are doing the right things right, this section
looks at the extent to which doctors in British
Columbia are complying with these guidelines.

The data presented here pertain to two common
health problems - upper respiratory tract
infections and otitis media (middle ear
infections). These conditions are the leading
causes of children's visits to their family

doctors. On average, for every 10 children age O
to 14, 4 visited their doctor for an upper
respiratory infection and 2 for otitis media in
1996.

Together, upper respiratory infections and otitis
media account for about one-third of physician
office visits (ages 0 to 14) and more than $20
million in Medical Services Plan payments each
year (Figure 57).

Figure 57 Physician Office Visits*,
Children Age 0 to 14, 1996
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* Medical Services Plan services for physician office
visits, fee codes 100 and 107. These services are
usually provided by family doctors. Acute upper
respiratory tract infections (ICD9 codes 460-465).
Otitis media: ICD9 381-382. Source: Medical
Services Plan. Prepared by Clinical Support Unit,
Community Health.
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Prevent ion of
Upper Respiratory Infections
and Otitis Media

This section focuses on the treatment of
upper respiratory tract infections and otitis
media. Prevention of these conditions is
also important, and can be achieved
through the reduction of risk factors such
as exposure to tobacco smoke and through
protective behaviours such as
breastfeeding.

For additional information on prevention,
see Respiratory Diseases (pages 128-133)
and Breastfeeding (pages 46-47).

Upper Respiratory Tract Infections

Most respiratory infections are caused by
viruses, and children will recover without need
for drug treatment. When children are sick,
parents need reassurance and information about
how to care for and comfort their sick children.

In the case of common colds, flu, or other viral
infections, parents need to know that it is all
right to leave the doctor's office without a
prescription.

Only a small proportion of upper respiratory
infections require treatment with antibiotics.
Yet, one-third of children diagnosed with
common colds and two-thirds of those with sore
throats received prescriptions for an antibiotic
(Figure 58).

Figure 58 P ercent of C hildren Receiving a
Prescript ion for Antibiotics for the Common
Cold or for Sore Throat,

Children Age 0 to 14, B.C., 1996
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Percent of children diagnosed with common cold
(ICD9 460) or with sore throat (ICD9 462) who
received a prescription for an antibiotic on visiting a
doctor’s office. Source: Medical Services Plan and
PharmaNet. Prepared by Clinical Support Unit,
Community Health.
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Otitis Media

Otitis media, commonly referred to as "ear
infection", is one of the most common problems
of infancy and early childhood. Otitis media is
an inflammation of the middle ear. This causes
pain and discomfort in children and anxiety in
their parents. In some cases, otitis media can
cause temporary hearing loss.

During early childhood, most children will have
experienced at least one ear infection, and a
significant number will have repeated episodes
(Stool et al., 1994). Otitis media is most
frequent among infants 6-12 months of age,
among boys, among children whose brothers
and sisters have had ear infections, children who
are not being breastfed (Teele, Klein, Rosner,
1989), and children whose parents smoke in the
home (Collet, Larson, Boivin, Suissa, & Pless,
1995).

Children are much more likely to develop ear
infections than are adults. In children, the
immune system is still developing, and there are
also anatomical differences in the ear. In
addition, with increased number of children
attending child care centres, the chances of
coming into contact with another infected child
are greater (Osterholm, 1992). It is normal for
children to have an increased number of
infections, as their immune system "learns"
about the world.

Although otitis media is extremely common,
uncertainties persist about the most appropriate
treatment. In most (60%-90%) cases, children's
ear infections will get better on their own
whether one treats with antibiotics or not
(University of Leeds, 1992; Lehnert, 1993,
Rosenfeld et al., 1994; Stool et al., 1994). This
is because most ear infections are caused by
viruses, and antibiotics are only effective against
bacteria. Similarly, allergic congestion can
mimic an ear infection; allergic conditions do
not respond to antibiotics.

Because it is difficult to determine if a middle
ear infection is viral or bacterial, some
physicians choose to treat all children with
antibiotics if a middle ear infection is diagnosed.

Of the 133,292 children who visited general
practitioners because of otitis media, almost
60% (76,577) received a prescription for
antibiotics. For most children, Amoxicillin, the
first-line antibiotic recommended in the anti-
infective guidelines, was prescribed. About one-
guarter of the children receiving antibiotics
received second-line treatments as their first
prescription (Figure 59).

Figure 59 P ercent of Patients Receiving
Antibiotics for Otitis Media,

Children Age 0 to 14, B.C., 1996
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Percent of children diagnosed with otitis media (ICD9
381-382) who received a prescription for antibiotics
after visiting a general practitioner and percent who
received first-line (first choice) or second-line
(alternative) treatment on their first prescription.
Source: Medical Services Plan and PharmaNet.
Prepared by Clinical Support Unit, Community Health.
First-line and second-line antibiotics those specified in
the Ontario Anti-infective Review Panel's
Anti-infective quidelines for community-acquired
infections (2nd ed.). Toronto, ON: Publications
Ontario, 1997.
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Actions to Promote Appropriate Use of
Antibiotics

Tools such as self-care handbooks and the

provision of telephone advice can help parents
know when to seek medical attention and what

constitutes appropriate treatment of common
health problems. A pilot project is now under

way in the Capital Health Region to evaluate the

effectiveness of such tools.

Clinical practice guidelines can assist medical
practitioners in prescribing the most effective

treatments. Typically, such guidelines are based

on an analysis of literature on effectiveness,
combined with expert judgement of a panel of
clinicians.

British Columbia has not yet developed specific
protocols or antibiotic prescribing guidelines for

otitis media or upper respiratory infections.
However, British Columbia's Therapeutics
Initiative has endorsed and distributed Arei-
Infective Guidelines for Community-Acquired

Infections developed by Ontario's Anti-infective

Review Panel (1997). Use of these published
guidelines, particularly when combined with
other education and positive feedback, can
improve the appropriateness of prescribing
practices.

Communities can also take action together to
reduce inappropriate use of antibiotics.

In Port Pirie, Ontario, the community, the local
physicians, and the pharmaceutical industry
worked together to reduce this problem. Town
hall meetings were organized to educate
community members not to always expect an
antibiotic for common infections. Physicians

used professional anti-infective guidelines, and

industry restricted marketing activities to
support these guidelines in their contacts with
doctors.

The results were dramatic. Compared to the rest
of Ontario, where antibiotic prescribing
continued to increase, prescribing rates in Port
Pirie declined by 20% overall. In addition, the
proportion of inappropriate antibiotic
prescriptions (using second-line drugs) was also
reduced by 20%.

Recommended Actions:

Educate parents and other caregivers
about appropriate treatment of common
childhood diseases such as upper
respiratory infections, otitis media, and
allergies. This could be done through the
use of tools such as self-care handbooks
and the provision of telephone advice.

To prevent the spread of antibiotic
resistance, community education
campaigns involving citizens, prescribers,
and pharmaceutical advertisers should be
undertaken to increase local awareness,
change expectations, and improve
prescribing practices.
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Regional Variations

For many health services and procedures (such
as Ritalin prescribing, pages 94-95), we lack
clear evidence and standards as to when and
how services should be provided. Where
standards exist antibiotic prescribing, for
example- it is not always practical to obtain
data to measure compliance.

Some types of care are known to be ineffective
or even harmful, i.e., the service has been shown
to lead to no improvement in health. Examples
include routine supplements of water for
breastfed babies, routine circumcision of
newborns, and urine tests to screen for urinary
tract infections in healthy children. Other health
services are controversial, and many experts
believe that the risk of complications often
outweighs the potential health benefit. Removal
of tonsils and adenoids is an example.

One way to compare levels and appropriateness
of services is to study regional variations in
rates for services or procedures. Age
standardized rates are used to allow for
comparisons of populations of different sizes
and age composition. A large variation in rates
suggests a lack of agreement about the most
appropriate care, differences in diagnostic
coding practices, and/or that some inappropriate
care may be occurring.

May Not Require Hospitalization (MNRH)

In the case of hospitalization, large differences
in admission rates overall and for specific
causes- suggest that there are factors other than
rates of illness that are influencing decisions
about when to treat children as outpatients and
when to admit them to hospitals. One measure
that has been developed is a group of diagnoses
and procedures that "may not require
hospitalization” (MNRH). MNRH cases are
those where patient characteristics usually mean
that care could be provided on an outpatient
basis.

According to this measure, 5,355 pediatric cases
- 16% of in-patient cases and 8% of hospital
days- were classified as MNRH in 1996/97.

This does not mean that all children falling in

the MNRH category could have been treated on
an outpatient basis, or that outpatient services
exist to provide an alternative. However, MNRH
data such as that shown in Table 22 can help
identify opportunities for reducing pediatric
admissions.

Table 22 Hospitalization Rates, Cases that
May Not Require Hospitalization (M NRH),
Children Age 0 to 14, Health Re gions,

B.C., 1996/97

MNRH Rate per
Health Region Cases 1,000
East Kootenay 248 15.1
West Kootenay 149 9.2
North Okanagan 186 7.9
South Okanagan 239 5.9
Thompson 288 10.5
Fraser Valley 374 7.1
South Fraser Valley 561 4.8
Simon Fraser 441 7.1
Coast Garibaldi 125 8.3
Central Vanc Island 352 7.6
Upper Island 206 7.8
Cariboo 136 7.9
North West 203 8.6
Peace Liard 173 10.4
Northern Interior 396 13.0
Vancouver 345 4.7
Burnaby 146 5.4
North Shore 169 5.7
Richmond 123 4.3
Capital 477 8.7

Unspecified 18
British Columbia 5,355 7.2
Highest region 15.1
Lowest region 4.3

Source: Age Standardized Utilization Rates,
version 2.2. Information and Analysis Branch, B.C.
Ministry of Health.
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Provision of data and discussion of appropriate
rates can have a positive impact on utilization.
Due, in part, to increased discussion and
awareness, utilization rates for MNRH cases
have been falling over the past six years (Figure
60).

Figure 60 Hospitalization Rates, Cases that
May Not Require Hospitalization,
Children Age 0 to 14, B.C., 1991/92-1996/97
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Source: Age Standardized Utilization Rates, version
2.2. Information and Analysis Branch, B.C. Ministry of
Health.

May Not Require Hospitalization

"May not require hospitalization" (MNRH)
is a classification developed by the
Canadian Institute for Health Information.
MNRH is used to describe cases in which
the combination of diagnosis, procedure,
and age usually mean that care can be
provided properly on a non in-patient
basis. Examples are tonsillectomies,
sprains and strains, croup, and sore throat.

MNRH prompts a review of in-patient
cases to identify opportunities for reducing
hospital admission by providing more care
in outpatient settings.
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Physician Office Visits

In the discussion of antibiotic resistance, we saw
that upper respiratory infections and otitis media
were the leading causes of children's visits to
their family doctors.

Around the province, there is a considerable
variation in rates for which children visit their
doctors for these conditions. Based on Medical
Services Plan statistics, children in Vancouver
and the lower mainland have the highest office
visit rates for respiratory infections (Figure 61).
For otitis media, Upper Island and Capital
regions have the highest rates (Figure 62).

Figure 61 Physician Office Visits for Upper
Respiratory Infections, Children Age 0 to 14,
Health Re gions, B.C., 1996
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Age standardized rates per 1,000 population for
physician office visits, acute upper respiratory tract
infections (ICD9 codes 460-465). Children: Patients
age 0 to 14 receiving MSP services for this diagnosis;
each child is counted only once. Office visits: MSP
services for this diagnosis; each child may have
received more than one service. Provincial total:
314,973 children, 551,527 office visits. Source:
Medical Services Plan. Prepared by Clinical Support
Unit, Community Health.

Figure 62 Physician Office Visits for
Otitis Media, Children Age 0 to 14,
Health Re gions, B.C., 1996
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Age standardized rates per 1,000 population for
physician office visits, otitis media (ICD9 381-382).
Children: Patients age 0 to 14 receiving MSP services
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