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Ithough most children in Australia enjoy excellent health, a

minority experience the ill health expected in far poorer

nations. Clinicians treating children are well aware that each
child’s social circumstances affect not only the extent to which the
child’s illness could have been prevented, but also how the recovery
is managed. Dealing with the background factors contributing to a
childs health, such as the carers understanding of the illness, or the
availability of community services, is often far more challenging than
treating the disease process itself.

Here, we explore some of the health indicators in children, their
determinants and the possible mechanisms involved. We present the
evidence for strategies to improve child health and the initiatives
already in place, together with the possible roles practitioners can
play. We have attempted to grapple with some of the difficult issues
that fall between public health initiatives and the problems facing
the child before you in your consultation room (see Case study).
How can the practitioner engage with community-based initiatives
to improve child health? We present a combination of literature
review, opinion and evidence, and outline some of the challenges to
be addressed if we are to make progress.

Health status of Australia’s children
Based on the most stringent definition of poverty (the lowest decile
of gross income), 80% of Australian children (<15 years of age)
did not experience poverty over the period 1995-1997; of the
20% who did, only 1% were in persistent poverty in this period."
However, despite Australia’s material wealth and the generally
high level of education, many indicators of health and wellbeing in
children and adolescents are discouraging. The rates of develop-
mental and behaviour disorders in children are high®? (15% of
those aged 4—12 years have emotional or behavioural problems™);
the rate of children in out-of-home care (currently 4.2 per 1000)
has been rising consistently since national data collection began in
1996;° and a third of deaths in children aged 1-4 years have
preventable causes (transport fatalities, drowning and assault). In
teenage girls pregnancy rates are high, and suicide rates in young
Australian males have quadrupled over the past 30 years.” Chil-
dren seeking asylum in Australia face multiple challenges in
accessing health care despite complex health needs, including
experience of trauma and effects of prolonged detention.®

Socioeconomic discrepancies in child health

Child health is a barometer of social ill health and highlights the
discrepancies between children from different backgrounds. Pre-
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Are we doing enough to target children in need in Australia?

ABSTRACT

e Although children in Australia generally have good health,
some alarming indicators of poor health and wellbeing exist,
which are related to major socioeconomic discrepancies.

e The pathways connecting socioeconomic disadvantage to
child health outcomes are complex and poorly understood.

e Reducing social disadvantage requires strategies beyond the
health arena, involving political, moral, cultural and economic
initiatives.

e Developing “social capital” — cohesion in communities, a
sense of belonging and involvement in community affairs —
may be a key strategy in improving health indicators.

¢ Overseas studies of early intervention and home visiting
programs in early childhood have shown improvements in
child health and development outcomes. Similar programs
have been introduced in Australia and face considerable
challenges in their widespread roll-out and evaluation.

e Health professionals need to develop practical ways to
interact with community programs and thus improve social
capital.
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schoolers from low socioeconomic backgrounds are more likely to
experience developmental delay, injuries and hospitalisations and
are less likely to have been breastfed, to be fully immunised, and to
attend good quality childcare facilities. Adolescents from disadvan-
taged backgrounds are at higher risk of poor literacy, behaviour
disorders, unwanted pregnancy and attempted suicide.

In Australia, many of these indicators are most noticeable in
Aboriginal and Torres Strait Islander children. For example, age-
adjusted hospitalisation rates for injury among Indigenous chil-
dren are consistently higher than the rates among non-Indigenous
children, particularly for burns, assault and poisoning, in rural
areas and among males.

There is a growing body of literature both in Australia and
internationally documenting the association between socioeco-
nomic status and mortality, with disadvantaged groups experienc-
ing higher death rates for most major causes of death at all ages,”®
and mortality rates rising stepwise as children’ level of disadvan-
tage worsens (Box 1). It has been calculated that each year in
Australia 1500 deaths of children aged 0-14 years can be attrib-
uted to socioeconomic disadvantage.'®!! In Aboriginal and Torres
Strait Islander children, average death rates remain 2.5 times those
in non-Indigenous children.? There is also evidence that mortality
inequalities have widened over time in Australia.”!*

The compounding effect of health inequality

Health inequality itself may play a role in undermining the health
of the most disadvantaged groups, possibly through mechanisms
such as psychosocial distress, reduced sense of wellbeing, lack of
hope, and social exclusion.
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Case study — a child with developmental delay

A general practitioner refers a 16-month-old boy to the local Child and
Family Team for developmental assessment. He was born 6 weeks
premature, and there are concerns about his general development. His
mother is taking methadone and attends a local Drug and Alcohol
Service. After multiple attempts to contact the family by letter and

telephone, an appointment date is arranged 3 months after referral. The

GP is contacted to assist in reminding the mother, and her intention to

attend is confirmed. However, the child and mother do not attend, and a

second appointment is offered 2 months later.

The child and mother arrive 45 minutes late for the appointment. The
mother is talking loudly to herself in the waiting room and the reception
staff are eager for her to be taken into the consultation room. At the
consultation, the mother says that her son is doing well and focuses on
her own experiences as a child in foster care and how she is attempting,
through the Family Court, to get her two other children back home, as
they were removed a year ago.

Developmental assessment of the child is difficult as he is restless and
highly active, but the clinician’s impression is that he has mild
developmental delays in all areas except gross motor skills. The
assessment is scheduled to be completed at daycare, as the mother has
enrolled the child to begin in the next few weeks.

Issues we consider in this article:

Despite the mother being offered subsidised rates for the child's
care, the boy does not attend daycare and is not there for the
assessment. The boy’s caseworker from the Department of
Community Services has left, but a social worker at the Aboriginal
Medical Service agrees to assist the mother in arranging a follow-up
appointment.

Seven months later, the child is seen by the Child Protection Team.
The mother's substance abuse has worsened, her mental health has
deteriorated and there have been multiple episodes of the boy
being exposed to domestic violence. He has been removed from his
mother and placed in temporary foster care with six other young
children. His foster mother is concerned that he simply follows her
around, does not play and knows only three words.

A developmental assessment is requested (at age 22 years) and
again shows mild global developmental delay with normal hearing
and vision. A speech therapy assessment shows significant language
delay; the boy is put on the waiting list for ongoing speech therapy.
His foster mother is unable to bring him to regular appointments,
and his second caseworker attempts to assist. At 32 years of age, he
does not attend daycare and is yet to be placed in long term foster
care.

e Could the usual model of medical consultation be altered to increase the likelihood of better health outcomes for this child?

e Are there any community organisations or programs to assist this mother and improve the social environment for her children?

e Could responsive services and good advocacy on this boy’s behalf by carers and clinicians, with greater certainty regarding who is responsible
for his health and wellbeing, have minimised his language and developmental difficulties? .

On the other hand, wealthier groups in Australia are more able
to implement healthy lifestyle behaviours, use preventive health
services and take advantage of social policies to improve their
health.’ Paradoxically, patients of lower educational and occupa-
tional status are the lowest users of preventive care services, and
general practitioners spend less time with them, reporting being
overwhelmed by the seriousness and extent of their problems.'*'*

Determinants of child health

The determinants of child health are complex and operate at
many levels, including global forces, government policies, the
health care system, psychosocial factors, individual health behav-
iours, and biological reactions. These factors also interact with
each other to determine the pathway to health (or disease),
particularly if they occur at developmentally crucial times.
Current understanding suggests that adverse environments in
early life, interacting with a child’s genetic and temperamental
predisposition, result in biological changes (such as neuronal
connections) that determine coping, resilience and health out-
come in adult life."® This creates some pressure on society to “get
it right”, as children in adverse circumstances are being pro-
grammed in a way that sets patterns of health for later life.
Simple solutions, such as targeting behaviour change or welfare
programs, are less likely to be as effective as action at all levels,
including societal and cultural change.'®

Social capital

Attempts to understand the complex relationship between health
outcomes and their determinants have led to the concept of social
capital. Defined as “the social cohesion of a community, and the
sense of belonging” that individuals feel,'” social capital represents

the degree to which people feel they can request assistance from
their neighbours, allow their children to play outside in safety, and
participate in community activities. Social capital results in inde-
pendent improvements in health indicators: higher behavioural
scores in children, reduced school dropout rates, less criminality,
and lower smoking rates among women.'® Although the precise
pathways are poorly understood, the evidence suggests that
creating opportunities for community networking is empowering
and plays a role in improving child health in poor communities.
Social capital programs based in schools have improved mental
health outcomes and reduced risk-taking behaviours.!¥ A system-
atic review of the qualitative evidence suggests that good family
relationships, friendships and neighbourhood networks help to
mitigate the impact of disadvantage on the wellbeing of children
and young people.*°

1 Childhood mortality rates’
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Age-standardised mortality rates for children aged 0-14 years,
all causes and injury mortality, 1998-2000.

Quintile 1 = least disadvantaged; quintile 5 = most disadvantaged. .
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2 Inequalities and national strategies — some examples

Health inequality/National strategy

Women of lower socioeconomic status

e More likely to smoke and have low birthweight babies

National Drug Strategic Framework 1991-99 to 2001-04 (includes
tobacco, alcohol and illicit drug strategies)®®

e Have lower rates and shorter duration of breastfeeding

Eat Well Australia: an Agenda for Pubic Health Nutrition, 2000-2010%4
National Aboriginal and Torres Strait Islander Nutrition Strategy and
Action Plan®

Children of lower socioeconomic status

e More likely to come from Indigenous, immigrant or sole-parent
families

National Strategic Framework for Aboriginal and Torres Strait Islander
Health3®

National Public Health Partnership®

e More likely to die in infancy and childhood (from prematurity
disorders, sudden infant death syndrome, intentional and
unintentional injuries)

Draft National Injury Prevention Plan: 2004 Onwards®’

e |ess likely to attend a quality preschool education facility, which
impacts on performance in the early years at school

National Agenda for Early Childhood®

e Have lower immunisation uptake rates

Immunise Australia Program39

e More likely to be hospitalised with respiratory disorders

National Asthma Council*®

e More likely to be overweight and obese
Healthy Weight 2008 — Australia’s Future®’

e More likely to have emotional or behavioural disorders, exhibit
suicidal behaviours and violence

National Mental Health Plan 2003-20082

Role of health professionals

Promote measures to reduce low birthweight (reduction in smoking
and substance abuse; improved maternal nutrition; folate
supplementation during pregnancy; child spacing)

Promote 4-6 months of exclusive breastfeeding

Advocate for child friendly work places

Develop culturally sensitive health services

Improve access to health services

Reinforce correct infant sleeping position

Offer office-based injury prevention advice/advocacy (infant seat
restraints; smoke alarms; pool fencing) and advocate for
environmental safety

Identify and support families under stress

Encourage parents to send their children to early childhood
educational programs

Advocate for good quality and affordable childcare facilities

Promote vaccination

Give opportunistic vaccination

Promote reduction in parental smoking

Provide effective preventive therapy

Monitor body mass index, and encourage exercise, reduced
television viewing, and long term behaviour modification

Evaluate for early complications of obesity

Advocate for changes in the microenvironment (housing,
recreational activities) and macroenvironment (food marketing,
transport, urban planning)

Identify mental health needs of children and adolescents early

Advocate for improved access to mental health services

Undermining the social capital of Australian society is the
marginalisation of certain groups. In Australia, considerably less
progress has been made than in other countries (such as New
Zealand and Canada) in addressing health inequalities between
Indigenous and non-Indigenous people. In addition, the sense of
hope and of having a valued role in society, which are determinants
of health, may be less in Australian Indigenous groups compared
with Indigenous people elsewhere !

It has been argued that “institutional racism” is inherent in our
health services, and takes the form of inadequate funding (which is
not commensurate with the extra health need), inequitable Medi-
care primary health care spending on Indigenous groups, lack of
access to Medicare for some asylum seekers, and culturally
insensitive health services.*?

156

Children as a powerless group

In addition to the economic, cultural and literacy barriers faced by
many people in accessing health care, children face specific
challenges in that they are reliant on advocates to act in their
interests. Many community services have complex eligibility crite-
ria and long waiting lists, and children in the most vulnerable
situations, such as those in foster care or living in impoverished or
unstable family situations, are most likely to be further disadvan-
taged.

Children are a powerless group within society, and it is relatively
easy to violate their rights. This is obvious in sexual exploitation or
prolonged detention of children seeking asylum, but in more
subtle forms is pervasive throughout society. An example includes
the difficulty in achieving legislation banning physical punishment
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in the United Kingdom — society’s most vulnerable citizens thus
have less protection from assault than adults.*®

Even children from privileged backgrounds are largely excluded
from decision making, and are generally regarded as incomplete
and incapable adults. This is distinct from regarding children as
people who function responsibly and appropriately, given their
age, and who can provide valuable insights into their own needs,
especially those who have experienced adverse events, illness or
disability. UK research has highlighted the lack of prioritisation of
children’s needs in the restructuring of health care trusts, and the
scanty consultation and participation of chronically ill or disabled
children in the development of health services.?**> The NSW
Commission for Children and Young People has demonstrated
some early success in consulting with children on their submis-
sions regarding public education and young driver safety,”® in line
with mounting evidence that children can contribute effectively to
health service development.*’?®

Promoting the wellbeing of children

Counteracting the negative factors are resilience and protective
factors that promote child wellbeing and support the development
of self-regulation and child competence. These operate at three
levels:

e society and environment — supportive and inclusive environ-
ments, economic security, effective public health programs;

e family, school and neighbourhood — parental and family cohe-
sion, family friendly workplaces, a close bond with at least one
consistent caretaker in the early years, access to appropriate
services; and

e the child — physical and mental health, resilience, good
language and communication skills, effective problem solving
skills, and positive cultural identity29’30

Health inequities and treating childen

Societal problems directly affect how children present in the
consultation room. Australian researchers have drawn attention to
the links between mental health and behavioural problems in
children and adolescents, and socially disorganised communi-
ties.'? Lack of social capital is strongly associated with child
abuse.*! Suicide in young males is closely linked to unemployment
rates.’? Children living in jobless families are more likely to
present with developmental and educational difficulties. Asthmatic
children who live in families where there is tension and conflict are
more frightened by their symptoms than other children with
asthma.’

Box 2 provides some examples of health inequalities, together
with related national strategies and roles for individual health
professionals.

One of the challenges is that health care in Australia largely takes
place in an individualistic renumeration system based on patients
voluntarily seeking care. Many Divisions of General Practice and
profession leaders are committed to extending the GP’s patient-
centred clinical role to improving the health of practice popula-
tions. However, barriers include the absence of targeted govern-
ment funding for disadvantaged groups, the Medical Benefit
Schedule rewarding mainly episodic care rather than preventive
care, and the lack of formal responsibility by practices for a
specified practice population (as occurs in New Zealand and the
UK).>" This creates little opportunity for improving the health of

3 Investment in the early years of childhood, in the home
and school — program characteristics and outcomes

Early home visiting

e 400 mothers (< 19 years old, unmarried or of low socioeconomic
status) were allocated at random to a control group or to be visited
by prenatal and early childhood nurses. Intervention families
received home visits during pregnancy (mean, 9) and for 2 years
after delivery (mean, 23).%

Intervention families had fewer subsequent pregnancies, and
showed reductions in child behaviour problems, youth criminal
behaviour, child abuse and neglect, maternal substance abuse and
dependency on welfare services.

e 735 women (low income, first time mothers) were allocated at
random to a control group or to receive home visits from either
trained paraprofessionals or nurses.*

Visits by paraprofessionals typically produced effects about half
those produced by nurses: reductions in smoking during pregnancy,
longer pregnancy intervals, greater employment, and improved 2
year developmental outcomes for children.

Preschool/childcare

e An analysis of observational and controlled trials of participation in
early childhood and preschool programs (of diverse quality) from
13 countries.*?

Preschool programs promote cognitive development in the short
term; have a positive impact on school preparation, and attendance
and achievement in early years of school; and reduce the
achievement gap between disadvantaged and advantaged children.

e Early high quality educational childcare aimed at 3- and 4-year-
olds from low income families; random assignment to control and
intervention groups, follow-up to age 40 years.

Short term: Increased 1Q (0.5 SD, fades over time) and achievement;
smaller effects on social behaviour, self-esteem and academic
motivation; improved parental health and safety habits.

Long term: Some studies show diminution in effects over time, and
methodological issues limit interpretation. Others show a variety of
improved mental health outcomes, reduced involvement in crime,
better educational and employment outcomes; and greater
likelihood of home ownership and stable adult relationships.

Parenting

e Triple P — Positive Parenting Program using behavioural family
interventions in preschool children with early conduct-related
problems; series of randomised controlled trials.”’

Results include lower levels of parent-reported child behaviour
problems, lower levels of dysfunctional parenting, and a higher
sense of parental competence, maintained at 1-year follow-up.

communities, and engaging with community development pro-
grams. While this may not be regarded by health care professionals
as their area of expertise, without targeting pre-existing health
determinants, such as unemployment or poverty, little can be done
in the consulting room to address the battery of problems some
patients have on presentation.

What can we do — as a community and as clinicians?

State government policy appears to recognise that empowering
communities by improving women’s educational status, and creat-
ing employment opportunities and community development pro-
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4 The extended role of the clinical practitioner

e Examine social supports as extensively as other aspects of a child’s
health status

e Consider and promote a child’s early development as a critical
period during which optimal care should be provided

e Support the development of parenting programs and community
support networks and assist families to make contact with others in
similar situations

e Work with children and families in ways that empower and support
them, and inform them of their rights

e Act as aresource centre for families, offering information about
local services and support groups, and effective health promotion
material

e Develop cultural awareness and competence in working in diverse
communities

e Develop dedicated preventive activities within the practice,
possibly through practice nurses, and support the role and
importance of nurses and home visitors in activities that improve
child health outcomes

e Develop linkages with public health organisations and become
aware of local resources and programs for disadvantaged groups

e Advocate for both individual children (to access child care,
appropriate education, respite care and other services) and groups
of children (to influence policy and practice on investing in the
early years, building social capital, child friendly legislation)

e Work within professional organisations and with other professional
groups to influence the views of opinion leaders, politicians and
the community around tolerance and social policy

e Link with other agencies outside of the health sector to develop
research and policy agendas, data collection and monitoring
systems around health indicators and inequalities .

grams will remove some of the determinants of poor health.
However, translating these policies into practice, and improving
health indicators have proved challenging, and evidence of
improvements in child health or health inequity is limited.

Professor Stanley, Chief Executive Officer of the Australian
Research Alliance for Children and Youth, asserts that the response
of governments to societal problems tends to target solutions too
close to the outcomes (building prisons rather than intervening
early to reduce crime). In addition, when the approach focuses on
individual factors (personal health risk) rather than population
factors (tobacco production, advertising and distribution, and
social factors affecting consumption), the result is a general shift in
problems from rich to poor people (tobacco smoking), thus
widening discrepancies.” Initiatives that have been successful in
rapidly improving health status alter mean population exposure
(such as fluoridation of water to improve dental health), although
for many interventions disadvantaged groups also require specific
targeting. The way forward may lie in engaging the most disadvan-
taged communities, building on communities’ own resources and
skills in developing resilience, and developing ways of working
collaboratively to address health and broader issues.

Evidence that social capital, and thus child health, can be
improved by early intervention and home visiting programs has
driven the introduction in the past decade of government initia-
tives such as the Stronger Families and Communities Strategy:
communities for children (a federally funded partnership with

local community organisations [in 2000]),** Families First (NSW
lin 1998]),**® Best Start (Victoria), Pathways for Families (South
Australia), Family CARE program (Queensland Health) and others
in Australia and overseas. These programs generally aim to support
parents of young children, encourage early childhood learning and
development, and assist communities to become more child
friendly through various interventions (including combinations of
home visiting, improving access to health and early education
services, fathering and culture-specific programs, and community
capacity building initiatives).

Initially, home visitation programs in early childhood in the
United States targeted child abuse, but unexpected positive effects
were seen in maternal and child health. Box 3 presents some of the
early findings in this area.

The local programs are generally multisectoral (including
departments of education, community, health, disability and hous-
ing), an acknowledgement that social and environmental factors
have more influence on child health outcomes than health inter-
ventions, drugs or other treatments. They also recognise that
modifying early environments is a more powerful way of produc-
ing change than later interventions. The rationale is that the child’s
social and emotional development is highly correlated with his or
her sense of belonging and connectedness to family and school,
and that educational development is affected by participation in
quality early childhood development programs. This draws on the
evidence that preschool experience reduces the gap in achieve-
ment between disadvantaged and advantaged children in the early
years of school, and has long term academic benefits.*7%3
Importantly, studies have demonstrated the greatest benefits in
children from more deprived backgrounds (Box 3).*"

Overseas studies have shown that the more effective home
visiting programs employ nurses rather than paraprofessionals.
The nurses begin visiting during pregnancy, and visit frequently
and for long enough to establish a therapeutic alliance with the
families. At least two and probably three components produce the
greatest effects: an effective program model, the right visitor type,
and a target population that is in need and sees the value of the
service being offered.”*

Ill

How to bring “social capital” into clinical environments

For an individual medical practitioner, community home visiting
programs are “out there”. How do we bring “social capital” into the
clinical environment, and can an individual doctor play any role in
enhancing the community connectedness of his or her patients?
Perhaps the first steps involve simply:

e acting as a resource and provider of effective health promotion
material;

¢ informing people about support groups;

e making the hospital, clinic or consulting room available for
community members as a meeting place; and

e facilitating contact between parents of, for example, disabled
children, so they can rally together for services.

Harris suggests that practitioners should coordinate and organ-
ise preventive activities, possibly through practice nurses, and
actively liaise with community and population health organisa-
tions to provide complementary interventions.'* Some practition-
ers may extend their role to advocating on behalf of groups of
vulnerable children, making representations to the local council
for safe playgrounds or roads crossings, encouraging the local
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Evidence-based interventions

e Home visitation during the perinatal period and infancy for
families of low socioeconomic status, single parents or teenage
parents reduces rates of low birthweight, intentional and
unintentional injuries, child behaviour problems, maternal
substance abuse and welfare dependency, and increases rates
of breastfeeding, immunisation and health service utilisation
(I [injuries]; Il [other outcomes]). 4>

Quality early childhood education improves school attendance,
cognitive development in the early years, academic achievement
in high school and reduces high school dropout rates. There are
also long term mental health improvements and better
educational, employment and income outcomes (I).47-49.52.53

High levels of school and community social capital (community
connectedness) are associated with improvements in health
indicators such as mental and behavioural scores in children,
risk-taking behaviour in teenagers, antisocial behaviour and
criminality, and smoking rates in women (11-3).18>7

Levels of evidence (I-1V) are derived from the National Health and Medical
Research Council’s system for assessing evidence.*® .

Relevant websites

Child and Youth Health: www.cyh.com

Parenting and child and youth health; links to research updates;
telephone help-lines for parents and youth.

Australian Research Alliance for Children and Youth:
www.aracy.org.au/index.htm

National collaboration of researchers, policy makers and
practitioners from many disciplines to build a better future

for Australia’s children and young people.

Best Start, Department of Human Services, Victoria:
www.beststart.vic.gov.au

Extensive links to international resources on home visiting, early
childhood literature, childhood services throughout Australia.
National Public Health Partnership: http://www.nphp.gov.au
Identifies and develops strategic and integrated responses to public
health priorities in Australia. Current priorities include: healthy
weight, communicable disease control, environmental health, injury
prevention, child public health, information development, and
workforce development and planning. .

schools to become asthma friendly, and ensuring the rights of
children in care or in institutions are being respected (see Box 4).

Groups of professionals can be successful advocates and it is
encouraging to note the policy statements of the Royal Australasian
College of Physicians (RACP) about social justice issues, including
“Children and the media”, and “Ethics of research in children”. In
a recent “Inequity and health” policy statement, the RACP empha-
sises that the substantial and systematic health inequalities that
exist in Australia reflect unjust differences in opportunity, access to
services and material resources. They call on the government for a
coordinated response to health inequities, and on health organisa-
tions to develop explicit plans for dealing with health inequities.

Few would refute that all children regardless of their ethnicity or
background have a right to health and to realise their potential. If
allocation of resources “to the maximum extent of their availabil-
ity” is required in order to meet our obligations under the UN
Convention on the Rights of the Child, are we doing enough to
target children in need in Australia?

A study in the UK modelled the health effects if all children had
health outcomes similar to those of the most privileged.”” The
results showed a more than 50% reduction in hyperkinetic
disorders and child abuse, and a 40% reduction in educational
disability and mental disorders. Improving health outcomes is
unlikely to be achieved by health interventions alone, but rather
by collaborative economic and political approaches extending
beyond the health sector.

We are faced with the challenge of improving child health
through reducing inequity, building safe and resilient communi-
ties, addressing discrimination, and reducing marginalisation of
certain population groups.

We are only beginning to understand the complex chain of
influences that result in adverse outcomes, and we have yet to
develop effective ways for health professionals to engage with
community development programs. We are challenged to imple-
ment programs shown to be effective in clinical trials, and to
monitor health and equity outcomes across discipline boundaries.

Some encouragement can be found in the mounting evidence
that community programs make a difference to child health, the
early government recognition of the importance of investing in
young children, the acknowledgement that health interventions
require the support of the social system, and the recent launch of
an Australian national collaborative research network aiming to
enhance child health and development.
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