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Chapter 1

For the sake
of the children
M a rt i n M c k e e
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F o r th e sak e o f th e c h i ld r e N
M a rt i n m c k e e

T

his book is, first and foremost, about the wellbeing of children. Eminent
researchers from Sweden and the United Kingdom have contributed a series of essays on a wide range of topics that have, as their unifying theme, the
quest to improve the lives of some of the most vulnerable members of society.
These essays celebrate great successes. Ingrid Wolfe, in Chapter 2, reminds us
just how much we have achieved in the past century and a half, from the days
when children were seen as simply a form of cheap labour. But Lennart Köhler
in chapter 3, reminds us that we still have far to go, not least in ascertaining the
actual state of health of our children. Despite exhaustive work to measure the
health and wellbeing of Europe’s children, he describes what can only be termed
a scandal of ignorance. He shows clearly just how much we have to do to realise
the commitments our governments have made in the international arena to safeguard the rights of children, as set out cogently in Chapter 4 by Tony Waterston.
These rights can only be realised if we tackle the social determinants of health,
ensuring that our societies give all children the opportunities currently available
to only a few. In Chapter 5 Nick Spencer describes what we need to do to make
this a reality. If the state of child health often lies out of sight of policy makers,
those elements relating to their mental health are even more submerged. In two
complementary chapters, 6 and 7, Henrik and Anna-Karin Andershed and Sven
Bremberg examine mental health in children. The latter, presenting detailed international comparisons, should act as a challenge to policy makers in many parts
of Europe. Some countries have made much greater progress than others in preventing the ultimate failure, suicide. If they can succeed, why cannot the others?
In Chapter 8, Anders Hjern examines the health of the most vulnerable in our
societies, a group whose numbers have increased rapidly in recent years. These
are the children in refugee families. Many have had horrendous experiences in
the few years they have lived before reaching our shores. Yet in some countries we
compound their problems by, at best, neglecting their needs and, at worst, adding
to their suffering by detaining them and their parents. However, as Anders shows,
we have the knowledge, even if we often fail to apply it. One of the reasons why
children in refugee families face barriers to obtaining the services they need is the
stigma attached to their status and the shame that it can invoke. In Chapter 9,
Bengt Starrin reviews the extensive literature on stigma and shame, especially in
relation to how those in receipt of social security benefits view themselves and,
in turn, are viewed by the rest of society. He demonstrates the scale of the battle
that must be waged to give those in our societies who are least fortunate the self13

esteem they need to escape their predicament. There are, however, other threats
to our children beyond the way we have structured society. In Chapter 10, CarlGustaf Bornehag describes the increasing threat to the environment in which
children develop, and in particular the role of endocrine disrupting chemicals. In
Chapter 11 we return to Sweden, where Margareta Blennow and Claes Sundelin
describe the many successes of child health policy but also the remaining challenges. Then, Lucie Laflamme, in Chapter 12, looks at an area where Sweden has
done very well, reducing childhood injuries, but notes that there is still much
to do across Europe, especially in relation to narrowing social inequalities. In
Chapter 13, Ruth Gilbert looks at Sweden from afar, applauding its success in
addressing child maltreatment, something she attributes to its enlightened public
health model.
Finally, in Chapter 14, Ragnar Andersson subjects those successes to a critical review, asking whether they were the result of deliberate policies or the side
effect of development in a successful democratic country where the benefits
were (relatively) evenly shared and where there has been a political consensus
that the welfare of the people, including the children, is paramount.
But this book is not only about children. It is also about one person who,
perhaps more than anyone else, has had the vision, the drive, and the determination to improve the lot of children not only in his native Sweden but, directly,
in countries such as Jordan, Norway, Thailand and Cambodia, and indirectly
through his writings, worldwide. That person is Staffan Janson, the reason why
so many busy people were willing to set aside the time to write chapters for
this book. Scattered throughout the chapters are examples of Staffan’s achievements. He has had the ability to make the invisible visible, a core element of
success in public health. He has been a tireless advocate of the needs of children
in parliaments and public fora in many countries. In very many ways, from
the expansion of the use of rearward facing child seats in cars to measures to
reduce child neglect and abuse, he has made the county of Värmland a pioneer
in child health, attracting attention from across the globe. He has the ability to
anticipate the changing threats to child health at an early stage and to take action, taking advantage of opportunities that others might overlook, as in his important work drawing attention to eating disorders and the role of body image
in the media. In all of his work he has demonstrated a commitment to social
justice, for the poor, the dispossessed, and the migrants. But he is more than
this. As professor at Karlstad and Örebro he has established his credentials as a
top class researcher, bringing the highest level of scientific rigour to the study of
the needs of children and inspiring and supporting the careers of many young
researchers who are now continuing his work in many countries. As an editor
of the European Journal of Public Health he made a major contribution to the
14

dissemination of public health research internationally.
Yet, despite his many outstanding qualities, Staffan Janson has not achieved
what he has single-handedly. He has been able to draw great strength from the
support provided by Anna, his wife, and from the success, albeit tinged with
tragedy, of their children. In this aspect of his life, as in his work, he has put his
principles into practice.
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Chapter 2

Children’s health
services in Europe:
matters of social justice
I n g r i d Wo l f e

16

C h a p t e r 2 C h i l d r e n ’ s h e a lt h s e r v i c e s i n E u r o p e :
m at t e r s o f s o c i a l j u s t i c
I n g r i d W o lf e


T

he 21st century began with the Lancet’s decade for child health, but in
many ways the previous century belonged to the child since a remarkable transformation in the European view of childhood took place during those
years. In Britain, the 20th century began with most children being little more
than fodder for work, with scant attention paid to their lives, health or happiness, and evolved to one where children became seen as future citizens deserving of special consideration for their wellbeing and development.
Charles Dickens, who died 200 years ago, vividly described the short painful
lives of poor children in Victorian Britain. In the 18th century, political changes,
sometimes as a result of revolutions, enabled social welfare movements, but eloquent descriptions of impoverished lives and the relations between poverty and
health provided fire to fuel the cause. Dickens’ literary evocations of deprivation
were complemented by influential reports and academic studies. Edwin Chadwick (1800-1890) in England investigated the effectiveness of the Poor Laws
and became a prominent advocate for using science to improve society and
health (Chadwick 1842). Louis-René Villermé (1782 – 1863) described the relation between mortality and life circumstances in Paris, helped quash the miasma
theory of disease, and became one of the first social epidemiologists (Chantal
and Valleron 2009). Rudolf Virchow (1821-1902) contributed substantially both
to modern pathology and to social medicine. He explained that the origins of a
typhus epidemic lay in poverty, illiteracy, and political subjugation (Taylor and
Rieger 1985). A new way of understanding the world was developing. It was becoming clear that economic and political systems that shape life circumstances
are vital forces in determining health.
“Medicine is a social science, and politics is nothing else but medicine on a large scale. Medicine, as a social science, as the science of human beings, has the obligation to
point out their problems and to attempt their theoretical solution: the politician, the
practical anthropologist, must find the means for their actual solution”
Rudolph Virchow

Victorian philanthropists, writers, politicians, and social reformers argued for
action to improve the lives and health of children, but it took the best part of
the century to make significant progress. When the Industrial Revolution began,
poor children lived and worked in near-slavery conditions, but by the turn of the
20th century there was mandatory schooling for children under 10 years (from
17

1880) and the Prevention of Cruelty to Children Act was passed in 1904(United Kingdom Parliament 1880; United Kingdom Parliament 1904). However to
begin with, the lives and health of children were mostly of interest as a means
to preserve the child labour force considered necessary for industrialisation to
proceed. Child labour was even recommended by John Wesley, theologian and
founder of Methodism, to prevent idleness and vice (Wesley 1831). Although
the children of poor and working class families had always worked, usually in
fields or the family home, the Industrial Revolution significantly increased the
scale and scope, and the danger of children’s work. Children worked in coal
mines and cotton mills, in glass-making factories, as chimney-sweeps and domestic servants. In 1833, a substantial part of the workforce was young children;
between 10-20% of workers in textile mills were under 13 years old, and 23-57%
were between 13 and 18 years (Cruickshank 1981; Nardinelli 1990; Tuttle 1999).
In 1842, up to 40% of miners were children (British Parliamentary Papers 1842).
Industrialists grew wealthy, while the people working for them suffered ill health
and early death. Infants born to parents from labouring classes were more than
twice as likely to die in early life than children from the gentry or professional
classes (Chadwick 1842).
One of the first notable steps in the long process that eventually improved
the lives of children was the Factories Act, also called the Health and Morals
of Apprentices Act, of 1802 (United Kingdom Parliament 1802). This law mandated factory owners to improve ventilation in factories, and clean them with
lime at least twice a year. Children were entitled to two changes of clothes, and
to sleep no more than two to a bed. Employers had to provide rudimentary
health care. Working hours were limited to between 8 hours a day for 9-13 year
old children and 12 hours a day for children under 18 years. Although this Act
marked an important start in the process of social reform, it lacked any real means for enforcement. Moreover there were important loopholes; the Act limited
working hours for 9 year-old children, but it was not until 1819 when the first
Cotton Mills Act was passed that children under 9 years were prohibited from
employment (United Kingdom Parliament 1819). The Factories Acts addressed
conditions at work, and by improving life circumstances ultimately improved
health. Other Acts introduced important public health interventions such as
barriers around machinery to prevent accidents, and rudimentary occupational
health care. The 1802 Act, for example, required factory owners to provide care
for children with infectious diseases: “In case of infectious diseases prevailing in any
factory, the visitors may require the master to call in medical assistance, and may require
medical reports; the expenses to be borne by the master”
This was health care as part of social welfare, which together with improvements in children’s life circumstances, eventually led to fewer infectious disease
18

epidemics, and children began to live longer. Instead of merely being important
for their immediate labour productivity, children likely to survive to adulthood
merited longer-term investment. Charles Dickens’ writings on social conditions
– fictional but firmly grounded in personal knowledge and experience, and Friedrich Engels’ social philosophy, contributed substantially to enlightening the
public and politicians about the realities of life in newly industrialised England
(Engels 1845). Engels wrote in 1845: “society in England… has placed the workers under conditions in which they can neither retain health nor live long…
and so hurries them to the grave before their time.”
Lord Ashley, the seventh Earl of Shaftesbury, and a Member of Parliament,
was a particularly noteworthy example of a politician who was moved to act
when he learned of the conditions in which poor children lived and worked
(Hodder 1971). His efforts to improve the lives of children were outstanding. He
was president of the Raggedy Schools Union in the 1840s, founded to provide
free education for poor children, worked hard to improve the conditions in
“lunatic asylums”, and introduced several Acts of Parliament to improve conditions for children at work. He was a strong supporter of Barnardo’s homes,
which provided shelter for destitute children. His social reforming efforts are
memorialised in London’s Piccadilly Circus with the statue “The Spirit of Charity”, better known as “Eros”.
The poor health of soldiers in the First World War and Boer War brought
further attention to children’s health and fitness. Furthermore the popular rise
of psychoanalytic theories around the turn of the 20th century highlighted the
importance of early childhood in the future functional abilities and happiness
of adults. The middle of the century was dominated by studies on child development, notably by John Bowlby who described the early years of life as vital
in enabling children and future adults to develop empathy and to form healthy
relationships (Bowlby 1965). Bowlby’s work was accompanied by a plethora of
child rearing books, most influential perhaps was one written by a paediatrician,
Benjamin Spock who developed psychoanalytic theory into practical advice for
parents (Spock 1958).
The whole notion of childhood and its significance began to shift and eventually childhood became recognised as an important stage of life in its own right.
The most notable achievement of the mid-late 20th century was the United Nations Convention on the Rights of the Child (UNCRC), a human rights treaty
that recognises the civil and legal status of children, and describes children’s
rights to healthcare, education, social and other civil services(United Nations
1990). In short, the Convention sets out the conditions necessary to protect and
promote children’s chances for a healthy and fulfilled life. 193 countries in the
United Nations (with the notable exceptions of the United States, Somalia and
19

South Sudan) have ratified the Convention. The United Nations set out four
elements of health care necessary for realizing the right to the highest attainable
standard of health described in the UNCRC: availability, accessibility, affordability, and quality (United Nations 2000).
Child health progress in the last two centuries was characterised by social
reform, growing economic security, and public health legislation that contributed to a remarkable transformation in the lives and health of children in
Europe. One consequence of the tremendous gains in child health is that the
marginal contribution of healthcare to health has become proportionately more
significant. However, by contrast with children’s life circumstances little attention has been devoted to the rights of the sick child. Health services in many
countries are designed largely around the needs of adults, and children’s services
are seemingly fitted in as an after-thought. International comparisons of health
systems focus on measures of adult health. National regulatory systems report
quality based on waiting times for operations such as hip replacements and
cataracts that are about adults’ health needs, and say little or nothing about
how health services perform for children. Incentive systems for doctors focus
on chronic diseases of adults and the elderly. Some of the excellent aspirational
national strategies designed for the needs of children, such as Every Child Matters in England and Wales are not adequately supported by the policies and
budgets necessary to realise their laudable aims (Chief Secretary to the Treasury
2003). These are issues of social justice, just as poverty was, and unfortunately
still remains.
It is ten years since the death of John Rawls, who was in many ways Dickens’ successor, taking forward the same focus on social inequality and injustice.
Rawls wrote that the principles of justice are the basic structure of society and
that every person (child) has the equal right to basic liberties (Rawls 1971). Improving the four essential elements of health care for children, as described by
the United Nations, is an essential task and a matter of social justice for the 21st
century.
Soc ial j ustic e for th e sic k c h i ld
How much does healthcare contribute to population child health? Clearly
health services are intended to improve an individual child’s health. But many
of the things that affect children’s health and wellbeing lie outside health services in the wider health system. This is a long-debated subject, and views – which
are often highly polarized, depend on the perspective taken in examining the
question. Thomas McKeown showed that most of the decline in tuberculosis in
the century before he wrote (in the mid 1970s) predated the use of antibiotics
for tuberculosis and suggested that improvements in social conditions led to re20

duced disease rates (McKeown 1979). Ivan Illich famously criticized healthcare
for the damage it can cause to people (Illich 1975). More recent assessments
agree that medicine contributed rather little to the decline in mortality before
the mid-20th century (Colgrove 2002). However there have been significant
changes in the last 50 years or so. Paediatrics has developed into a sophisticated
medical specialty with the ability to intervene effectively in many more diseases
and problems than ever before. Moreover, as health has improved, the marginal contribution of healthcare to health inevitably has increased. However,
the relative importance of healthcare is likely to be somewhat tempered by the
epidemiological shift which is occurring as infectious diseases are giving way to
chronic diseases and on-going conditions, many of which are strongly influenced by lifestyle factors.
There have been numerous attempts to quantify the health gain attributable to healthcare, with answers ranging from 20-40% - but it seems that none
have looked specifically at child or adolescent populations (Figueras and McKee
2012). The concept of health care amenable mortality has contributed substantially to the technical capacity for health service evaluation and comparative
assessment, and furthermore to the question of how much healthcare contributes to population health (Nolte and McKee 2004). However this method is of
limited use for children’s health services because the number of deaths is small,
so interpretation is difficult or impossible. Still, avoidable mortality is a useful
concept and there are two broad ways it can be useful for child health. First is
through individual case audit. This method has been put to use effectively by
the Confidential Enquiry into Maternal and Child Health in England. This
work was a meticulous audit of the deaths of a representative sample of children (Pearson 2008). Its findings are alarming: identifiable failures in a child’s
direct care, in just over a quarter of deaths, and potentially avoidable factors in
a further 43% of deaths. The second way is examining mortality by avoidable
cause, and by combining data for several years, thus allowing some comparison
between countries. Focusing on death rates from illnesses that ought not to kill
children in European countries with highly developed health systems reveals
useful insights. For example, mortality rates from pneumonia, asthma, and meningococcal disease are highly variable between countries. So looking again at
the question of how much does healthcare contribute to child health, we can
say at least that since there is measurable health-care amenable mortality in
children, we know that there is scope for improvement (Wolfe, Cass et al. 2011).
Much of the literature and discourse on assessing the contribution of health
care to health focuses on mortality. This is inevitable because mortality data is
more readily available and reliable than morbidity data. Mortality alone however gives an incomplete impression, especially for children. First, and feli21

citously, the numbers are small, so variability can be large and interpretation
must be cautious. Second the value of health care for children extends beyond
saving life, though of course this is arguably the most important aspect. Healing,
relieving suffering, improving quality of life; these are also essential parts of
health care, albeit more difficult to measure. Morbidity data is scarce and often
unreliable. Quality is difficult to define, and challenging to measure.
How well do we provide health care for children in Europe? A description of
child health and health care needs is the starting point for attempting to determine how well those needs are met. Immediately the same problems arise as in
considering the contribution of healthcare to health: how to define the boundaries of health services within the wider health system, and a lack of comprehensive
and meaningful information to measure the child population’s potential to benefit from health care which includes preventive and curative services. Routinely
collected data, usually based on previous patterns of health service use rather than
normative or expressed need for health care, are often used to describe health care
needs. Future health service provision is commonly planned on the basis of this
type of tautological information. The evidence suggests that health services are
not planned optimally to match contemporary or evolving health needs.
A snapshot description of child health in Europe reveals that child survival
has improved greatly in recent decades in all European countries, though there
are notable geographic inequalities with substantially higher mortality rates in
the East and South. Furthermore a shift in the causes of childhood deaths has
occurred in the past few decades, as well as a change in the age distribution of
deaths among children. In most countries, fewer children die from infections
and respiratory disease, and more from non-communicable diseases and cancer
compared with fifty years ago. The largest cause of deaths in 2009-10 among
1-14 year olds in EU15 countries is injuries and poisoning, followed by cancer, and then congenital anomalies and neurological disorders (World Health
Organisation Regional Office for Europe 2012). Furthermore there has been
a notable reversal in the age-distribution of childhood mortality. In the 1950s
children aged 1-4 years old were more likely to die than teenaged children, and
now the mortality rate among 15-19 year old children is higher than in 1-4 year
olds (Viner, Coffey et al. 2011). This change is mostly accounted for by a rise
in the proportion of deaths among adolescent boys from the 1980s onwards,
largely from external causes.
Mortality data gives an incomplete, albeit important, indication of child
health status. Disability-adjusted life years (DALYs) tell us something about
what illnesses affect children, causing them to experience problems and suffering. Chronic diseases cause three-quarters of DALYs in children; the single
commonest among these is neuropsychiatric conditions. Another 15% of DA22

LYs result from injuries, and infectious diseases cause fewer than 10% (World
Health Organisation 2008).
Chronic diseases and other long-term conditions, both physical and behavioural, are now the leading causes of morbidity and mortality in Europe. The
changes in the diseases, disabilities and problems that children face represent
a shift in children’s health care needs. However most child health services in
most countries still focus more on treatment of acute illness. This is partly a
legacy of the past, when paediatric care was dominated by short-term, mainly
infectious disorders but it is also because of the immediacy of acute illnesses in
children and the risk of serious outcomes including death. Health systems have
been slow to adapt to the changing nature of childhood illness. Many health
services could move from hospital to community, improving convenience for
families, and reducing costs to health systems. Resources should be re-directed
to prevention of ill-health and management of long-term conditions, while ensuring prompt access for those few children who do need specialist emergency
care. The gap between the way that health services are organized and function,
and the needs of children and families has consequences for child health and
for the entire health system.
Changing the focus of health services away from hospitals presents considerable challenges. Health systems throughout Europe are striving to meet these challenges, at a time of severe economic constraints. The outcome of these efforts is
important since the mismatch between contemporary and evolving health needs,
and health services contributes to suboptimal outcomes and healthcare amendable deaths among children (Wolfe, Cass et al. 2011). The organization and delivery of primary and secondary health care for children is highly variable between
European countries, even more so than for other population groups. The diverse
European responses to the shifting balance between health needs and services
provide useful insights in tackling the problems and predicaments of adapting
and improving health systems. This relatively new field is comparative health
systems performance assessment (HSPA). Although there has been interest in
comparing health systems for many years, the World Health Report in 2000
triggered a flurry of research effort and interest among policy-makers (World
Health Organization 2000). The purpose of HSPA is to determine how well a
health system meets its objectives, and then to provide evidence about how to
make improvements. International comparisons can be an important source of
policy-relevant information, but caution is required as these are early days in the
field and there is a danger of producing misleading evidence and then misguided
policy. Metrics should be defined and selected carefully, thoughtfully used, and
comparable between countries. Interpretation should be mindful of context and
culture. Four main aspects of health system performance are commonly eva23

luated: health improvement (for individual patients and entire populations), responsiveness (dignity, autonomy, access to support), equity, and efficiency. These
neatly overlap with the four elements of health services needed to realise the
United Nations aim to deliver the highest attainable standard of health: availability, accessibility, affordability, and quality. A decade or more of HSPA has given
enough time to reflect on the state of the field, and formulate lessons to refine
and improve future work (Smith and Papanicolas 2012). Although HSPA is still
a relatively young field, it is veritably embryonic for children’s health systems.
There are a few descriptive research papers, but even fewer are analytical (Katz,
Rubino et al. 2002; van Esso, del Torso et al. 2010; Wolfe, Cass et al. 2011). There
is an urgent need to develop an international consensus on a conceptual framework and specifications for data to support robust HSPA for children.
Early attempts to compare the performance of health services for children
among European countries reveal intriguing differences. All-cause mortality rates for children 0-14 years show wide variation between countries. Which country has the best rate? Sweden (World Health Organisation Regional Office for
Europe 2012). Translate the rates to numbers, and rate differences acquire a
startling meaning. How many children’s lives would be saved if a country had
the same mortality rate as Sweden? For comparable wealthy European countries,
the answers range from hundreds to more than a thousand lives per year. Narrowing the perspective to examine mortality rates specifically from health care
amenable causes such as asthma and meningococcal disease also show wide
variations, and again Sweden performs well. (Wolfe, Cass et al. 2011)
What does Sweden do better than other countries (Wolfe, Cass et al. 2011;
Wettergren 2012)? Key differences lie in the arrangements for first-contact care.
Swedish child health centres, where specially trained nurses work with family
doctors and primary care paediatricians, present something of an ideal in cooperation and collegiality; one that other countries may aspire to, but few have been
able to achieve. These centres are part of a child health system that is planned
with the advice and assistance of a paediatrician with population health skills,
also a rarity in Europe. In addition, many hospitals have specially appointed
ombudsmen to support the development and protection of children’s rights.
Sweden’s focus on children and childhood extends beyond health care settings.
The early childhood education and childcare system, together with generous
parental leave that can be divided between mother and father, are evidence of
a country and a culture that understands childhood to be a special time of life,
deserving of special consideration and protection. Sweden has made remarkable
progress in working towards fulfilling the goals described in the United Nations
Conventions on the Rights of the Child. Other countries in Europe would do
well to follow the Swedish example.
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T

o measure and evaluate the health status of people is a central task for all
health services; it is important in all individual patient contacts and it is
important in all studies of groups of patients or groups of the population. But
the health status of a population is not only, or mainly, the results of medical
interventions, it is also part of the welfare system, and as such the target for
socio-political interventions. Already the Romans were quite clear about this
role; Cicero talked about Salus populi lex suprema, i.e. The health of the people is the
highest law.
Traditionally, measurement of population health has meant measuring adult
health; child health indicators have been few and quite unsophisticated, limited
to measures such as infant mortality rates, under 5 mortality rates, sometimes
low birth weight and, perhaps, the prevalence of certain diseases. Nowadays,
however, there is a growing concern about children’s health and about ways of
measuring it, inside countries and between countries and over time. Behind this
concern is of course the increasing awareness that children’s health is an indicator of the well-being and progress of the society, but also the recognition of
children as an especially vulnerable group, deserving protection and promotion
in its own right.
For the health surveillance systems various kinds of indicators are usually developed. An indicator is a defined, measurable dimension of the quality or appropriateness of important aspects of health and it quantifies and simplifies facts
and findings and facilitates the understanding of complex realities. It must be
informative and satisfy strict scientific criteria of robustness, validity and reliability. Together as a set, they should build a system for surveying children’s health
and wellbeing on the actual level, a system that will allow practical measures that
improve their health. This is “measuring for doing, not measuring for measuring”.
Child Health Indicators is a topic that now attracts great interest in many
parts of the world. There are ambitious efforts to develop methods to monitor and measure children’s health, and some very important work has been
done recently in the field, on international level, on country level, and on subcountry level. Besides, there are many reports that include children’s health as
a more or less important part of general systems monitoring welfare or welfare
policies. Such reports are published by e.g. UNICEF, OECD, EU, and separate
countries, e.g. Italy, UK, Ireland, Hungary, Sweden (Tamburlini, Ronfani et al.
2001; Köhler 2006; Benotti 2010; Craig 2010; Hanafin and Brooks 2010; Köhler 2010). Below some of the studies in this area will be presented.
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European studi es
Child Health Indicators of Life and Development (C H I LD)
The European Commission’s former Health Monitoring Programme of the
(then) Directorate-General for Health and Consumer Protection commissioned
the Child Health Indicators of Life and Development (CHILD) project, as part
of its Health Monitoring Project. It commenced in 2000 and reported in 2002
(Rigby and Köhler 2002; Rigby, Köhler et al. 2003); it is also available in Spanish
(Rigby & Köhler, 2004). The CHILD project involved representatives of the
then 15 EU Member States, plus two (Iceland and Norway) of the European
Economic Area (EEA) countries.
After analysis of the area of child health in its broadest sense and a literature
review, initial lists of potential indicators were identified and scrutinised for
practicality and definitional clarity, including data availability and pan-European comparability. The final set of 38 indicators gave a comprehensive picture
of child health in Europe and also suggested new and productive ways of increasing knowledge. Significant gaps were also identified, with child abuse and
neglect, disability and mental health being three principal examples. Either validated population-level measures underpinned by scientific validation did not
exist, or if they did then routine data sources were not available.
Follow-up
The CHILD indicator set has as yet had little impact on the European Community Health Indicators project. Indictors for children health and well-being are
seriously under-represented, and those included are not new or innovative but mainly compilations of old data, already largely available from other public sources.
The report was, however, used by the World Health Organisation’s Regional Office for Europe in preparing the triennial European Health Report. The
Report for 2005 had the theme of Public Health Action for Healthier Children
and Populations, and Table 6 in the statistical Annex compiled data from all
of Europe on most of the CHILD indicator items(WHO Regional Office for
Europe 2005).
The National Institute of Child Health in Hungary used key CHILD indicators at regional level to identify comparative areas of child health disadvantage,
with a view to implementing rectification
Peristat and Peristat I I
Peristat was a partner and parallel project to the CHILD project within the EU
Health Monitoring Programme. It addressed the period of pregnancy, labour,
maternal post-partum health, and the health of the child in the perinatal period.
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By definition, it only covers the first week of life, and the indicators, while very
important, are a reinforcement of previous measures of low birth weight, congenital anomalies observable at birth, and early infant mortality, together with
health determinants during pregnancy. This project is now being followed up
in a further phase.
Children’s Environment and Health Action Plan for Europe (C EHAPE)
The Children’s Environment and Health Action Plan for Europe (CEHAPE)
(WHO Regional Office for Europe, 2009) is a major action-orientated initiative linking the World Health Organisation Regional Office for Europe, the
European Environmental Agency, and the European Commission. Whilst positive action is the main objective of this initiative, measurement to identify
priorities is clearly fundamental to it. Taking an evidence-based approach, a key
early document recommended a set of indicators measuring policy, exposure,
and health outcome – all dimensions of children’s wellbeing caused by their
environment(Tamburlini, von Ehrenstein et al. 2002).
Child Safety
The main cause of childhood mortality, and of disability in children, is injury.
A major initiative, with European Commission support, is the Child Safety Action Plans project of the Child Safety Alliance. One of the important outcomes
of this project is the publication of a populated set of indicators of child safety
by EU Member States, together with assessment of risk and safety measures for
each of nine aspects of childhood safety.
The project also produced indicators of three dimensions of the strategic
preparedness of Member States to address the child safety agenda – leadership,
infrastructure and capacity.
The initial summary report card and individual country reports for eighteen
countries, were published in 2007 (MacKay and Vincenten 2007). An update of
the project from 2012 included a wider spread of countries as well as assessment
of progress in initial participating countries. A new EU-project to map and analyse childhood injuries started in 2011 (Tools to Address Childhood Trauma, Injury
and Children’s Safety, TACTICS).
Other EU Projects
RICHE (A platform and inventory for child health research in Europe) is a highly ambitious project with the ultimate goal to establish a unique, open, multi-lingual
platform for child health research in the European Union. A crucial part of the
RICHE project seeks to identify research on the measurement of child health
using routinely collected data such as censuses, surveys, and electronic record
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systems. The focus is children’s health, health-related behaviour, and perceptions of health as well as incidence of illness, neglect and abuse, poor nutrition,
and other health-related factors in children, wherever data are found.
National studi es
Municipal indicators for children’s health in Sweden
Initiated by Save the Children in Sweden, the aim of this study was to shed
light, in a systematic way, on children’s health in the Swedish municipalities,
and on methods that can be used to measure it. On the basis of the Convention
on the Rights of the Child, the right to the highest attainable standard of health
(article 24) has been placed in a Swedish perspective with a focus on the municipal level. The report sets out the principles of Child Health Indicators before
settling on a final set of indicators as well as discussion of rejected indicators. It
also discusses gaps in knowledge and proposes a Child Municipal Welfare Index
, based on rights to Standard of Living, Health and Education, presenting results
for all the 289 municipalities now and 10 years previously. It concludes with a
discussion of the implications for professionals and politicians and suggestions
for further work(Köhler 2006).
Of the 22 indicators originally proposed, six remain, fulfilling the requirements that were established for quality and availability
• Proportion of children 0-17 years hospitalised for external injuries
• Proportion of children exposed to tobacco while foetuses
• Proportion of children with birthweight under 2 500 g
• Proportion of children breastfed at 4 months
• Proportion of children vaccinated against measles, mumps and rubella (MPR)
• Proportion of teenage girls with abortion
The report shows the difficulties in measuring children’s health. There is no systematic coverage of pre-school children’s mental health, behaviour, wellbeing and
quality of life. Other areas in which there is a lack of reliable data are children’s
physical environment, their nutrition, their cultural offerings and experiences.
In spite of the shortcomings this assessment confirmed that:
• Children’s health is good in Sweden.
• There are large differences between the municipalities.
• There is a strong correlation between children’s health and their economic
vulnerability.
Indicators of child health and well-being in Greenland
Two studies were performed in Greenland, one at the national level and one at the
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municipal level. Both were based on knowledge about the health of children in
Greenland, goals identified in the National Public Health Strategy and in the UN
Convention on the Rights of the Child, as well as on experiences from international studies. At the national level 28 core indicators of child health were proposed for
immediate implementation, with another 25 indicators to be implemented later.
The assessments found that large subgroups of children were vulnerable because of their socio-economic and demographic conditions, that morbidity associated with health behaviour and mortality was high, and that at-risky health
behaviour was frequent compared to children in the other Nordic countries.
Although relevant indicators were identified, a lack of both validated data sources and routine data collections was obvious(Niclasen and Köhler 2009).
At the municipal level, a set of 24 indicators were identified in 4 domains
(demographic and socio-economic conditions; health status and well-being; determinants of health, risk, and protective factors; and health systems and health
policy). Additional indicators were proposed for later implementation, but most
lacked available data.
Here, the assessments found large differences between municipalities. In general, remote communities had the most unfavourable socio-demographic and
health conditions. At the same time, access in larger communities to health services is more favourable. Consequently, the health care system unintentionally
contributes to the increasing health gap between privileged and less privileged
children. A comprehensive strategy is needed to guarantee equitable health standards for all Greenlandic children and that reaches far beyond the aims stated
in the present national public health programme (Niclasen and Köhler 2009).
Local study
A Child Health Index for the North-eastern parts of Goteborg, Sweden
Goteborg, the second largest city in Sweden, with a population of half a million, is, according to Swedish standards, a highly segregated city. There is a clear
gradient from Northeast to Southwest, showing a worsening situation over time
in the Northeastern parts of the city: poverty, unemployment, low education,
high immigration, high mortality, morbidity and crime, and a generally poorer
health among its population, also among children.
To improve this situation the politicians have decided to invest in extra resources
to support the development of economic, human, social and cultural capitals in the
local population. Children and adolescents have been recognized as target groups
and, faithful to the principle First measure, then act, early efforts have been made to
map children’s situation, to facilitate evaluation of child health interventions.
This report identifies a set of 15 valid, robust and easily available health
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indicators for children in this disadvantaged part of the city, organizes them in
4 domains (socio-economics, health and well-being, risk and protective factors,
and service, support and policy) and combines them into 5 Child Health SubIndices and one Aggregated Child Health Index, comparing the results with the
city as a whole and with national and regional data.
The quality of some of the data is questionable, and it is still not possible
to find indicators that cover the whole of childhood and the entire health panorama. The indicators are particularly scarce in preschool and early school
years, and in primary health care. There is nothing among the determinants on
the physical environment and its influence on health and there is nothing on
nutrition or social and cultural capitals. The data sources usually report results
combined for boys and girls, which is not acceptable
In general the results were as expected, i.e. poorer health and also poorer conditions for health among children in the disadvantaged areas. A few indicators,
however, deviated from this pattern: schoolchildren reported less frequent mental
health problems and they used less alcohol and tobacco, perhaps due to stricter
religious rules and stronger social cohesion inside and between immigrant families, who made up the majority of this population. Further studies are needed to
analyze the factors behind these findings further(Köhler 2010).As a follow-up local politicians have now decided to expand the Child Health Index to cover both
the whole of the city of Goteborg and the surrounding Region. A follow-up of
the previous study in all municipalities in Sweden is also recently commissioned.
Conc lusion
Internationally, nationally and locally indicators are increasingly used to monitor the health and well-being of children, and many valuable results have
emerged. Knowledge of the selection and combination of the indicators is still
at its beginning: quality and availability varies greatly both between and inside
countries. Even the most ambitious projects can only identify indicators that
cover part of the child population and its health spectrum.
The studies of children’s health using indicators should not be a once-only
occurrence but should be repeated, with continuously improved methods. The
ultimate aim should be to establish high quality, systematic and comprehensive
surveillance, with children’ health and well-being as its focus and embedded in
a social and political context.
The studies are in themselves interesting exercises, but the ultimate outcome
is of course their utility. How can professionals and politicians use the results to
improve the health and well-being of the children? How can they be convinced
to prioritize actions in this field, competing with other populations and with
clinical imperatives?
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Appendix 3‑1 Final indicators in a Child Health Index for the Northeastern parts of Goteborg

A.	Socioeconomics
1.		
Proportion of children living in poverty
2.		
Proportion of children not passing compulsary school
B.	Health and wellbeing
		
Proportion of children hospitalised for external injuries
		
Proportion of children at 6 years without caries
		
Proportion of children at 10 years with overweight/obesity
		
Proportion of children at12 years with mental health complaints
C.	Determinants
1)
Risk factors
		
Proportion of children with birthweight under 2 500 g
		
Proportion of children exposed to tobacco while foetuses
		
Proportion of children exposed to tobacco in infancy
		
Proportion of children at 16 years who smoke daily
		
Proportion of children at 16 years who use alcohol extensively
2)
Protective factors
		
Proportion of children breastfed at 4 months
		
Proportion of children vaccinated against measles, mumps and
		
rubella (MPR)
D.	Service, support and health policy
		
Proportion of parents of infants participating in sessions at
		
Well Baby Clinics
		
Proportions of preschool children in kindergartens
				
Source: Köhler 2010
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Figure 3‑1 Negative differences of indices between actual city districts and the whole city
of Göteborg (percent points). Göteborg = 0
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W

hen Staffan invited me to speak on child rights at his new child rights
institute in Orebro, I questioned whether this was a sensible invitation.
Could a Brit teach the Swedes about child rights, when the latter have probably
the most child friendly country in the world? No, he said – we still have problems, and paediatricians could learn in relation to child health advocacy. It was
a great honour to visit, and I learned much about the long standing legislation
banning corporal punishment, one of the many fields in which Sweden is ahead
of other countries.
What are c h i ld rights?
Staffan has always been a fine upholder of child rights. The revolutionary aspect
of child rights is seeing children as rights holders rather than as dependents or
appendages of their parents. Of course they are dependent, and there is no contradiction between seeing them as requiring others’ support, whilst having autonomy in participation. The degree of autonomy naturally relates to age, and the
key phrase in the UN Convention on the Rights of the Child (UNCRC) is ‘to
provide, in a manner consistent with the evolving capacities of the child, appropriate direction and guidance in the exercise by the child of the rights recognized in the present Convention’ (Article 5) (United Nations 1990). This means
that the parent, carer, guardian, teacher or health professional should have a
developmental understanding, or one that perceives the child’s capacity for autonomy and participation, which is not necessarily directly related to his or her
age. A child at a certain age does not suddenly develop autonomy, for example
on becoming a teenager. The term ‘evolving capacity’ means that as the child
develops, he or she is able to exercise rights to a steadily greater extent, but even
a 3yr old has a right to have her view considered. This is not a recipe for anarchy
since respecting a child’s rights does not mean giving her what she wants, nor
does it mean that parental responsibility for limit setting is withdrawn.
I will use the following articles to illustrate the significance of the UN Convention in guiding our approach to children in society. The convention covers
three areas, namely Provision (of services and support), Protection (from violence and exploitation) and Participation. Of the following, articles 24 and 26
come under provision; 10, 16, 17 and 19 under protection; and 12, 13 and 17
come under participation. After each article is a brief description of its implications in the everyday world.
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Article 10: A child whose parents reside in different States shall have the right to maintain on a regular basis, save in exceptional circumstances personal relations and direct
contacts with both parents.
This implies that if a child is taken or abducted by one parent to another
country, there is still a right of access by the other parent. This is part of European law but not necessarily practiced outside Europe.
Article 12: States Parties shall assure to the child who is capable of forming his or her own
views the right to express those views freely in all matters affecting the child, the views of
the child being given due weight in accordance with the age and maturity of the child.
This implies that we should always give children a chance to be listened to,
and greater weight be given to older children and those who have greater
maturity – hence we need to be able to judge this objectively.
Article 13: The child shall have the right to freedom of expression; this right shall include
freedom to seek, receive and impart information and ideas of all kinds.
This implies that we need to offer children information to assist their decision making and that the information should be age-appropriate.
Article 16: No child shall be subjected to arbitrary or unlawful interference with his or
her privacy, family, home or correspondence.
This implies that officials (whether from social services or health or elsewhere)
should not assume that parental consent allows review of private materials,
either letters or physical examination.
Article 17: States Parties recognize the important function performed by the mass media
….Encourage the development of appropriate guidelines for the protection of the child
from information and material injurious to his or her well-being.
This implies that children should be able to access information from the
media (press and well as television!) but that there should be protection from
harmful or biased information which would include advertising of fast foods,
alcohol and tobacco
Article 19: States Parties shall take all appropriate legislative, administrative, social and
educational measures to protect the child from all forms of physical or mental violence,
injury or abuse.
There is no difficulty in understanding the implications of this one! And yet
violence still continues. One implication that Sweden has actively followed is
to ban corporal punishment in the school and at home, as well as providing
education on non-violent resolution of conflict. The majority of states are
not as far down the line as Sweden in this respect.
Article 24: States Parties recognize the right of the child to the enjoyment of the highest
attainable standard of health and to facilities for the treatment of illness and rehabilitation of health.
Like article 25 in the Universal Declaration of Human Rights, this article
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asserts the Right to health and health care and therefore the state must provide appropriate preventive, curative and rehabilitative services. This would
prohibit the introduction of user charges or other barriers preventing access
to health care.
Article 26: States Parties shall recognize for every child the right to benefit from social
security.
This implies that all children in need should receive social services support,
which is certainly not the practice in many countries but is an essential aspiration
What is th e relevanc e of c h i ld rights
to c h i ld h ealth?
Since child health covers both wellbeing and the determinants of health, child
rights are absolutely central to any consideration of it (Waterston and Goldhagen 2007). Although it is common to select certain articles that are particularly
relevant to health, this approach misses the point of the UNCRC which is to
relate to children in all settings. So it is not a correct approach to be selective
in picking out particular rights, but better to examine the health relevance of
them all.
I will take three examples of articles which might not seem to be directly relevant to health, and three examples which are more obviously relevant.
Not seem i ngly di rectly relevant
Article 1: A child means every human being below the age of eighteen years.
The definition of a child as being up to 18 years has implications for hospitals
and clinics, where, quite often, children over 16 years are classed as adults
and placed in adult facilities. For some 17 year olds this may be appropriate
but not for most, who are still emotionally vulnerable and in need of special
arrangements and consideration. It is not in line with the UNCRC to place
adolescent children in an adult ward.
Article 5: States Parties shall respect the responsibilities, rights and duties of parents …,
to provide, in a manner consistent with the evolving capacities of the child, appropriate
direction and guidance in the exercise by the child of the rights recognized in the present
Convention.
This rather complex article describes the responsibilities of parents (and other
carers) to guide the child in relation to his or her rights according to their developmental age. This article, discussed above, confers a duty on carers to make
a judgment on the child’s developmental ability to exercise his or her rights.
Article 20: A child temporarily or permanently deprived of his or her family environment, or in whose own best interests cannot be allowed to remain in that environment,
shall be entitled to special protection and assistance provided by the State.
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The child whose parents have died or who are abusive must be taken into
the care of the state and given special protection. This is a health issue since children in state care are highly vulnerable and require more input from
health professionals than children who are not in care.
Artic les c learly relevant to h ealth
Article 12: States Parties shall assure to the child who is capable of forming his or her own
views the right to express those views freely in all matters affecting the child, the views of
the child being given due weight in accordance with the age and maturity of the child.
Article 12 is the central article which encourages participation by children and young persons in services. For the individual health professional, article 12 confers on us the responsibility to seek the child’s consent
to all treatment including surgery, and to seek his or her views on treatment plans. Thus, for example, the views of a young person who is to
be treated with methylphenidate for attention deficit hyperactivity disorder should be sought in relation to this treatment, and a full explanation given of its mode of operation and the duration of treatment.
For the health professional engaged in population care, the views of children
and young people (CYP) should be sought in relation to how interventions
are planned, in relation for example to the prevention of sexually transmitted
infections.
Article 19: States Parties shall take all appropriate legislative, administrative, social and
educational measures to protect the child from all forms of physical or mental violence,
injury or abuse, neglect or negligent treatment, maltreatment or exploitation, including
sexual abuse, while in the care of parent(s), legal guardian(s) or any other person who
has the care of the child.
This article has the umbrella function of protection from violence and abuse.
Health professionals have a central role in respect of social and educational measures related to protection which would include early detection of
maltreatment in child health clinics, the education of parents on means of
positive parenting, and advocacy in relation to the abolition of corporal punishment in schools and in the home. This is a field in which Staffan has
shown himself to be an ardent publicist, speaking to parliamentarians round
the world about the Swedish example of abolition.
Article 23: States Parties recognize that a mentally or physically disabled child should
enjoy a full and decent life, in conditions which ensure dignity, promote self-reliance
and facilitate the child’s active participation in the community.
This article implies that when a health professional sees a disabled child in
their clinic, all aspects of the child’s life should be considered. This includes
education, access to facilities in the community, self help and empowerment,
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and relationships within the family. Such a holistic approach is already practiced by many paediatricians, but is not the norm throughout medical services
and disabled children suffer badly from discrimination in many countries.
We should all be advocates for the rights of disabled children.
What is th e role of c h i ld h ealth professionals
i n upholdi ng c h i ld rights?
Staffan has demonstrated through his own activities how important the field of
advocacy is for child health professionals. Simply setting up a child rights institute as Staffan has done in Orebro, is a momentous step for Sweden.
Advocacy for child rights by health professionals comprises four levels of action:
(1) having a good understanding both of child rights and advocacy;
(2) developing an understanding of ones own capacity to act;
(3) working in a supportive framework to facilitate advocacy; and
(4) comprehending the optimal strategic approach.
I shall deal with each of these in turn.
Understanding of child rights and advocacy
Currently, there is no off-the-shelf training programme available on child rights
in relation to health. The closest is a course which can be viewed on the website of the European Society for Social Pediatrics (www.essop.org). This course,
which was designed by members of the Royal College of Paediatrics and Child
Health of UK and the American Academy of Pediatrics, is freely available and
may be adapted. ESSOP national members are now planning to design a distance learning course on child rights and child health. However, it is extremely
important that both undergraduates in health sciences and graduates who are
training as child health professionals gain an awareness of both child rights and
advocacy (Lansdown, Waterston et al. 1996; Waterston 2003; Waterston 2005).
Understanding of one’s own capacity to act
For many people whether or not they have the advantage of a university education, the concept of advocacy does not come naturally. The attributes of speaking out for the disempowered and seeing oneself as being able to bring about
change, are not universal in society – particularly in those where there is no
tradition of democracy. Perhaps this characteristic has been dulled by the lure
of comfort, self-achievement and the marketing of consumer goods. In my opinion, there are both hereditary and acquired components of the advocate. The
former include determination, confidence and empathy. The second include
parental example, a family which encourages independence, and an education
which confers both empathy and a locus of control (meaning the ability to feel
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in control rather than having to follow others’ direction). But I have no doubt
that this characteristic can be assisted by education, using the example of such
leaders as Tolstoy, Gandhi, Mandela, Arundhati Roy and Margaret Mead and
with the use of materials such as those described above. As Margaret Mead is
reputed to have said “Never doubt that a small group of thoughtful, committed
people can change the world. Indeed, it is the only thing that ever has.”
Working in a supportive framework
It is extremely difficult to be an advocate without the support of others. If there
is a lack of support or precedence for advocacy then great courage is required
and the advocate may put him or herself at high risk, as we have seen in human rights activists in China, Russia, Burma, Egypt, Libya and Syria in recent
months. Fortunately child health professionals are held in high respect in their
communities and this position confers considerable support. It is better to act
with others rather than alone, and the backing of colleagues and a professional
organisation are very valuable. The presence of a culture of transparency and a
low level of corruption also facilitate advocacy for children’s rights. Probably,
advocacy in relation to child abuse is a good place to start for the prospective
advocate. In many countries, child abuse is not spoken about and there is a
lack of systems to turn to if a case presents in the clinic. Discussion with colleagues is the first step in such circumstances, and then working cross sector to
establish the networks which are essential to reduce violence to children. Even
in countries with a well-established system, cases will present where advocacy is
required and in my country, the Royal College of Paediatrics and Child Health
(RCPCH) is a member of the Children are Unbeatable Alliance www.childrenareunbeatable.org.uk which is seeking a change in the law to make it unacceptable to use corporal punishment on children by parents or carers.
The optimal strategy approach
I will use the example of advocacy by RCPCH for change in the law on corporal
punishment in the home in the UK. Advocacy without a strategy is unlikely to
be successful, and a careful consideration of how to meet the goal is essential.
This requires the following steps:
• Building a cast-iron case for advocacy, using good evidence (Royal College of
Paediatrics and Child Health 2009).
• Identifying the points in the system where change is sought. a) publicity in
the media to influence public opinion; b)Parliament, through meeting Ministers and members writing to legislators.
• Identifying who are the key stakeholders in bringing about change, and the
obstacles which need to be overcome. a) celebrities who are opinion leaders;
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b) the tabloid press (currently an obstacle in the United Kingdom); c) assumptions that anti-social behaviour can be improved by corporal punishment.
Collecting colleagues who can assist the advocacy effort. Engage with colleagues from other health disciplines, social services and education to form a
coalition (currently the Children are Unbeatable coalition http://www.childrenareunbeatable.org.uk/
Identifying an achievable target for advocacy. Making corporal punishment
in the home illegal is a perfectly achievable objective in the United Kingdom
Setting a timescale for achieving this target. I believe this objective can be
attained within 5 years.
Evaluating progress so that future targets can be attained more easily. The
Children are Unbeatable Alliance maintains a good record of all legislative
changes and the legislators who are in favour of reform.

Finally, I would place some caveats on the process of advocacy for children’s rights.
• Remember that we are advocating on behalf of children. Ideally we should do
this with children and young people themselves and also with their parents.
We should avoid becoming a standard bearer without collegiate support.
• Advocacy must have an evidence base – if one is seen as biased or politically
motivated then one is less effective.
• Seek attainable objectives – changing the world can happen but in series of
small steps, and frustration comes quickly if you over-reach.
• Don’t give up too quickly – it took 25 years at least for the campaign against
tobacco to start having an effect on legislation.
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Social determinants
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N i c k Sp e n c e r


I

t is a particular pleasure to contribute to this Festschrift in honour of Staffan
Janson who has made a major contribution to Child Public Health and social
paediatrics particularly in relation to child abuse and neglect. Staffan is an active
and valued member of the International Society for Social Paediatrics (formerly
the European Society for Social Paediatrics) and a personal friend.
The report of the WHO Commission on the Social Determinants of Health
(World Health Organization 2008) and the many regional and national reports
arising from this major initiative have highlighted the extent and impact of
social factors in determining health outcomes across the life course as well as
laying out strategies for governments to ‘close the gap’. The introductory paragraph of the report states “A girl born today can expect to live for more than 80 years
if she is born in some countries – but less than 45 years if she is born in others. Within
countries there are dramatic differences in health that are closely linked with degrees of social disadvantage”. The report goes on to say that these inequities in health arise
because of the circumstances in which people grow, live, work, and age and the
health systems available to them. Although this report represents a major advance in the recognition of the impact of social factors on health, there are still
many unanswered questions related to how social circumstances translate into
biological outcomes which are particularly relevant to child health as childhood
experiences have been shown to influence health outcomes throughout the rest
of the life course (Galobardes, Lynch et al. 2004).
The key role of social factors in child health is widely recognised; however,
there is limited understanding of how social factors operate in relation to child
health. This essay presents some thoughts on the mechanisms and pathways by
which social factors determine health outcomes and discusses implications for
policy, paediatric practice and child public health research.

What we know about th e i m pact of soc ial
factors on c h i ld h ealth – a bri ef overvi ew
Globally social factors are the most important determinants of child survival
and health. The girls referred to in the above quote from the WHO report have
such different life expectancies because of the very different social conditions
into which they are born. Those born in low income countries are likely to suffer multiple deprivation; a UNICEF study (Gordon 2003) of children in the
world’s poorest countries showed that over 30% were severely deprived of shelter and sanitation, 20% deprived of water and 15% suffered malnutrition. For
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the child born in the rich countries of the world there are fewer of these deprivations although, as we will see, social factors still make a significant impact on
their health. It is also important to note that the greatly improved life chances
of children born into rich countries have nothing to do with genetics and have
everything to do with huge changes in living conditions in these countries over
the last 150 years or so. Children born in these countries 150 years ago had the
same low life expectancy and suffered many of the same deprivations as children
in the world’s poor countries today (Spencer 2000).
In rich countries, social determinants of child health operate less starkly than
in poor countries but they have a significant impact on child health and wellbeing. Table 1 shows the hypothetical reduction in common child health problems that would result if all UK children had the same outcomes as the most
privileged (Spencer 2008).
Figure 5‑1 Proportion of child health outcomes attributable to social inequality in the UK
Child health outcomes

Percentage reduction if all children had
same risk as most socially advantaged

Birth weight*:
<2500g
<1500g

30%
32%

Very Preterm birth (<32 weeks)**

35%

Neonatal morbidity ***:
Respiratory distress
Infection
Hypoglycaemia

32%
20%
18%

Disability****:
Cerebral palsy
Educational disability
Special educational needs

30%
39%
29%

Psychological and behavioural problems*****:
Emotional disorders
Conduct disorders
Hyperkinetic disorders

34%
59%
54%

Registration for Child Abuse & Neglect****:
All categories
Physical
Sexual
Emotional
Neglect

53%
34%
50%
35%
56%

*Based on 210,000 births in the West Midlands region of the UK, 1991-’93
Sources: (Spencer 2008); ** Based on data from Trent region of England (Smith, Draper et al. 2007); *** Based on data from
the Wirral in the North West of England (Manning, Brewster et al. 2005); *** Based on data on 150,000 births in the West
Sussex region of the UK, 1983-2001; (Bambang, Spencer et al. 2000); **** Based on the UK survey of mental health among
5-15 year olds (Meltzer and Gatward 2000).
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A key feature of social inequalities in health is that, for many outcomes,
there is a finely graded stepwise increase in risk associated with increasing social
disadvantage. However, social gradients are not seen for all outcomes or at all
ages for the same outcome: for example, autism does not show a social gradient
(Fombonne 1999) and asthma shows a social gradient in early childhood but
not in adolescence (Chen, Matthews et al. 2002).
The impact of social inequalities may differ between rich countries but social
factors operate even in those such as the Nordic countries with the best child
health outcomes.
What is known about m ec han isms an d pathways?
Exposure to socially-related risk and protective factors
As indicated above, although most common conditions in childhood are socially patterned so that disadvantaged children are at greater risk, not all conditions are sensitive to social conditions and a few conditions, such as eczema and
Crohn’s disease, are more common among advantaged children. This suggests
that exposure to specific socially related risk and protective factors, rather than
a general vulnerability to illness among more socially disadvantaged children,
is responsible for this patterning. Thus, the identification of socially related risk
and protective factors is important in understanding the social determinants of
child health. Lack of clean water and poor sanitation expose poor children in
low income countries to the risk of acute diarrhoea and poor housing conditions and overcrowding expose poorer children in rich countries to higher risk
of lower respiratory infection. Conversely, more advantaged children in both
low and high income countries are likely to be protected from adverse environmental exposures as their families are able to afford to live in less polluted areas.
Risk and protective factors and social gradients
Social gradients are likely to arise and be sustained by differential exposure to
risk and protective factors. The more disadvantaged the children the more likely they are to be exposed to individual risk factors and the more advantaged
they are the more likely they are to be exposed to individual protective factors.
Further, increasing disadvantage is associated with greater likelihood of exposure
to multiple socially related risk factors whereas the most advantaged experience
protection from multiple factors. The differential impact of these multiple exposures is further exacerbated by the accumulation of exposures over time. Thus,
in understanding mechanisms and pathways by which social determinants impact child health, additive and cumulative risk and protective exposures need to
be taken into account.
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Pathways by which social determinants exert their effects
Neither low income, poverty or low education nor their more advantaged counterparts, high income, wealth and high education generally have a direct causal
relationship with child health outcomes; they tend to exert their effects through
socially patterned risk and protective factors which mediate the impact of the
underlying social determinants. The concept of pathways, sometimes known as
causal chains or ‘causes of causes’, moves beyond the identification of single risk
factors in disease causation and recognises that multiple factors operating over
time are often implicated in adverse health outcomes. It also allows temporal
ordering of exposure to be incorporated in the understanding of how social determinants impact health. The faecal/oral transmission of organisms responsible
for acute gastroenteritis in low income countries cannot be addressed adequately without addressing the access to clean water and sanitation among poor
households. Similarly, the over-consumption of foods high in fats and sugars
leading to obesity among lower income children in rich nations is unlikely to
be addressed simply by urging poor families to eat more healthily as healthier
diets are more expensive.
Social determinants in a life course and intergenerational perspective
Mechanisms and pathways of social determinants of child health need to be
considered within a life course and intergenerational perspective. Life course
epidemiology has mainly been concerned with the impact of childhood exposure on health in adulthood (Ben-Shlomo and Kuh 2002); however, the principles
of life course epidemiology apply equally well to health in later childhood and
adolescence in that socially patterned early childhood exposures can impact on
later childhood and adolescent health (Galobardes, Lynch et al. 2004). These
principles can also be extended to consider how the impact of social determinants is transmitted across generations. The 200g difference in birth weight
between the infants born to mothers in the highest compared to the lowest
social class in the UK is explained partly by the mother’s growth in height in
her own childhood and smoking during pregnancy (Spencer 2004). Smoking in
pregnancy is itself strongly influenced by exposure to lower social circumstances
in the mother’s own childhood (Spencer 2006).
Determinants at societal and individual levels
Although, by definition, social determinants are concerned with the influence
of societies on health, the focus of the social determinants’ literature is predominantly at the individual level. However, many of the factors that make up the
socio-economic status (SES) of individuals are actually societal not individual
attributes. Illiteracy of a mother in a low income country does not arise because
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of her individual failings but as a direct consequence of the failure of the society
in which she lives to provide universal educational opportunities. Similarly, in
rich nations, the worker taking home wages below the poverty level cannot suddenly make an individual decision to increase his or her pay; pay levels depend
on the wider labour market beyond the individual’s control. The influence of
societal level factors can be seen in the marked economic and social policy differences between countries which have a powerful impact on population health.
Among low income countries, some, such as Cuba and Kerala State in India,
have achieved very high levels of female literacy compared with many other
countries with comparable levels of national income (Franke and Chasin 1992).
Equally, in rich nations, differences in child poverty levels, arising as a direct
result of economic and social policy (Pickett and Wilkinson 2007), have a profound impact on child health and well-being (UNICEF 2007).
As societies undergo change which may have an impact over time, a temporal component needs to be incorporated into the societal influences on individual level child health outcomes. As noted above, changes in living standards,
education and nutrition over a number of years have been responsible for the
dramatic improvements in child survival and health in today’s rich nations. The
reverse can also happen with adverse consequences for child health and wellbeing; the current financial crisis is leading, in many countries across the world,
to an increase in child poverty that, combined with reductions in health, education, and social protection provision as a consequence of economic austerity,
represents a major threat to child well-being.
Modelli ng m ec han isms an d pathways
Models of the mechanisms and pathways by which social determinants exert
their influence on child health can contribute to better understanding of these
processes as long as their limitations are acknowledged and understood. While
these models better reflect the complexity of the impact of social determinants
than analysis of single risk factors, they inevitably also simplify complex processes. Despite these limitations, models allow the characteristics of pathways
outlined above to be taken into account in examining how social determinants
influence health. Based on the previous section, a comprehensive model of
social determinant pathways should be able to account for:
1. Socially patterned risk and protective exposures
2. Additive and cumulative exposures over time in a life course and intergenerational perspective
3. Temporal ordering of socially related exposures
4. Societal level influences on social determinants at the individual level
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One of the best known models of the social determinants of health is that by
Dahlgren and Whitehead (Dahlgren and Whitehead 2007). This model (Figure
5-2) comprehensively captures the different societal levels that influence health
at the individual level and some of the risk/protective exposures generated by
these societal factors. It is particularly useful in combating the prevailing view
that health is an individual responsibility clearly demonstrating that health can
only be understood within a wider social context. It is designed to show how
factors that appear very distant from the individual exert an influence through
factors that are closer to the individual level. In this respect it has made a very
valuable contribution to the understanding of social determinants but does not
reflect the dynamic and temporal nature of the mechanisms by which social
determinants act.
Figure
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The model, proposed by the WHO CSDH (Figure 5‑3),
58	
   is more comprehensive
incorporating
the social position of the individual represented by their educa	
  
tion, income etc. and the impact of these on health mediated through various
intermediary factors. The health-care system is represented as a major factor
mediating the impact of social position on health. This model is more dynamic than Dahlgren and Whitehead’s as it shows feedback mechanisms between
different elements of the model; however, the temporal dimension discussed
above is not incorporated in the model.
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Figure 5‑3 WHO CSDH conceptual framework of social determinants of health

Source: (World Health Organization 2008)

Halfon and Hochstein (Halfon and Hochstein 2002) have proposed a model of
life course health development which incorporates a temporal component as well
as the action of risk and protective factors. These are represented as opposing forces either impeding or enhancing child development. The underlying concept of
their model has been used to explain differences in peri-natal outcomes between
white and African American infants over the maternal life course (Lu and Halfon
2003). This model incorporates both intergenerational and life course perspectives and the cumulative effects of different socially patterned exposures. The
model illustrates that it is differential exposures acting over time that explain observed and persistent differences in peri-natal outcomes between white and African American women in the USA rather than genetic difference. Such a model is
equally applicable to the different life expectancy and life chances of the two girls
in the WHO CSDH report quote with which this chapter opened. Although no
societal level factors are explicitly included in the model, they are implicit in the
risk and protective factors to which the two groups are exposed.
To comprehensively illustrate social determinants of child health incorporating
the prerequisites listed above, I would propose a model (Figure 4) in which societal level influences are mapped onto the individual level life course trajectory. At
the individual level, the impact of socio-economic status (SES) across generations
is shown exerting its influence through mediating variables which represent either
risk or protective exposures acting additively and cumulatively over time. The
model shows the influence of societal factors on SES and mediating variables. As
discussed above, social and economic policy can change and the model attempts
to represent this possibility by showing that fiscal policy etc. can influence SES
and mediating factors at different times in the intergenerational life course.
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Figure 5‑4 Mapping societal level influences on individual level life course trajectory
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Im plications for policy, paediatric
62	
  practic e an d
c	
   h i ld public h ealth researc h
As stated above, the models of pathways and mechanisms by which social determinants impact on child health cannot capture the full complexity of these
processes but they serve to challenge the dominant ideas in policy, practice and
research which focus on identifying and addressing individual risk factors in isolation from their social context. Despite some successes for this approach, such
as the ‘Back to Sleep’ campaign that led to a marked reduction in Sudden Infant
Deaths (albeit also leading to a widening of the already present social differences
due to differential uptake of the advice to sleep babies on their backs (Wood,
Pasupathy et al. 2012)), its emphasis on individual responsibility for health and
failure to address any of the social determinants that drive the social gradients in
health renders it incapable of reducing health inequalities. Worse still, it generates policy that is essentially victim blaming – labelling poorer families as entirely
responsible for the relatively poor health of their children.
The key message for policy, practice and research implicit in these models is
that child health and well-being cannot be divorced from its social context. Policy makers who set out to reduce child health inequalities need to look beyond
individual socially-patterned risk factors and consistently address the underlying
social drivers of inequality. Politicians in the UK have no excuse for failing to
address these drivers; from the Black Report in the 1980s (Townsend, Davidson
et al. 1988) through the Acheson Report in the late 1990s (Acheson 1997) to the
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recent Marmot report (Marmot 2010), the clear message has been to improve
the living conditions and social circumstances of those on low incomes with a
particular focus on women of child bearing age and their children in recognition
of the intergenerational influences on child health. In addition, there is now
overwhelming evidence from a range of studies, notably those by UNICEF
(UNICEF 2007) and Wilkinson and Pickett(Wilkinson and Pickett 2009), that
child health and well-being is better in rich nations that provide strong social
protection for families and have more equal income distribution. Similarly,
poor countries that have had the political will to address the living conditions
and education of the poor show that huge advances in child health and wellbeing are possible even without the level of wealth in rich nations.
Unlike policy makers, paediatricians tend to work at the individual level responding to illness as it occurs. This work is essential and, given significant
advances in the management and treatment of many of the conditions affecting
children, has made a major contribution to child survival and well-being.
Paediatricians cannot be expected to solve health problems arising from the
social circumstances in which children live but they can strive to ensure that
all children, irrespective of income and where they live, have access to good
clinical services. Equitable paediatric practice implies that ALL children have
the same rights to good health care. The individual paediatrician, even within
the most inequitable health system, can offer accessible and affordable services
to poor and marginalised children and their families. In order to work in this
way, paediatricians need to be aware of the role of social determinants and the
indivisibility of children’s rights.
Just as child health and well-being reflect the social context and the societies
in which the children live, health systems in which paediatricians work are socially determined. Paediatricians have a role as advocates for equitable services
and for the rights of all children to good health care. Paediatricians can advocate
at the individual level, for example for an asthmatic child whose condition is
exacerbated by poor housing conditions, at the local level with local communities and local government to reduce children’s exposure to hazardous environmental conditions outside the home, and at national level for equitable health
services and policies to reduce child poverty.
Child public health research has a vital role in informing policy and practice and improving knowledge of the health of child populations. As research
in this field has tended to focus on the identification of, and interventions to
reduce the impact of, individual socially patterned risk factors, pathways and
mechanisms by which social determinants exert their effects have been relatively under-researched. Further work is needed to improve our understanding of
these processes and to identify interventions and policies that directly address
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the social factors acting over time and across generations to sustain and perpetuate social gradients in child health and well-being. There is now a rich array of
longitudinal studies in many countries, including some low and middle income
countries, that can be used to investigate these issues.
Conc lusion
Understanding how social determinants influence child health is not simply
an academic question for a few researchers but has major implications for the
health of child populations across the world. I have attempted in this essay to
identify some of the main ways in which social determinants work and to relate
these processes to policy, practice and research. Hopefully, this will form part of
a fitting tribute to Staffan who has been a tireless practitioner and advocate for
children throughout his professional life.
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wo of the most common forms of mental health problems in youths are
externalizing (i.e., aggressive and non-aggressive conduct problems) and
internalizing (i.e., anxious and depressive symptoms) problems (American Psychiatric Association. 2000; Kopp and Gillberg 2003). Both of these problem
clusters are associated with a range of negative outcomes in adulthood. They not
only predict future externalizing and internalizing problems, but also substance
abuse and dependence, psychiatric illnesses, and various types of other psychosocial problems (White, Xie et al. 2001; Miles, Van den Bree et al. 2002; KimCohen, Caspi et al. 2003; Rutter, Kim-Cohen et al. 2006). Despite the volume
of research on the risk factors for these substantial public health problems, very
little is known about the degree of heterogeneity among the youths suffering
from externalizing and internalizing problems because most research has treated
them as a homogenous group. We argue that youths with problems constitute a
very heterogeneous group in the sense that there are diverse pathways leading to
various forms, expressions and combinations of externalizing and internalizing
problems. Even though researchers have identified many risk and protective factors and even theoretically acknowledged that youths are likely to develop these
problems in different ways and at different time points during development
(Farrington 2005; Moffitt 2006; White and Frick 2010), we argue(Andershed and
Andershed 2008) that there still is a lack of research examining the heterogeneity
among these youths. Attempts in this direction have been put forward in form of
broad sub-classifications, by differentiating between, for example, early and late
onset of externalizing problems (American Psychiatric Association. 2000). However, such classifications are clearly not specific enough, as research shows that
early and late starters both are heterogeneous in terms of causes and combinations of problems, as well as risk for long lasting psychosocial problems(Moffitt,
Arseneault et al. 2008). Thus, research that further unravels the heterogeneity in
risk and protective factors is essential. In this chapter, we describe the theoretical
and empirical bases as to why we should expect externalizing and internalizing
problems to be heterogeneous phenomenon. We also pose what we believe are
essential questions for future research.
Th eoretical Stan dpoi nts
To achieve a complete understanding of externalizing and internalizing problems and the heterogeneity of these problems, a holistic-interactionistic per61

spective recognizing that factors within and outside the individual interact in
complex ways across development to form the individual’s behavioral tendencies is necessary (Bergman and El-Khouri 2003). According to this perspective,
the individual should be regarded as a whole, inseparable from the environment. As such, risk and protective factors can exist in all domains of a person
and his or her context: in the biological, genetic, psychological, behavioral, and
social domains. This highlights the importance of studying several variables at
the same time, i.e., to identify youths with similar constellations of risk and
protection, and it calls for a multidisciplinary research.
Furthermore, two theoretical concepts important here are equifinality and
multifinality (Cicchetti and Rogosch 1996). Equifinality posits that there are
diverse causal pathways leading to the same outcome (e.g., externalizing or internalizing problems) and multifinality that the same factors can lead to diverse
outcomes. We argue that equifinality applies to externalizing and internalizing
problems and thus that there potentially are several different causal pathways
to any given developmental trajectory and combination of these two problems.
Th e Two Mai n Layers of th e H eterogen eity of
Externali zi ng an d I nternali zi ng Problems
The heterogeneity of externalizing and internalizing problems in youths has
two related layers that both need much more attention. The first layer concerns the
heterogeneity in externalizing and internalizing problems per se. There are differences
in terms of types of externalizing problems (e.g., aggressive vs. non-aggressive
problems) and internalizing problem (e.g., depressive symptoms vs. anxiety)
and their onset, severity, frequency, how the two problems co-occur, and comorbidity with other mental health problems, as well as with physical health
problems. It is, for example, clear from multiple studies that child and adolescent externalizing and internalizing problems, respectively, develop along different trajectories for different youths (e.g., stable high, decreasing, increasing,
stable low) (Broidy, Nagin et al. 2003; Fanti and Henrich 2010). Furthermore,
externalizing and internalizing problems can, and often do, co-occur (Fanti
and Henrich 2010) and a growing body of research suggests that when these
two problems do co-occur, the risk for various psychosocial problems, health
problems, and chronic psychological problems becomes higher as compared
to when these two problems do not co-occur (Newman, Moffitt et al. 1998;
Fanti and Henrich 2010). In fact, there are also indications that internalizing
problems, without co-occurring externalizing problems, do not predict psychosocial problems over time in a significant way (Fanti and Henrich 2010). This
highlights the importance of taking the co-occurrence of these two common
mental health problems into serious consideration. However, it is also essential
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that other co-occurring or co-morbid problems that can be related to differences in causal background, severity and treatability of problems, and risk for
long-lasting problems, are taken into consideration. Two examples are when
externalizing problems co-occur with AD/HD symptoms (Waschbusch 2002)
or Callous-Unemotional traits(White and Frick 2010). However, most previous
research has studied one specific co-occurring problem at a time, often using
a cross-sectional design, neglecting the potential importance of co-occurrence
and its development over time. Thus, research that further unravels the different
developmental pathways and combinations of problems among youths with
externalizing and internalizing problems is urgently needed.
The second layer has to do with the heterogeneity in risk factors behind the various
problem combinations. One and the same type of problem or combinations of
problems can stem from or be associated with different risk factors in different
youths. Research has identified a large number of risk and protective factors for
externalizing and internalizing problems. Biological, genetic, psychological, behavioral, as well as social risk and protective factors have been identified (Murray
and Farrington 2010; Niv and Baker 2010; Eriksson, Cater et al. 2011). These factors have individually and often separately from each other been shown to correlate or in other ways co-vary with externalizing or internalizing problems, and
they have been shown to have cumulative effects , i.e., the larger the accumulation of risk factors, the higher the risk of a negative outcome (Appleyard, Egeland
et al. 2005). Furthermore, several studies have studied the different trajectories
of externalizing problems during childhood (e.g., stable high, decreasing, stable low) and several variables have been associated with or have been found to
predict these various trajectories (Colder, Mott et al. 2002; Shaw, Gilliom et al.
2003). However, there are no studies that have investigated the potential importance of constellations of several factors for these trajectories and neither are
there studies that consider that there may be several causal factors for one and
the same trajectory of externalizing problems. These very common approaches
in previous studies neglect the heterogeneity of externalizing and internalizing
problems so that potential causal mechanisms and combinations of factors thereby go undetected. Existing research on protective factors suffers from similar
limitations. Most existing research neglects the possibility that protective factors
may differ among youths and that certain combinations of protective factors
may be more efficient than others(Eriksson, Cater et al. 2011).
We concur with Farrington stating: “From the viewpoint of both explanation and prevention, research is needed to classify types of people according to
their most influential risk factors and most important reasons for committing
crimes”(Farrington 2005). Along these lines, we have recently shown (Andershed, Andershed et al. in preparation) in the SOFIA-study (www.sofiastudien.se)
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that subgroups of preschool children with the same constellation of externalizing and internalizing problems exhibit distinctively different constellations of
risk factors. As a more specific example, a study of school aged children showed
a moderate and significant relation between dysfunctional parenting and externalizing problems(Wootton, Frick et al. 1997). However, this overall association,
based on the total sample, obscured very different associations within the group
of children with externalizing problems, with the association between ineffective parenting and externalizing problems being quite strong and significant for
children who showed low levels of Callous-Unemotional traits, but negative
and non-significant for children exhibiting high levels of these traits. These two
examples clearly reveal the existing heterogeneity among children with externalizing and internalizing problems. Furthermore, as an example of the importance of going beyond the study of interactions between two variables, we
have shown (Bergman, Andershed et al. 2009) using longitudinal data from
childhood to adulthood (the IDA program – see www.oru.se/theidaprogram)
that it is important to examine constellations of several risk factors. First, we
showed through cluster analysis of multiple risk factors in late childhood that
children varies in the constellations and levels of risk factors. Then, we showed
using logistic regressions that membership of the multiple risk factor-cluster
predicted adult criminality better than all the individual risk factors included
as separate variables in the prediction (Bergman, Andershed et al. 2009). Thus,
combinations of multiple risk factors are sometimes more important than the
individual risk factors, demonstrating how important it is that we use personoriented analyses to study constellations of several variables at a time to a greater
extent.
Essential Questions for Future Researc h
We believe that there are two essential main questions that need answers in
future research. They are:
1. How do externalizing and internalizing problems combine and
develop across the life span?
Examples of more specific research questions include: What constellations of
externalizing and internalizing problems exist at different ages? What developmental trajectories of externalizing and internalizing problems can be identified
during childhood, from early childhood to adolescence, and from childhood
through adolescence to adulthood? How do externalizing and internalizing
problems combine over time and what are the implications of this (i.e., comorbidity)? What differences and similarities are there across gender concerning
pathways and co-morbidity of externalizing and internalizing problems?
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2. What are the different constellations of conditions that are related to
the same combination or developmental pathway of externalizing and
internalizing problems?
Examples of more specific research questions include: What constellations of
biological, genetic, psychological, behavioral, and social risk factors are typical
among youths with different combinations of externalizing and internalizing
problems? What are the most important risk factors and which combinations
can be identified for subgroups within the group following a stable high pathway of externalizing, internalizing or both problems over time? What are the
most important protective factors and what combinations can be identified for
various subgroups within the group following a stable low or decreasing pathway of externalizing, internalizing or both problems over time? What types of
interventions are provided to youths with different constellations of externalizing and internalizing problems and which are the long-term consequences of
different interventions? Why do some children with externalizing and internalizing problems receive interventions whereas others do not? Which differences
and similarities are there across gender concerning the above type of questions?
M ethods to Use to Un ravel H eterogen eity
Taking heterogeneity and related theoretical assumptions such as equifinality
seriously means that one also should be using research methods that correspond
with and can test these assumptions. Correlations and other statistical methods
based on co-variation between variables when conducted on total samples
rather than on specific subgroups are of limited use in producing meaningful
and useful knowledge for practice because they hide, rather than reveal possible heterogeneity. Correlations simply do not give complete answers on the
type of questions that the practitioner faces(Loeber and Stouthamer-Loeber
2002). They answer questions about variables, not people. Still, correlations
certainly do have a place in the research process. They can be used as a starting point in answering the basic question of whether a particular variable is a
potential risk or protective factor. As stated by Loeber and Stouthamer-Loeber:
“The variable approach does have a place in research. However, for research
findings to be practical, analyses of variables should serve to inform analyses of
individuals.”(Loeber and Stouthamer-Loeber 2002). In future research, variableoriented analyses should merely be used as a starting point for comparison. In
order to tease apart the heterogeneity, statistical methods focusing on groups
and subgroups of individuals (Bergman and El-Khouri 2003; Bergman, Andershed et al. 2009) rather than variables must be used. Methods such as cluster
analysis, model-based cluster analysis, and configural frequency analysis can be
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used to identify subgroups of individuals with similar constellations across several variables (e.g., risk and protective factors). Latent growth curve analyses and
similar methods can be used to identify distinctive developmental trajectories
of externalizing and internalizing problems. Using these methods, one can, for
example, study which constellations of genetic, psychological, behavioral, and
social risk factors that are typical among youths with different constellations
and developmental trajectories of externalizing and internalizing problems.
The Practical and Societal Value of Unraveling Heterogeneity
Children and adolescents with mental health problems suffer not only from the
consequences of their problems here and now, they also run the risk of growing
up experiencing even greater and more problems as adults. The human and financial costs of these problems among youths are enormous over time. Parents
and professionals are working hard to prevent and intervene in the best ways
they can. Professionals are asking for the best existing methods for intervention, which many times have been found to have limited effects. Most of these
methods of intervention are based on research that, explicitly or implicitly, assumes that youths with similar kinds of problems share the same causes and risk
factors and are thus in need of the same type of intervention. However, youths
with mental health problems are more diverse than what generally has been
acknowledged in research and practice and what has been recognized by existing
methods for diagnosing mental health problems. Thus, to improve methods of
prevention and intervention, it is essential that the heterogeneity among youths
with these problems is teased apart and understood.
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europsychiatric conditions are the leading cause of burden of disease
(Disability Adjusted Life Years, or DALYs) during adolescence and young
adulthood in Europe (World Health Organisation 2004). These conditions account for 34 percent of the total burden of disease. A comprehensive review of
psychosocial disorders among youth in Western Europe indicates that the prevalence of mental disorders increased during the period 1945-1985 (Rutter and
Smith 1995). The authors of this review found the time trend puzzling. At an
individual level, social disadvantage, unemployment and poor physical health
are important determinants of mental health. Yet, during the post-war years all
these determinants improved, often substantially. Increasing affluence, however,
is often associated with an even more rapid rise in expectations. Thus, the gap
between expectations and reality might widen, which could result in frustration.
The authors of the review speculated that this mechanism might have contributed to the rise in mental health problems, although no firm proof is presented.
Their review ended in the mid-1980s and no comprehensive review has been
published since then.
The aim of this paper is to review the time trends in the ensuing period, i.e.
1980-2010. Attempts will also be made to explain any changes over time and the
variation between different countries in Western Europe.
M ethods
Definitions
Youth is defined as individuals aged 15-24 years, i.e. including both adolescents
(15-19 years) and young adults (20-24 years). Young adults have been included
since their living conditions nowadays resemble those during adolescence, i.e.
a large proportion of them continue full-time education at tertiary level, and
accordingly cannot earn their own living.
The WHO has compiled information on DALYs for the age group 15-29
years in the European region. In the group of neuropsychiatric conditions, the
three leading problems are unipolar and bipolar depressive disorders (3.0 million
DALYs), schizophrenia (1.5 million DALYs) and alcohol use disorders (1.5 million
DALYs) (World Health Organisation 2004). These three problems constitute 63
percent of the total burden of disease caused by neuropsychiatric conditions.
The WHO classifies suicides under a separate heading, external causes of death.
Yet, since most suicide victims are depressed, it is relevant to include them in an
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analysis of mental health problems. Suicides result in a burden of disease in the
European region of 1.8 million DALYs. The remaining mental health problems
will not be addressed in this chapter.
The WHO have defined a group of European countries with very low child
and adult mortality - Eur-A. Virtually all these countries are in western Europe,
although a few might be geographically classified otherwise. The 20 major EurA countries include Austria, Belgium, Croatia, Cyprus, the Czech Republic,
Denmark, Germany, Greece, Finland, France, Ireland, Italy, the Netherlands,
Norway, Portugal, Slovenia, Spain, Sweden, Switzerland and the United Kingdom. The total set of Eur-A countries also includes Andorra, Iceland, Israel,
Luxembourg, Malta, Monaco and San Marino.
Data sourc es
Suicide
The European mortality database that is provided by the WHO Regional Office
for Europe provides information on suicide rates (World Health Organization
Regional Office for Europe 2012).
Depressive disorders
To the author’s knowledge, no cross-national population study of clinical depression in young people in Europe has been published. Hospital discharge rates might reflect incidence and prevalence but most cases of depression are not
treated in hospitals. The organization of the health service systems varies, both
between countries and over time. Therefore hospital discharge rates cannot be
used. Instead other indicators have to be employed.
The WHO has initiated a survey, the Health Behaviour in School Children
(HBSC) survey (HBSC 2012). Data have been collected from 11, 13 and 15
year-old children every four years since 1985. At the beginning, nine European
countries participated, Austria, Belgium, Denmark, Finland, Norway, Spain,
Sweden, Switzerland and the United Kingdom. Since then, the number of European countries participating has gradually expanded to include 19 of the major WHO Eur-A countries the last time data were collected in 2009. The survey
includes a question that is repeated for eight different symptoms: “In the past
six months, how often have you...?”, “...felt low?”, “...been in a bad mood (irritable)?”, “...felt nervous?”, “...felt dizzy?”, “...had difficulty getting to sleep?”, “...
had headache?”, “...had stomach-ache?”, and “...had backache?”. The response
alternatives are “rarely or never”, “about once a month”, “about once a week”,
“more than once a week” and “about every day”. The last two options have been
merged and used as “more than once a week”. Information from this study has
72

been retrieved from a previously published paper (Lager and Bremberg 2009)
and three international compilations (Currie, Roberts et al. 2004; Currie, Gabhainn et al. 2008; Currie, Zanotti et al. 2012).
There are other studies published where the prevalence of mental health
problems is assessed in different European countries at a single point in time.
The Kidscreen project, funded by the European Commission, has developed
an instrument for assessing quality of life among children that includes mental
health (Erhart, Ottova et al. 2009). This research group has published a study of
10 European countries where a previously well researched instrument, Strength
and Difficulties was used (Ravens-Sieberer, Erhart et al. 2008).
Alcohol use disorders
The European School Survey Project on Alcohol and Other Drugs (ESPAD) offers information on the use of alcohol among 15–16 year-old students (ESPAD
2012). The survey started in 1995 with all 20 major WHO Eur-A countries participating. The response to a question about heavy episodic drinking during the
past 30 days has been used as an indicator for alcohol use disorders.
There is also a question in the HBSC study that refers to alcohol use, “Having been drunk twice or more often”. This question is reported from 13 WHO
Eur-A countries in 1997, 2001 and 2005: Austria, Belgium, Czech Republic,
Denmark, Finland, France, Germany, Greece, Norway, Portugal, Sweden, Switzerland and the United Kingdom.
The WHO has reported on the development of total pure alcohol consumption in all major Eur-A countries since 1988 in the European HFA Database
(World Health Organization 2012).
Statistical methods
Mental health outcomes and potential determinants were correlated using country means unweighted for population size, with calculation of Pearson correlation coefficients. Statistical significance levels were assessed according to Siegel
(Siegel 1980).
Results
Suicide
The time trend for suicide rates in 15-29 year-olds in Eur-A is presented in
Figure 7‑1. It is possible to discern three phases, a first phase 1980-1995 with a
stable rate, a second phase 1996-2007 with an almost constant decrease and a
third phase 2008-2010 with an evident upturn.
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Figure 7‑1 Development of suicide rates in the 15-29 age group in Europe, 1980-2010.

Source: (World Health Organization Regional Office for Europe 2012)

In 1980, there was a 10-fold range between the rate in Greece (2/100 000) and
Austria (21/100 000). The range was similar in 2009, although more nations
clustered around the mean.
Potential explanations of the time trend
Most individuals that commit suicide are depressed (Cheng 1995). It is possible
that the introduction of the selective serotonin reuptake inhibitor (SSRI) class
of anti-depressants in the 1990s might explain the decline of suicides during the
period 1996-2007 (Ludwig, Marcotte et al. 2009), although the effect of this class
of antidepressants in the youngest age group is controversial (Tsapakis, Soldani
et al. 2008).
Individuals that commit suicide perceive no further hope of a meaningful
life. This perception is partly determined by their actual living conditions and
partly by their individual interpretation of their own situation. Actual hardships
increase the risk of suicide. Thus, individuals with low incomes and little education are more prone to suicide (Blackmore, Munce et al. 2008). Yet, individual
interpretations also affect the risk. This might be an explanation why the suicide
risk varies more between western European countries than indicators of affluence, such as GDP per capita.
The major issues related to living conditions affecting those aged 15-24 are
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involvement in education and transition to employment. During the period
1980-2010, the length of education has increased dramatically. In 2009, 100 percent of those eligible were enrolled in secondary education in OECD countries,
up from 93 percent in 1991 (World Bank 2012). The increase in tertiary education is even more marked. At the start of the period, 23 percent were enrolled
in tertiary education, and by the end in 2009 this figure had almost tripled to
65 percent (World Bank 2012) (Figure 7.-2). It is, however, not possible to relate
the development of education enrolment to any of the three phases in the trend
for suicides.
Figure 7‑2 Enrolment rates in tertiary education in Europe, 1980-2009
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Source: (World Bank 2012).

After school and higher education, young people try to find employment but
many do not succeed. Unemployment is higher among individuals below the
age of 25 compared to those who are older. The average European male unemployment rate during the period 1984-2009 varied between 11 and 19 percent
(Figure 7-3). The corresponding female rates varied similarly. There were three
peaks in unemployment in 1984, 1994 and 2009. These peaks coincided with
economic recession in Eur-A countries in 1982-83, 1991-93, and 2008-09 (World
Bank 2012). The peak of unemployment in 2009 coincided with an increase in
suicide rates. The remaining peaks are not reflected in changes in suicide rates.
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Figure 7‑3 Youth (males 15-24 years old) unemployment in Europe, 1984-89
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Depressive sym ptoms
In the HBSC study, 15 year-olds have answered questions about feeling low,
having difficulties in getting to sleep and having a headache. All of these complaints are more common in individuals with depression. Thus, the prevalence
of these complaints might be employed as indicators of depressive disorders.
The average proportions reporting these difficulties more than once a week in
Austria, Belgium, Denmark, Finland, Norway, Spain, Sweden, Switzerland and
the United Kingdom are presented in Table 7‑1. All problems increased between
1985 and 2001. During the period 2001-2009, there was no significant change
in the proportion that reported feeling low and having a headache, yet sleeping
difficulties continued to increase.
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Table 7‑1 Percentage of 15 year-olds reporting feeling low more than once a week
1985

2001

2009

Feeling low

9.6

15.4

13.9

Sleep difficulties

14.6

17.2

21.0

Headache

8.9

16.6

16.6

Source: HBSC. Unweighted means in 1985, 2001 and 2009 for Austria, Belgium, Denmark, Finland, Norway, Spain,
Sweden, Switzerland and the United Kingdom

Since 2001, results among 15 year-olds have also been reported as multiple
health complaints (two or more subjective health complaints, more than once a
week). The unweighted mean of the nine countries that have participated since
the 1980s was almost identical over these three years (2001, 2005 and 2009) both
in boys, 24, 23 and 22 percent and in girls, 39, 40 and 41 percent respectively.
Thus, an increase was recorded during the period 1985-2001 and after that
the situation seems to be quite stable. This pattern contrasts to the development
of suicide rates, which decreased until 2007.
The significance of depressive symptoms
There are other, more elaborate instruments for assessing mental health problems. The Kid screening group have reported the proportion of 12-18 year-olds
in 10 western European countries that were classified as “abnormal”, using the
Strength and Difficulties (SDQ) questionnaire (Ravens-Sieberer, Erhart et al.
2008). The prevalence of “abnormal” individuals varied between 2.9 percent
in Germany and 10.4 percent in the United Kingdom. In order to explore the
significance of depressive symptoms in the HBSC, the national rates of individuals classified as “abnormal” according to SDQ were correlated with the national rates of various symptoms in HBSC in 2009. The correlation coefficient
for feeling low was r=0.49, for headache r=0.73, for sleeping problems r=0.35
and for multiple health problems r=0.59. A correlation coefficient of r=0.63
is statistically significant (p=0.05) when N=10. Thus, the correlations indicate
that the national symptom rates that were recorded in HBSC reflect the more
serious mental health problems that were recorded by SDQ.
Potential explanations of the time trend
Education failure increases the risk of mental health problems (McCarty, Mason
et al. 2008; Jablonska, Lindberg et al. 2009; Topitzes, Godes et al. 2009). The
number of years in education has increased during the period being studied. This
means that achievements at school have increasing significance for the life of
young people. School systems in Western Europe vary in their ability to provide
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young people with qualifications. Thus, students in countries with less effective
school systems might be expected to get more depressive symptoms. OECD
regularly tests 15 year-old students’ abilities in reading, mathematics and science
in the Programme for International Student Assessment (PISA). PISA reports
mean scores for the member states (OECD 2010). In order to test the hypothesis
that the school systems’ relative ability to provide students with qualifications
prevents mental health problems, the national PISA mean scores in 2009 were
correlated with the percentage of 15 year-olds in the HBSC study that reported
multiple health problems more than once a week (Currie, Zanotti et al. 2012).
Information was available from 18 countries, Austria, Belgium, the Czech Republic, Denmark, Germany, Greece, Finland, France, Ireland, Italy, the Netherlands, Norway, Portugal, Slovenia, Spain, Sweden, Switzerland and the United
Kingdom. The country mean PISA scores in reading, mathematics and science
ranged from 470 to 536, 466 to 541, and 488 to 554, respectively and the proportion reporting multiple health problems varied between 19 (Slovenia) and
52 percent (Italy). The correlation coefficients found for reading, mathematics
and science were 0.23, 0.58 and 0.52, respectively. The values for mathematics
are presented in Figure 7‑4. The correlations with abilities in mathematics and
science were statistically significant (p=0.05 for r=0.468 and N=18). The results
indicate that young people living in countries where the school system provides
students with good qualifications have less frequent depressive symptoms.
Figure 7‑4 Country rates of multiple health problems more than once a week in 2009
among 15 year-olds (HBSC) vs. mean scores in mathematics among 15 year-olds (PISA).
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Employment also seems to protect young people from mental health problems
(Paul and Moser 2009). There is a considerable variation between countries in
their ability to offer young people employment. In order to test the hypothesis
that a decrease in employment goes hand in hand with an increase in depressive
symptoms, Lager et al. correlated the rate of decrease in employment in 15-24
year-olds during the period 1985-2001 in ten countries with the rate of increase
in depressive symptoms in 15 year-olds (Lager and Bremberg 2009). The decrease in the proportion of 15-24 year-olds that were not in the labour force was
significantly associated with the mean increase in the proportion of 15 year-olds
with depressive symptoms.
Information on the rate of unemployment at 15-24 years of age in 2008, i.e.
the year that preceded the last HBSC study, was retrieved from 15 countries
(Eurostat 2012). The average rate was 15.7 percent, with a range from 6.3 percent
(the Netherlands) to 24.6 percent (Spain). The correlation between the unemployment rate and the percentage with multiple health problems more than
once a week was statistically significant (r=0.55 (p<0.05)) (Figure 7‑5).
Figure 7‑5 Country rates of multiple health problems more than once a week in 2009
among 15 year-olds (HBSC) vs. rate of unemployment in the 15-24 age group in 2008
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There are other potential determinants for depressive symptoms that might explain national variations, e.g. the rate of parental divorces, use of information
technology and growing individualism. Divorce rates for the year 2000 were
obtained from 16 nations (Eurostat 2012). The range was 0.7-2.7/1000 and the
correlation with the rate of multiple health problems in HBSC was r=0.37,
which was not significant. Internet use by individuals aged 16-74 was used as
an national indicator of information technology use. The range was 42-90 percent (Eurostat 2012) and the correlation with the prevalence of multiple health
problems in the HBSC data was negative, with a correlation of r=0.53, which
is statistically significant (p<0.05). Individualism was analysed with an index in
the World Value Survey that assesses attitudes to freedom of speech and participation in government decisions versus maintaining order in a nation (four post
materialism items) (World Values Survey Association 2012). Data were obtained
for 15 nations with a range of 11.1 –29.8. No statistically significant correlation
with multiple health problems was found, r=0.21.
Correlations with suicide rates
A potential hypothesis is that the risk of depressive symptoms at age 15 and the
risk of suicide in 15-29 year olds reflect a similar characteristic within a nation.
In order to test this hypothesis, the correlation between the proportion of 15
year-olds with multiple health complaints in 2009 (range 19-52 percent) and the
rate of suicides among 15-29 year-olds in 2009 (range 2.2-19.8) was calculated
for 18 Eur-A nations. The correlation coefficient was 0.21, which is not statistically significant.
Alcohol use disorders
According to data from the European School Survey Project on Alcohol and
Other Drugs among 15–16 year-old students, the mean (unweighted) proportion of students in the 20 major WHO Eur-A countries that reported heavy
episodic drinking during the past 30 days was quite stable during the period
1995-2007 with 38, 43, 43 and 44 percent reporting such drinking in 1995, 1999,
2003 and 2007, respectively.
In the HBSC study, which includes 13 countries with a question of having
been drunk at least twice, the mean (unweighted) proportion decreased slightly,
with 37, 38 and 33 percent in 1997, 2001 and 2005, respectively.
Potential determinants of alcohol use disorders
The consumption of pure alcohol at age 15+ in WHO Eur-A decreased almost
linearly from 14.2 litres in 1980 to 10.6 litres in 2007 (WHO 2012). There was
a fourfold difference among countries in 1980, with 5.1 litres in Norway and
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19.1 litres in France. In 2007, the range had narrowed to 6.6 litres in Norway
and 15.5 litres in the Czech Republic. Thus, equalization between the European
countries seemed to have occurred.
Schizophrenia
The incidence of schizophrenia peaks during young adulthood. Bresnahan et al
have reviewed studies of the incidence of schizophrenia in Europe during the
last two decades of the 20th century (Bresnahan, Boydell et al. 2003). They conclude that the incidence appears to have declined although the evidence is far
from clear. They think that the cause of a decline might be due to improved prenatal nutrition, maternal immunization and infection control. The variation of
incidence between countries is hard to explain due to a lack of studies. Startorius
et al studied data from Denmark, Ireland, Russia and the United Kingdom and
found that the incidence per 1 000 varied from 0.15 to 0.28 (Sartorius, Jablensky
et al. 1986). Considering the difficulties involved in obtaining reliable data, the
authors conclude that the differences were non-significant or at best marginal.
Disc ussion
The various major mental health problems among young people in western Europe have developed differently during the period 1980 to 2010. Suicide rates decreased until the economic recession that started in 2008. Depressive symptoms,
on the other hand, increased up until 2001, while indicators of alcohol use disorders did not change much during the period. The incidence of schizophrenia
might have declined although data that support this notion are scarce.
Thus, the changes that were found mainly relate to the development of suicides and depressive symptoms. Since most suicide victims are depressed, similar
trends over time might be expected. That, however, was not the case. This difference might be related to the strikingly varied incidence for these disorders,
with about 14 000/100 000 for feeling low, 6 000/100 000 for clinical depression
(Olsson and von Knorring 1999) and 7/100 000 for suicide. Thus, the determinants might partly differ.
In an analysis of determinants of ill health, it is useful to differentiate between downstream determinants, that include health services, and upstream determinants that include the construction of social institutions and general socioeconomic conditions (Braveman, Egerter et al. 2011).
Health services might offer individuals with clinical depression anti-depressive drugs, usually SSRI medication, and cognitive behaviour therapy. During
the 1990s, SSRI medication was introduced and is now widely used. The introduction of SSRI drugs might be the cause of the decline of suicides that started
in 1995 (Ludwig, Marcotte et al. 2009). It is, however, not likely that health
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services have affected substantially the prevalence of depressive symptoms since
most individuals with these symptoms do not contact health professionals.
During the period 1980-2010, there were major changes in two potentially
important upstream determinants, education and employment. The number of
years in education has increased substantially during the period, probably due
to increased global competition. Thus, a majority of young people in Western
Europe participated in tertiary education by the end of the period. At individual level, there is a clear negative correlation between school achievement and
mental health problems (McCarty, Mason et al. 2008; Jablonska, Lindberg et
al. 2009; Topitzes, Godes et al. 2009). This correlation, however, might be due
to factors that both determine the risk of school failure and the risk of mental health problems. However, quasi-experimental studies indicated that longer
education protects against both physical and mental health problems. (Feinstein, Sabates et al. 2006). Thus, longer education might be expected to improve
mental health. Yet, the opposite was found.
The school systems in different countries vary in their ability to provide
young people with qualifications. When young people attend education for an
increasing length of time, variation in the quality of the school systems might be
expected to be more important. Thus, a hypothesis that there was a relationship
between national quality of schools systems, as assessed in the PISA testing at
age 15, and the occurrence of multiple health complaints was tested. Statistically
significant correlations were found at national level for abilities both in mathematics and science.
After schooling, young people are expected to get a job. Yet, large numbers
of young people do not find employment, especially during economic recessions such as that currently taking place. No employment means no income and
consequently less ability to settle into an adult life with one’s own home and a
family. Therefore it is not surprising that depressive symptoms were significantly
more common in countries with a high youth unemployment rate. The rise of
unemployment during the present economic recession might also explain the
rise of youth suicides.
The lack of correlation at national level between the rate of suicide and
depressive symptoms might be due to varying practices for recording suicide
deaths. The rates of suicide in the 15-29 age group in 2009 in countries like
Greece (2.2/100 000), Spain (4.2) and Portugal (4.6) are markedly below the
average for Eur-A (6.1). The lower rates might be due to the stigma related to
suicide, which might affect the classification of deaths due to external causes.
There are other potential determinants for depressive symptoms that might
explain national variation, e.g. the rate of parental divorces, use of information
technology, growing individualism, growing expectations of perfect health and
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growing uncertainty about the future. Cross-national comparisons indicate that
the level of use of information technology protects against depressive symptom
while no statistically significant relationship with divorce or an indicator of individualism was found. It is hard to test the hypothesis of growing expectations
and growing perceived uncertainty about the future empirically as determinants
of depression.
The cross-national comparisons described in this chapter between potential
determinants and health outcomes have been based on straightforward ecological assessments of correlations. Correlations do not equal causation. Support
for causality has to build on corresponding findings at individual level with
experimental or cohort designs. Yet, studies of the effect of country characteristics need to be done at ecological level. In other words, the effect of different
national school systems cannot be studied within a single country.
Conc lusions
An efficient school system and a labour market characterized by low youth
unemployment were both related to lower rates of depressive symptoms among
young people. Finland seems to offer a superior school system and the Netherlands has achieved a youth unemployment rate that is far below the European
average. Other countries might learn from the educational approaches in Finland (Sahlberg 2007) and the labour market policies in the Netherlands (OECD
2008). In addition, efficient methods for distributing anti-depressive medication
and cognitive behaviour therapy might contribute to a decrease in suicides.
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Chapter 8

Refugee children in exile
- a Scandinavian public
health perspective
A n d e r s Hj e r n
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A n d e r s H J ERN
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ach month tens of thousands of asylum seekers reach Europe, of whom 20
to 30 percent are children under the age of 18. In Scandinavia the large majority of refugee children have arrived with their families, either seeking asylum
with the rest of their family, as a process of family reunification after one or
both parents has been granted asylum, or arriving with their parents as quota refugees with asylum granted before arrival. Since 2005, however, the numbers of
unaccompanied/separated refugee children have increased greatly, particularly
in Norway and Sweden, and now constitute the majority of refugee children
arriving in their teens in these countries (Hjern, Brendler-Lindqvist et al. 2012).
Refugee children should be a concern for public health professionals, because of their vulnerable situation in exile as well as the hardships they have been
exposed to in their country of origin and during the flight. It is rarely feasible
to carry out randomised trials to evaluate different interventions in refugee populations because of the great diversity within these groups and their vulnerable
social situation. Thus, most policies in this area have to build on theory grounded in the limited existing empirical data, rather than purely on evidence. In the
remainder of this chapter I will give a short summary of the existing literature,
offer a theoretical framework and finally propose some fundamentals of a public
health strategy built on these premises in a Scandinavian context.
Physical h ealth
Many refugee children are born in low income countries where nutritional deficiencies and infectious disorders like tuberculosis, hepatitis B, HIV and intestinal parasites are much more common than in Scandinavia(Persson and Rombo
1994; Romanus 1995; Hjern 2012). In some countries of origin, such as Somalia
and Afghanistan, the existing health care system has been shattered by decades
of military conflict, making access to even very basic health care most restricted.
An increase in injury mortality rates of immigrant children has been described in the Netherlands (Schulpen, van Steenbergen et al. 2001), but in Scandinavia the only unintentional injury which has repeatedly been described to be
more common among immigrant/refugee children is scalding (Hjern, RingbackWeitoft et al. 2001). A recent Swedish survey led by Staffan Janson ( Janson,
Jernbro et al. 2011) has, however, suggested that children in refugee families
are at greater risk of becoming victims of physical punishment and overt child
abuse than children in the average Swedish family, primarily because of factors
associated with social adversity. Another area of concern is dental health, where
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numerous epidemiological studies have demonstrated that children in families
with a non-European background have a less satisfactory dental health compared with the majority population in Scandinavia (Matsson, Hjersing et al. 1995;
Wang 1996; Jacobsson, Koch et al. 2011). Specific concerns also arise for refugee
children with chronic health problem and disabilities. They have a higher risk
of exclusion and may have lower levels of participation in society than other
disabled children (Council of Europe 2005).
Thus, a public health strategy to secure the physical health of the newly
settled refugee children needs to address unfulfilled needs of basic health care
of refugees, such as immunizations and screening procedures, and to identify
chronic infectious disorders, disabilities and other major and minor health problems that have not been given adequate attention in the country of origin.
This usually demands a health examination by a physician (Hjern and Allebeck
1997) and swift referral to the child and school health services. In the longer
time perspective there is a need to introduce the major preventive child health
programmes in the country of settlement, like dental health and measures to
prevent injuries and physical punishment/child abuse (Hjern 2012). The latter
can sometimes be included in more comprehensive induction programmes for
newly settled refugee parents.
M ental H ealth- th e n ewly resettled
A number of studies in northern Europe indicate that the main health problems
of refugee children are to be found in the mental health domain. Several Scandinavian researchers investigated the mental health of children in recently arrived
asylum-seeking families from Latin America and the Middle East in the latter
part of the 1980s and the early 1990s. It was consistently reported that as many
as 40-50% of the children had a significant burden of psychiatric and psychosomatic symptoms (Ekblad 1993; Almqvist and Brandell-Forsberg 1995; Almqvist
and Brandell-Forsberg 1997; Hjern, Angel et al. 1998). A more recent study from
Denmark (Nielsen, Norredam et al. 2008) demonstrates a very similar situation
in asylum seeking children in the 21st century.
Sweden experienced a most alarming mental health situation among asylum
seeking children of school age during 2002-2006 when several hundred children
manifested severe withdrawal symptoms. The most severely affected had to be
tube fed, lost control over their sphincters and were more or less unresponsive
to external stimuli (Bodegard 2005). The recovery of these children was typically slow, over several months (Aronsson, Wiberg et al. 2009). For a long time
the Swedish government focused solely on the connection of these children’s
symptoms to the rejection of their family’s asylum application in contrast to
the clinical impression by the physicians involved with their care, who consi88

dered these symptoms as manifestations of prolonged stress. Claims by the government representatives of parental manipulation, and even poisoning of the
children were never confirmed despite police interrogations and extensive blood
testing. A recently published study of stress hormones in some of these children
is congruent with a hypothesis of the withdrawal symptoms as a massive stress
reaction (Sondergaard, Kushnir et al. 2012).
A recent Norwegian study investigated the mental health situation of unaccompanied minors during the first few years after settlement and found very
high levels of post-traumatic stress disorder (PTSD)-associated symptoms (Oppedal, Seglem et al. 2009; Seglem, Oppedal et al. 2011) , even higher than those
found among accompanied asylum seeking children.
Newly settled refugee children are exposed to a considerable number of risk
and protective factors that interact in complex patterns. Figure 8‑1 presents a
layered socio-ecological framework for some of these factors.
Figure 8‑1 An ecological model of the psychosocial situation of refugee children in exile
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At the individual level all refugee children have experienced uprooting. They
have left their home for reasons they may not understand and are confronted
with a new environment with an unfamiliar culture and language. Many refugee
children have been exposed to single or multiple events of political violence.
In recent years the literature on PTSD in children has grown rapidly, and has
been given a key but contested role in the discourse on refugee children in
Western child psychiatry (Summerfield 1999). PTSD includes symptoms of reexperiencing (nightmares etc), avoidance (fears, phobias and social isolation)
and hyperalertness (sleep disturbances and irritability etc). For some children
the threat of violence has been an important part of their environment for long
periods of time, forcing adaptations of a more “chronic” nature.
The crucial importance of social support systems for mental health is supported by a large body of research. Most newly settled families leave important
parts, or even all of their social support systems in the home country. This
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makes refugee children particularly dependent on the ability of the parents to
support them in their efforts to adapt to the new environment. Unfortunately
many refugee parents themselves suffer from poor mental health because of
stress which makes this task all the more difficult (Barudy 1989).
The knowledge about risk factors on the individual and family level should
not keep us from recognising the importance of the societal context in which
these families live. The social situation of newly settled refugees is extremely
vulnerable. Few other residents are as dependent on legislation and state services, which provides the framework for important protective measures in areas
such as employment, availability of school and day care services and housing.
The legal status of the family, the attitudes of the population in resettlement
countries and the culture-specific discourses of childhood and mental health are
other important contextual factors that shape the matrix of interactions of the
child and the family with his/her new environment.
M ental h ealth -i n th e long term
In a longitudinal study of 39 Iranian children who settled in predominately
rural areas and small cities in western Sweden, Almqvist and Broberg (Almqvist
and Broberg 1999) found high levels of psychological symptoms at follow-up
3.5 years after settlement in Sweden. Exposure to war and political violence and
individual vulnerability before traumatic stress exposure were important risk
factors for long-lasting post-traumatic stress symptomatology in children. Mothers’ emotional well-being predicted emotional well-being in children, whereas
children’s social adjustment and self-worth were mainly predicted by the quality
of their peer relationships.
A prospective study of 63 refugee children from Chile and the Middle East
who settled in Stockholm between 1986 and 1987 investigated the relation between mental health and traumatising events in the home country. Two-thirds
of the children had personally experienced political violence during war and/or
persecution in the home country; these children had considerably higher rates
of fears, anxiety, sleep disturbances and being easily startled during the first 18
months in Sweden (Hjern, Angel et al. 1998). When 49 of these children were
followed up six to seven years after resettlement, however, these symptoms had
waned. Instead, the most worrying signs among the refugee children in this
follow-up study were high rates of depressed mood and loneliness (Hjern and
Angel 2000).
Montgomery followed up 131 young refugees who settled in Denmark in
1992-93 as children, 8 to 9 years after settlement (Montgomery 2008). A high
prevalence of psychological problems at arrival was considerably reduced by
the time of follow-up, but was still somewhat higher than the levels found in
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most community studies using the same assessment tools. Stress in the country
of origin before settlement was an important predictor of distress in the short
term, but this influence had been greatly attenuated by the time of the 8-9 year
follow-up. Aspects of social life in Denmark, including reported discrimination,
were more important predictors of psychological problems at follow-up, than
the pre-flight risk factors.
In a Swedish register follow–up of former refugee children from Chile and
Iran 12-20 years after settlement in Sweden, consistently higher risks for hospital
admissions because of psychotic disorders, self-harm and illicit drug abuse were
found in the former refugee children compared with an ethnic Swedish comparison group, while the risks compared with Swedish-born youth with a Latin
American heritage were quite similar. Adjusting the analysis for two economic
factors and a geographic one greatly attenuated these increased risks. These results are very similar to results from studies of youth in immigrant families in
Sweden, where youth and young adults with an immigrant background in Sweden have been reported to have twice the risk for psychotic disorders and selfinflicted injuries compared with the general population, and two- to four-fold
increased risks for illicit drug abuse (Hjern 2012). In these three studies as well
as in the study of the former refugee children from Chile and the Middle East,
adjusting for social factors greatly attenuated the risk of negative outcomes.
The fact that risk levels among refugee children were similar to those found in
Swedish-born children with a Latin American background, and that both risks
were attenuated by the economic indicators, suggests that the increased risks
have more to do with the social situation in exile than factors associated with
persecution and war in the country of origin (Hjern 2012).
The long term mental health situation of unaccompanied children has been
little studied. In a recently published study, Seglem (Seglem, Oppedal et al.
2011) investigated the mental health of former unaccompanied/separated refugee children resettled in Norway during 2000-2009. The study included 414
youths, 78% male, with a mean age of 18-20 years, with an average length of
stay after resettlement of 3.4 years. A very high level of depressive symptoms
was found, 47% in the male refugees and slightly higher in the females, with no
tendency to wear off with length of stay. Eide found a more favourable picture
when he examined the long term adjustment of 511 unaccompanied/separated
minors in Norway in data from national registers. In these minors, who settled
in Norway during the years 1989-1992, there was a comparatively low unemployment rate, 10%, and similar incomes to other youth with an immigrant
background in Norway (Eide 2000).
In a Swedish study based on the National Survey of Mental health in 2009,
that covered 82% of all students in sixth and ninth grade, Hjern et al found
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that bullying and poor peer relations are major problems for refugee children,
accompanied as well as unaccompanied, in schools where other students with
minority backgrounds are scarce. These schools include 60% of all students in
primary education in Sweden, and refugee children in these schools have considerably higher rates of sad mood, psychosomatic symptoms and behaviour
problems than refugee children in schools where minority children make up at
least 10% of the student body (Hjern 2012).
A preventive m ental h ealth strategy for refugee
c h i ldren
In summary, the Scandinavian studies mentioned above demonstrate that certain symptoms related to the PTSD concept are common among refugee children during the first years in exile. The fading of these symptoms over time
suggests that most children have the capacity to recover from these symptoms
without professional help. Specific symptoms related to distressful memories
may remain, but rarely seem to interfere with the activities of daily life. This is
well in accordance with the long term mental health patterns of refugee children reported from other high and middle-income countries in the world (Fazel,
Reed et al. 2012). The situation of unaccompanied/separated children has been
much less well investigated and is in dire need of more research to inform policy.
Fazel et al. in a recent review of mental health of refugee children in high
income countries (Fazel, Reed et al. 2012) pointed to the comparative wealth of
studies investigating-short term outcomes of risk factors in the country of origin
in a psychological framework, compared with the dearth of studies focusing on
risk factors in exile that can be influenced by policy or interventions in the host
country. Fazel et al. suggests a number of policies that could be implemented
and evaluated in a socio-ecological framework like the one presented in Figure
8‑1. At the individual level, policies could try to reduce exposure to violence
and threat for refugee children in the country of reception, including bullying
and racist violence as well as intrafamilial violence. At the relational level, community policies can promote the integration of refugee families, support safe
and appropriate cultural social practices, promote reunification policies that allow children to reunite with their parents and provide marital counselling to
reduce conflicts within families. At the contextual level, Fazel et al. argue for
stable settlement with rapid resolution of asylum claims, minimization of relocation, supported educational placements, specific support for unaccompanied/
separated children, enabling cultural continuity and for religion and language,
and action to reduce barriers for access to care.
Hjern & Jeppsson (Hjern and Jeppson 2004) underline the lack of empirical
support for preventive strategies for the mental health of refugee children based
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on the discourse of traumatic stress and the assumption that traumatic events
lead to long-lasting disabilities. They instead suggest a strategy built on social
support based on the educational and health care systems of the Nordic welfare
states. They point to the fact that children in Scandinavia spend a considerable
part of their childhood in institutions like day care, schools, and after-school homes. How newly settled refugee children are cared for within these institutions
should be of major concern for preventive mental health programs. In many
Swedish schools there are induction classes where newly settled children are
taken care of in small groups until the children know the language well enough
to be integrated into normal classes. From a psychosocial viewpoint these induction classes can be seen as supportive environments where a caring adult gives
the children individual attention and support. Teachers in smaller induction
classes also have much more opportunity for parent collaboration and support.
Day care centres for full day or half day care for pre-school children is another key arena for newly settled refugee children. Many parents and children
need considerable time to get acquainted with this kind of group care, which is
quite often a completely new experience for them. But for children in the transitional situation of the newly settled refugee child, a well-functioning day care
centre can be an extremely important island of stable social relations and play.
Advocacy
There are few children in Europe today whose living conditions are as much
defined by specific regulations and policies as those of refugee children. Immigrant and refugee policy is usually made with adult refugees in mind, and the
fact that some 25-30% of this population are children is usually forgotten. Child
health professionals have an important task in getting involved in the process
of legislation as well as the creation of refugee reception programs in the local
community that respect the need for adequate health services, structured activities for pre-school children and good quality education for the older children.
In Scandinavia, the UN Convention on the Rights of the Child has been most
useful in advocacy to improve the living conditions of the newly settled refugee
/ asylum seeking children. The Scandinavian governments like to see themselves
as world champions of these rights, but have received repeated critiques on these
issues from the Standing Committee in Geneva. In Sweden as well as Norway,
the rights of asylum seeking and undocumented children have been extended several times with explicit reference to the rights defined in this convention, while
Finland and Denmark has been less responsive to this critique.
Article 2 of the Convention was written with these children in mind.
”States Parties shall respect and ensure the rights set forth in the present Convention
to each child within their jurisdiction without discrimination of any kind, irrespec93

tive of the child’s or his or her parent’s or legal guardian’s race, colour, sex, language, religion, political or other opinion, national, ethnic or social origin, property,
disability, birth or other status.”
Article 22 adds that any child who is seeking refugee status or considered
a refugee shall, whether unaccompanied or accompanied, receive appropriate
protection and assistance in the enjoyment of applicable rights. This includes a
right to protection (articles 19 and 25), health care (article 24), education (article
28) and rehabilitation (article 39). With support of these articles, the Standing
Committee of the Rights of Children in Geneva, in a comment to its report on
Norway in 2000, made it clear that all categories of refugee children have rights
to health, medical care and education.
In summary, there is considerable evidence that newly settled refugee children
suffer from high levels of stress-related psychological and psychosomatic symptoms. Over time, however, these reactions fade and the social factors in exile
become more important as determinants of health. Much attention in research
has been focused on traumatic stress while there is a lack of knowledge about
the contextual factors in exile such as the role of the educational system and
peer problems. The long term situation of unaccompanied minors is another
area where more research is needed to inform policy. There are few children in
Europe whose basic rights are so often violated as those of asylum seeking and
undocumented migrant children. Advocacy is badly needed for these children.
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Poverty and shame
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hame is an emotion which has played an important role for several of the
classic social scientists in their understanding of the interplay between individuals and between individuals and society. The German sociologist George
Simmel was probably the first in his field to study in any depth the social and
psychological aspects of shame (Simmel 1983). Contemporary with Simmel was
the American sociologist Charles Horton Cooley and, for him, shame and pride
came to play a significant role in the understanding of the interplay between
individuals(Cooley 1922).
However, prior to this, the classic economists – Adam Smith– had drawn
attention to shame in his analyses of the relative aspect of poverty, i.e. what is
needed to maintain respect in the eyes of others. Adam Smith states that the
necessities of life required to maintain respect in the eyes of others in his day
included owning a linen shirt and a pair of leather shoes. Without these, one
could not show oneself in public without feeling shame. “The poorest creditable
person of either sex would be ashamed to appear in public without them”(Smith
and Skinner 1970).
Adam Smith deals in depth with the shame of the poor in the book The
Theory of Moral Sentiments (Smith and Hanley 2009). A poor man, says Smith, is
ashamed of his poverty. He has the feeling that it will cause people either not
to see him or not to feel any sympathy for him. The poor man goes out and
returns home without anyone paying any attention to him. When he is among
people, he is as unnoticed as he would be if he were shut up in his own hovel.
People turn away from him. If, for any reason, they happen to look at him, it is
merely in order to exclude such a frightful individual from their circle. On the
other hand, a man of high rank and prominent position attracts the attention of
everybody. People are keen to see him and to experience, at least in sympathetic
form, the joy and triumph that are naturally aroused in him as a result of his
circumstances.
Soc ial sc i enc e perspectives on sham e
In the social sciences, there are a number of descriptions of shame. However, I
shall limit myself to two which I adjudge to be of particular interest for this article. One of these concerns the significance of the sense of shame for the social
interplay between people. Shame here becomes an indicator of the state of the
social bonds. The other – termed the status-bound sense of shame – links shame
to the individual’s position on society’s social “ladder”. It is an indicator of the
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individual’s societal status. The first of these two descriptions is associated with
sociologists such as Charles Horton Cooley, George Simmel, Erving Goffman,
Suzanne Retzinger and Thomas Scheff. For both Cooley and Simmel shame is a
self-regarding emotion. This is central for Cooley (Cooley 1922) in his so-called
looking-glass-self thesis, which, in simplified terms, means that shame and pride
are feelings that arise as a result of looking at oneself from the perspective of the
other person or, more precisely, from what one believes is the perspective of the
other. If one believes that the other person has a negative view of oneself, this
awakens a sense of shame and if one judges the other person to have a positive
view, this awakens a sense of pride.
Erving Goffman’s major contribution is his demonstration of the central role
that avoiding embarrassment and shame plays as a driving force in human behaviour (Goffman 1956). People, says Goffman, are desperately worried about the
image others have of them and they try all the time to present themselves from
their best side in order to avoid shame.
It would be almost 90 years before Cooley’s thesis on shame and pride as
self-regarding feelings and as indicators of the state of the social bonds between
people would be the subject of more detailed consideration and development.
Independently of each other, the sociologists Thomas Scheff and Suzanne Retzinger have carried out this ground-breaking work(Scheff 1990; Retzinger 1991).
They have developed Cooley’s ideas on shame and pride as indicators of the
state of the social bonds between people. Shame signals insecure social relations, and pride secure ones. These feelings may be seen as ingenious signalling
systems, as traffic lights for human interaction.
Scheff advocates a broad definition of shame which implies that shame
should be seen as a generic term to designate a large group of feelings which
arise when an individual sees themselves in negative terms, even if only slightly
negative, through the eyes of others, or simply when they expect such a reaction
(Scheff 1990). Scheff’s definition includes both less intensive forms of shame,
like embarrassment, as well as more powerful forms, such as humiliation, degradation and disgrace.
For Scheff, shame is a complex emotion, partly because of its double nature.
On the one hand, it is a natural and normal aspect of social life. It signals that
something is not right between people and it draws our attention to the fact
that the social bonds risk being broken unless something is done to repair
them. There is an imperative in shame. Make an effort to repair the social
bonds! On the other hand, shame can be oppressive, destructive and exclusionary, and lead to a whole range of negative consequences. Further, it is when
the feeling of shame is repressed and ignored that the harmful consequences
become most obvious.
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The second view of shame, which we may term status-bound shame, concerns the link between shame and low social status, low social class and social
subordination. Even if the sense of shame is an inevitable aspect of human
life, status-bound shame focuses on the feeling of being, against one’s will, in a
subordinate position and in a context where feelings of inferiority thrive. They
thrive because shaming is a part of the exercise of power. Causing someone to
feel shame signifies having the upper hand. A person who feels shame submits.
In his work Status und Scham, the German sociologist Sighard Neckel examines the link between the feeling of inferiority and shame. It is typical of the
society in which we live that life stories and social circumstances tend to become
an individual’s personal responsibility (Neckel 1991). Therefore, conditions such
as poverty and unemployment are increasingly experienced as personal defeats.
The English sociologist Richard Sennett takes up the same theme in his
book The Corrosion of Character (Sennett 1998). In the book he examines one of
society’s major taboos, the fear of failure. One keeps one’s failures to oneself.
One does not speak about them. As a result, there is an increase in mental
fixation and shame. Those who suffer most are those who are dependent on
society’s welfare support since there is a suspicion that they are parasites and do
not really need assistance. Sennett considers the ideology of social parasitism a
powerful disciplinary tool. It makes people who are dependent on support from
society ashamed.
Fram e of referenc e an d consi derations
As I mentioned in the introduction, I aim to explore in this chapter whether
poverty is associated with shame. The social science approach to shame is, as
has been shown, that it is a social emotion, which demonstrates that we are
dependent on the opinions and attitudes of other people. For this reason, it is
essential when studying poverty and shame to examine (i) attitudes of the public towards the poor/poverty. It is also important to gain knowledge of (ii) poor
people’s experiences of public attitudes. Even though shame is a social emotion, it is
an individual experience. It is important, therefore, to study poor people’s (iii)
own experiences and perceptions of shame.
To be able to provide a preliminary answer to the question of whether poverty is associated with shame I have (i) examined a number of relevant studies
and (ii) processed data from two databases. In the attempt to identify relevant
studies, it quickly became clear that it is difficult to gain an overview of the
research field. The database search revealed that the terms shame and poverty
seldom occur together as key words or words in titles.
Several authors have pointed out that the dynamics of shame are often discussed with the aid of so-called “code words” for shame(Scheff 1990; Retzinger
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1991). Instead of saying that one is ashamed, one perhaps says “It’s embarrassing” or “I feel worthless”. Susanne Retzinger has noted this and has put
together a list of possible markers for shame.
Retzinger’s list has been of great help in the search for articles. Potentially
relevant studies have been traced with the aid of the snowball method. This
sampling method means, in short, that reading one study inspires one to read
other studies as they are referred to and adjudged as potentially adequate for
one’s purposes. However – and it is important to stress this – the basic problem
remains, namely the difficulty of assessing the extent of relevant studies.
One difficulty in investigating the link between poverty and shame is the
fact that poverty is studied with the aid of concepts which in themselves can
arouse special associations. I am thinking in particular of the fact that receiving
social security is often used as an indicator of poverty. However, attitudes to
and experiences of poverty need not be the same as attitudes to social security
and experiences of receiving such security. Concepts such as “recipient of social
security” and “social security” on the one hand and “poor” and “poverty” on
the other may give rise to different attitudes, depending on the circumstances.
Public Attitudes
In the research project “World Values Survey”, respondents around the world were
asked, among other things, to react to the following two statements: (i) It is humiliating to receive money without having to work for it and (ii) People who do
not work turn lazy.1 Forty per cent of the Swedes agreed with the statement that
people who do not work are lazy. The figures for our neighbours were higher.
In Norway 54% and in Finland as many as 60% agreed. The figures for the US
and Germany were 55% and 49% respectively. Thirty one per cent of the Swedes
agreed with the statement that it is humiliating to receive money without working
for it. Even here, the figures are higher in Norway and Finland – 54% and 42% respectively. The corresponding figures for the US and Germany were 43% and 41%.
Two researchers, Duncan Gallie and Serge Paugam, concluded in their study
(Gallie and Paugam 2003) that views on the causes of poverty varied considerably between the different countries in Europe. More than 20 % of British people
and almost 30 % of the Portuguese believed that it was due to laziness and a
lack of willpower. Sweden was the country with the lowest percentage holding
this view. Fewer than one in every tenth Swede agreed with the statement that
poverty was a result of laziness and a lack of willpower. Instead, Sweden was the
country with the highest proportion holding the view that poverty had social
causes, such as social injustice.
1. Processed data from Values Survey Databank. The figures for Sweden are from 2006, for Norway
2007, Finland 2005, Germany 2006, the US 2006.
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Receiving social security is often used as an indicator of relative poverty.
However, studying social security adds a further dimension, namely attitudes
to providing financial support for the poor. In general, it may be said that research on the attitudes of the public to recipients of social security has shown
that many people are negative. They believe that a person on social security is a
parasite, a burden on society and lazy.
Peter Golding and Susan Middleton’s British study from 1982 shows that
almost a quarter of those interviewed believed that those seeking social security
ought to be ashamed of living on the taxpayers’ money. A large proportion also
thought that “sponging” was common in the social-security system. Perhaps the
most striking result in their study was the widespread animosity towards those
on social security(Golding and Middleton 1982).
Every year since 1987, the “British Social Survey” has asked a random sample
of respondents to react to the following two questions among others: (i) “Many
people who get social security do not really deserve any help” and (ii) “If welfare
benefits were not so generous people would learn to stand on their own two
feet”. The proportion of those who did not agree with the first statement has
declined since 1987. Then 45% disagreed, in 2008 the figure was 27%. For the
other question the figure in 1987 for those who did not agree was also 45%; in
2008 it had sunk to 20%(Curtice 2009). The figures were at their highest in the
early 90s, in conjunction with the substantial increase in unemployment. Since
then, attitudes to recipients of social security have become more critical and
negative.
Swedish studies suggest that many still have a condescending attitude to recipients of social security and to social security as such(Svallfors 1996; Halleröd
2003). The sociologist Björn Halleröd’s study shows that it was commonly believed that many cheated their way to social security and that many of those receiving support were lazy and lacking in ambition. Stefan Svallfors’ work points in
the same direction. His study from the early 1990s reveals that seven out of ten
wholly or partially agreed with the statement “Many of those on social security
are not really poor”(Svallfors 1996). In a recent survey (I krisens spar) studying
the experiences of the financial crisis in a mid-Swedish region the same question
was asked as in Svallfors’ study. However in this study only 30 % agreed (wholly
or partially) with the statement. More men than women agreed (35 % and 25 %
respectively).
Experi enc es of Public Attitudes
Those receiving social security seem to be aware of their vulnerable situation
and their social disadvantage. A Swedish study reports that a significant proportion of recipients of social security believe that it is common for the public to
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regard them in negative terms. They believe that it is very or fairly common
for the public to consider that those seeking social security have alcohol or
drug problems (f 89%; m 84%), are exploiting the system (f 83%; m 79%), cannot manage their economy (f 82%; m 80%), are lazy (f 79%; m 77%), or have
themselves to blame (f 71%; m 68%). A considerably smaller proportion is of
the opinion that the public see those receiving social security as having been
unfortunate or unfairly treated(Starrin and Kalander Blomqvist 2001).
This picture has partly been confirmed in a recently carried out Swedish
study. In that it was found that some recipients believed that society at large
had negative perceptions of people living on social assistance and that it was
something to be ashamed of(Martilla, Whitehead et al. 2010).
A Canadian research team interviewed women on low incomes in two housing estates in Canada(Reutter, Stewart et al. 2009). They felt they were seen as a
burden, as parasites on society. The general view was that people considered the
poor had themselves to blame and that they were poor because they were lazy
and took life too easy.
Own Experi enc es an d Perc eptions
Studies in the UK, the US and Scandinavia show that a large proportion of
those living on social security experience their situation as shameful. Forty years
ago, the British researchers John Mayer and Noel Timms published their study,
The Client Speaks (Mayer and Timms 1970). Here it emerged that many experienced that living on social security was associated with shame. They saw it as a
shameful admission that they were no longer to provide for themselves. Earlier
they had been able to feel a certain pride in the fact they had a job and that their
income was sufficient to provide for themselves and their family. Repeatedly,
the respondents in the interview extracts given in the British researchers’ study
return to the same theme, how humiliating it was to “live on others”.
Many wait as long as possible before seeking social security. When they eventually make an application, they have a strong sense of discomfort, dislike, anxiety and worry. Several have pointed out that it is just the application procedure
that is critical. In the encounter with the social services, situations arise that
threaten the self-image and value of the individual, partly because social security
is perceived as a kind of one-sided gift situation which feels like begging and not
a right (Sunesson 1983; Angelin 2009).
A Swedish study revealed that almost half the women and a little more than
four out of ten men felt a fairly or very high degree of shame in connection
with their application for social security(Starrin and Kalander Blomqvist 2001;
Starrin, Kalander Blomkvist et al. 2003). In round figures, 30% had experience
of receiving, instead of cash, a voucher for which they could purchase goods.
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Shopping with a voucher is a critical event since their dependence on social
security thus becomes “public”. Eight out of ten in the group felt some form of
shame in connection with shopping with a voucher.
A Nordic study by Ilse Julkunen shows that about 60% of the clients interviewed found it difficult to visit the social welfare office. The primary reason was related to the shame of going there, of not being able to provide for
oneself and to the experience of having to beg, of feeling like a second-class
citizen( Julkunen 1992).
In Anna Angelin’s Swedish survey, it emerged that it was just the exposure of
one’s own life that was particularly trying. The application procedure itself means that one has to give the details of one’s life, talk about things that one would
prefer to keep to oneself and this is humiliating. In the encounter with the social
services, the applicant has to motivate why they have done this or that, why
they have consumed in one way rather than in another. On occasion, the social
services require references from public authorities the applicant has previously
been in contact with or bank statements to be able to determine whether they
can be granted financial support. The humiliation experienced is not only limited to the social services but the recipient of security risks feeling ashamed or
stigmatised in relation to other public authorities and also in more immediate
relationships, for instance, with their landlord or their children’s day-care centre (Angelin 2009). Living on social security is experienced both as something
shameful and a right in a situation of economic hardship. That was something
that Gunnarsson found in a study carried out in the late 1980s (Gunnarsson
1993). She found a difference in attitude between the older and younger women
concerning their attitudes to social assistance and work. The older generation
regarded social assistance as something to be ashamed of, whereas younger persons regarded it more as their right in a crisis situation.
Sourc es of stigma
Feelings of shame can arise in specific situations when questions regarding social
security are brought up and, above all, when negative views on social security
are expressed. In one study, recipients of social security were asked whether
they had been in a situation where somebody had made a derogatory comment
about them because they knew they were or had been receiving social security.
About four out of ten women indicated that they had been exposed to derogatory comments. The corresponding figure for men was almost six out of ten.
In round figures, three out of ten women and more than four out of ten men
also indicated that they had had difficulties or problems in their contacts with
private individuals, authorities, businesses or banks because they were receiving
social security(Starrin and Kalander Blomqvist 2001).
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In Mark Rank’s American study, more than two thirds of those interviewed
reported specific experiences of being treated differently by those around them
when it became known that they were receiving support. These ranged from
open antagonism to more subtle forms of disapproval (Rank 1994).
In a study by Reutter et al. the respondents reported that they had been treated in a derogatory manner by different groups of people in their surroundings,
such as family, friends, neighbours, strangers and administrative officials in both
private and public organisations (Reutter, Stewart et al. 2009). One individual
spoke about his brother-in-law who had said – I am tired of paying taxes so that
people like you can get social security.
Several also had experience of friends and neighbours treating them in a
derogatory manner. Some had even received negative comments from shop
assistants, banks and landlords. Several reported derogatory and humiliating
treatment by public officials. They experienced that they were treated like dirt,
scum and criminals. The officials were described as insensitive for not treating
them with respect.
Di fferent strategi es
Recipients of social security develop different strategies for dealing with the
negative attitudes among people in their surroundings. The most obvious is to
hide the fact that one is receiving support. One hides one’s poverty because it
arouses feelings of shame and embarrassment. This was common among those
interviewed in both Mayer & Timms’ and Angelin’s studies. One hides the social security payments from one’s friends and even one’s family. In his study,
Rank shows that some shopped at odd times and others went to shops where
many used vouchers (Rank 1994). Some asked others to shop for them. Many
in the latter study reported that quite a number of their friends did not know
that they were living on social security. Concealment was a means of preserving
one’s social status and self-esteem. One of those interviewed said that he had
not been able to tell his grandparents that he was on social security. – Then I
would have disinherited, they would have cut me off…you can’t tell people in
my family that you are on social security (Angelin 2009).
This concealment means that one has to tell white lies and withhold facts.
Lisa Dodson and Leah Schmalzbauer, in their study, found that this was not at
all uncommon in connection with visits to the social welfare office (Dodson
and Schmalzbauer 2005). Fear and anxiety when facing the social services leads
one to remain silent. Critical comments are met with silence and a bowed head.
Nor was it uncommon that one pretended to agree with the social welfare officer in their assessment or said what one thought they wanted to hear.
Reutter et al. found that there was also a range of other means poor people
106

used to avoid discrimination (Reutter, Stewart et al. 2009). One common method was not to bother, or, as one homeless person said that he did when he
heard insults – You shut off. You close your ears.
A further common method was to withdraw, to isolate oneself; another was
to pretend the family was not poor by buying expensive things for the children
so that they would fit in and be accepted by their friends and classmates.
Cognitive distancing was also common. Even though one could be critical of
the stereotypical attitudes of the public to the poor and recipients of social security, it was not unusual to hold similar stereotypical and condescending views
of other recipients and poor people. One made a distinction between dignified
and undignified poor and one considered oneself as being among the dignified.
There were also those who were activists and fought to bring about change in
society and several were members of relief organisations.
Conc lusion
The aim of this chapter has been to explore whether poverty is associated with
shame. Shame is a social emotion, therefore it is of importance what attitudes
people have towards poverty and the poor and how the poor experience these
attitudes. In several of the studies I have considered, receiving social security has
been used as an indicator of poverty.
The survey suggests that public attitudes to receiving social security are sufficiently negative for them to have an effect on the individual’s self-esteem. Recipients also experience that the public has a negative attitude towards social security and those receiving it. Studies illustrating the recipients’ own experiences
of shame show that feelings of shame are relatively common and that receiving
social security is a taboo issue that they prefer to conceal.
A major limitation in this explorative survey is that it has not been possible to
keep poverty and receiving social security separate in a consistent manner. This
means that the link between poverty and shame is impregnated with evaluations
of social security and its recipients. Future research should make a clearer distinction between the two.
Social science research on shame is in its infancy and much remains to be
done before it may said to stand on a solid foundation. The field needs to be
developed conceptually, theoretically and empirically.
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nfection-related diseases have always been a burden for humans and in particular for children and are estimated to be the major contributor to the
s global burden of mortality in children (Black et al. 2010). This is driven by
the situation in low income countries where vector related diseases are a major
cause of children´s health problems and mortality (World Health Organization.
Dept. of Control of Neglected Tropical Diseases et al. 2010). However, it is also
well known that the most important solution to such health problems is improvement in hygiene. Measures to obtain cleaner food and water, better sanitary
conditions, and better environmental conditions and housing are known to be
effective (Lopez et al. 2006) and will improve children´s health and avoid deaths
in early life and, by extension, increase the mean age of the populations in low
income countries substantially.
In high income countries there is an increasing body of evidence documenting a historic shift in the epidemiology of children´s health – changing from
acute infections related diseases to chronic illnesses – where such a change began at least 50 years ago (Halfon & Newacheck 2010). The fact that children
in the richer parts of the world suffer more from chronic disorders will have
a large impact on their entire life and on the public health situation in general. Important examples of chronic diseases/disorders increasing in frequency
among children during recent decades are asthma and allergy (Asher et al. 2012),
metabolic disorders including overweight/obesity and diabetes (de Onis et al.
2010), neurodevelopmental disorders such as autism spectrum disorders (ASD)
and behaviour related problems (Boyle et al. 2011), and reproductive disorders
including malformation of genitals (Elliott et al. 2011). These kind of chronic
health conditions have all increased during recent decades and the incidence
seems to be higher in children than in adults. This is indicating that early life
is of the greatest importance for understanding their causal factors. It is further
obvious that developing a chronic disorder in early life has a major impact of
the burden of disease for a society, consequently impacting on the costs to society but also on the life quality for the individual since it will last for the rest of
their life. In many cases we do not know the reason(s) for the dramatic increase
in chronic diseases and disorders in children.
Envi ron m ental factors of conc ern
Even if there is lack of knowledge regarding the cause(s) of the increase in chronic diseases/disorders there are scientifically based suspicions that environ111

mental factors play an important role, interacting with genetic pre-disposition.
Environmental paediatrics, the branch of paediatric medicine that studies the
influence of the environment on children’s health, has in the past decade grown
exponentially (Landrigan & Miodovnik 2011). Rising rates of paediatric chronic
disease and growing recognition of children’s extensive exposures and great vulnerabilities to toxic hazards in the environment have catalyzed this expansion.
One focus here is on environmental chemicals that have increased dramatically
during the last decades, during the same period of time that the chronic diseases
have increased.
In high income countries there has been progress in reducing environmental
chemicals from point emissions such as industrial plants, wastewater systems
and occupational settings including farming, i.e., the “old” kind of chemicals.
As a consequence, concerns today are more related to the diffuse emissions of
chemicals from manufacture and use of products that may be harmful for the
environment, wildlife and humans. Most of these new consumer products –
such as plastics, cleaning products, cosmetics, packaging materials, toys, etc.
- are related to our daily life and often used in our homes and non-industrial
workplaces (such as offices, schools, hospitals, day care centres, etc.). This means
that the general population is exposed including at especially vulnerable periods
such as in utero, in infancy and childhood. Many of these “new” chemicals have
been shown to be toxic in experimental studies on animals and cell system as
well as in epidemiological investigations; an increasing body of evidence suggest
that they also have impact on human health.
En doc ri n e disrupti ng c h em icals
Among all the many thousands of chemicals that have been introduced to
the environment during the last decades the endocrine disrupting compounds
(EDCs) are of particular concern – i.e., chemicals that can alter the function(s)
of the endocrine system with adverse health effects. These kinds of chemicals
have been introduced to our environment mainly after Second World War and
can be found in a huge number of commonly used consumer products and
building materials.
Children in low income countries are more exposed
Here we return to a global perspective. In many low income countries, children
suffer from the traditional infectious diseases, mainly due to limited resources
for improving hygiene. On top of that, they are also exposed for occupational
exposures and the “old” industrial chemicals. This is due to the fact that much
of the global production of consumer goods has been phased out in the rich
countries (in order to cut salary costs but also due to environmental problems)
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and moved to low income countries. A good example is production of plastics
where much production (and consumption) has moved to South East Asia. The
situation is more problematic since it is not uncommon that children undertake
industrial work in these countries beside their parents. Finally, children in low
income countries are also exposed to a huge number of “new” chemicals including EDCs. The reasons for this are several. People in low income countries
long for changing their way of life’s to a western style, often a matter of consumption of modern goods, including modern chemicals. Another problem is
that the health risk of chemical exposure receives less attention in low income
countries than in western societies.
This development means that children in low income countries are more
exposed to health risks including environmental chemical hazards. They suffer
from the historic infectious diseases due to poor hygiene. On top of that they
and their families are exposed to old occupational related exposures, and they
are more and more exposed to modern chemicals with endocrine disrupting
properties. However, all children worldwide have in common that they are exposed to modern chemicals including compounds with proven or suspected
endocrine disrupting properties.
Four topics of conc ern related to EDC exposure
an d c h i ldren´s h ealth
Large scale bio-monitoring programs around the world have provided extensive
information on human exposure to industrial chemicals in general and more
specifically to EDCs, reporting that the entire population is exposed. It is also
more and more evident that the distribution of such new chemicals continues to
climb. A major concern here is that there is an increasing number of epidemiological studies reporting associations between exposure to EDCs and adverse
health effects in the general population which can be exemplified by one of
the most extensively studied chemicals with endocrine disrupting properties,
Bisphenol A (Braun & Hauser 2011). Scientific research during the last two
decades has identified at least four circumstances as topics for concern for EDC
exposure from a human health point of view;
• The low dose effect and a non-monotonic dose response relationship
• Early life sensitivity and the persistency of effects
• The large number of EDC-sources in our daily life
• The wide range of health effects
• The low dose effect and a non-monotonic dose response relationship
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Studies of endocrine disrupting chemicals during the last decade have challenged traditional concepts in toxicology, namely the very old statement that
“the dose makes the poison” which also draws upon the idea of a monotonic
dose-response relationship. Today we have scientific evidence that EDCs can
have effects at low doses, i.e., doses that are typical for the general population
and doses that are below those used in traditional toxicological studies (Vandenberg et al. 2012). Additionally, more and more evidence shows that there might
be non-monotonic dose response relationships (Zoeller et al. 2009; Vom Saal
et al. 2010; Myers et al. 2009). The recent review by Vandenberg and others –
which is an update of the ten year old National Toxicology Report on endocrine
disruptors (Melnick et al. 2002) and in part an update of the Chapel Hill document on Bisphenol A (vom Saal et al. 2007) – sets out the current state of the art
(Vandenberg et al. 2012). In this review they provide hundreds of studies from
cell cultures and animal models as well as human epidemiological investigations
and show that low dose effects as well as non-monotonic relationships are rather
commonly reported. Particularly strong evidence for a low dose effect is the increasing number of epidemiological studies showing that existing (low) levels in
humans can be related to adverse health effects such as overweight and obesity
(Carwile & Michels 2011), infertility (Meeker & Stapleton 2010), behavioural
development in children (Whyatt et al. 2012), and immunological dysfunctions
(Miyashita et al. 2011). This evidences indicate that there is a strong need for
changes in the risk assessment procedures, as the effect of low doses cannot
be predicted by effects observed at high doses. Thus we have to consider nonmonotonic dose response relationships. These phenomena are not covered in
the risk assessment tools used today.
Early life sensitivity and the persistency of effects
There is also a growing knowledge indicating that EDC exposure is more important during development in the prenatal and infancy period (Vandenberg et
al. 2012). Furthermore, scientific reports during the last decade have shown that
effects related to EDCs can be observed a long time after the exposure occurred;
where animal models and human studies have shown effects in offspring; there
are dozens of such studies reported in the paper by Vandenberg et al., (2012).
This has been known for a long time due to experiences with the use of diethylstilbestrol (DES) and Thalidomide as drugs for pregnant women where no
adverse effects could be seen in the pregnant women who took the drug, but in
their offspring, sometimes decades later as in the case with DES (Henley & Korach 2010). Such delayed effects are now indicated even for other compounds
with the same properties. This fact is also stressing for new thinking about how
to do risk assessment of chemicals with endocrine disrupting properties.
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Th e large n umber of EDC-sourc es i n our dai ly li fe
Manmade chemicals with suspected or proven endocrine disrupting properties
are used in a very large number of commonly used products and they may leak
into the surrounding environment (Dodson et al. 2011; Bornehag et al. 2005;
Wittassek et al. 2011). Important examples are: phthalates, widely used as plasticizer in polyvinyl chloride (PVC) and in numerous consumer products such as
baby infant care products, toys, cosmetics, food packing materials, cleaning products etc., (Dodson et al. 2011; Bornehag et al. 2005; Rudel & Perovich 2009).
Recent data has further showed an increase in exposure for several phthalates,
e.g., DINP that have replaced DEHP; Bisphenol A (BPA), a high-volume production chemical used to make polycarbonate plastic and resins. Of particular
concern is the use of BPA in food containers, baby bottles (vom Saal et al.
2007) and many other products; and perfluorinated chemicals (PFCs), a group
of chemicals known for their bio-accumulating properties and high persistency
beside the risk for endocrinological effects. PFCs (e.g., PFOA and PFOS) are
used in many products such as stain-resistant carpets, clothes and floor wax,
and products that resist heat, oil, stains, grease and water (Dodson et al. 2011).
These examples show that there are numerous of daily-life sources, meaning that
“everyone” is exposed, including pregnant women, fetus, infants, and children.
Th e wi de range of h ealth effects
Epidemiological and experimental in-vitro/in-vivo studies have reported a possible relationship between EDC exposure and multiple chronic illnesses such
as reproduction and infertility (Meeker 2010), asthma and allergy (Bornehag &
Nanberg 2010), overweight/obesity (Heindel & vom Saal 2009), and neurodevelopmental disorders such as autism spectrum disorders (ASD) and attention
deficit hyperactivity disorder (ADHD) (Miodovnik 2011). These are examples
of chronic adverse health effects that have increased among children during the
last 5-6 decades, which is about the same period of time as an increase in the use
of EDCs have happened. A more comprehensive description of the literature is
provided in the mentioned review by Vandenberg et al., (2012).
Th e full c hai n model followi ng EDCs from th ei r
sourc es to h ealth effects
As pointed out earlier in this paper we know that humans are surrounded by
articles and products including chemicals with suspected or proven endocrine
disrupting properties and that such compounds leak to the surrounding environment. We also know that such compound routinely can be found in the environment including indoor air and dust as well as outdoor in air, soil, water etc. It is
furthermore evident that humans are exposed since EDCs routinely can be mea115

sured in blood, urine, breast milk, amniotic fluids etc. in the entire population.
When establishing new scientific knowledge on the importance of environmental toxicants for human health and how to reduce such health risks it might
is fruitful to use a “full chain model” described in Figure 10.1 (Bornehag & Sundel 2011). The base of the model is divided into three main parts. The furthest
left triangle describes the environmental exposure (A) focusing on sources and
environmental exposures in food, air and dust, etc. and factors that modify the
environmental exposure. The furthest right triangle (C) is focusing on different
human health effects that can be related to environmental toxicants and involved biological mechanisms. Finally, the triangle in the middle (B) describes the
interface between the environment and humans with focus on human uptake
of chemicals and different pathways. Data from such a full chain is essential
input for risk governance activities (D) described in the top of the model which
may lead to prevention activities focusing on the sources in order to reduce or
elimination of health relevant exposures.
The model also includes modifying factors for environmental exposures,
different pathways for human uptake and biological mechanisms involved
in health effects. With scientific information in this model risk management
should be possible to conduct resulting in prevention actions in order to reduce
children´s exposure for health relevant exposures.
Figure 10‑1 The full chain model
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Phthalates as an exam ple
Taking the example of phthalates - which is one of the most studied chemical
group with suspected or proven endocrine disrupter properties - we today have
scientific data for following such compounds through the entire chain in Figure
10.1. Phthalates have been used in a large variety of industrial and consumer
applications for more than 5 decades. They are the most commonly used as
plasticizers worldwide, primarily in soft polyvinyl chloride (PVC), where they
can account for up to 40% within the final product, but are also constitutes in
a huge number of other commonly used consumer products. The annual production volume of phthalates in Western Europe alone is currently around one
million tons.
Exposure to chemicals like phthalates can occur through a variety of sources,
such as foodstuff, water, air, dust and the use of a huge number of consumer and
personal-care products. Phthalates are constantly released to the surrounding
environment since they most often are not bound to the chemical structure
of the article including them. Such release can go on for the entire life for the
product. From all these sources, phthalates end up in the human body via three
pathways; ingestion, inhalation and/or dermal absorption.
Foodstuff is reported to be the major source of phthalate exposure, particularly for the long-chain phthalates such as di(2-ethylhexyl) phthalate (DEHP)
and di-iso-nonyl phthalate (DiNP). These kinds of phthalates are primarily used
in PVC polymer applications. For short-chain phthalates such as butyl benzyl phthalate (BBzP), di-n-butyl phthalate (DnBP) and di-iso-butyl phthalate
(DiBP) additional pathways are of relevance. These compounds are often used
also in non-PVC applications such as personal-care products, paints, adhesives
or enteric-coated tablets. Of the greatest importance is that more and more data
are showing that children in general are exposed to higher phthalate doses than
adults which could be a result of different behavior in that children is mouthing
e.g., plastics and may ingest dust (Wittassek et al. 2011). Furthermore, and also
very important, is recent data suggesting that the dermal uptake of phthalates
and other semi volatile organic compounds have been underestimated and that
transdermal permeation of compounds like phthalates can be substantially greater than is commonly assumed (Weschler & Nazaroff 2012; Kissel 2010).
In the EU, the use of phthalates in materials and articles intended to come
into contact with food is restricted and standard migration limits apply, e.g.
0.3mg DBP/kg food simulant or 1.5mg DEHP/kg food simulant. DEHP, DnBP
and BBzP are banned from toys and in childcare articles. Di-n-octyl phthalate
(DnOP), DiNP and di-iso-decyl phthalate (DiDP) are approved only for such
toys that cannot be placed in the mouth of children. All substances classified as
toxic to reproduction categories 1 and 2 (which applies to DEHP, DnBP, DiBP
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and BBzP) are banned in cosmetic products and restricted in preparations such
as paints and varnishes for end-consumers (Wittassek et al. 2011).
Followi ng phthalates from sourc es to h ealth
effects
Regarding sources we now know that humans are surrounded by articles and
products including phthalates (Dodson et al. 2011; Wittassek et al. 2011) as well
as food (Rudel et al. 2011) and that these consumer goods leak phthalates to
the surround. We further know from dozens of studies that phthalates can be
routinely found as environmental exposures in air and dust indoor (Langer et al.
2010) which is not strange since the sources are there. Human uptake is furthermore evident since EDCs routinely can be measured in blood, urine, (but also
in breast milk and amniotic fluids) in the entire population supported by data
from e.g., the U.S. NHANES study described in a large number of scientific
papers and there are recent data showing that children are higher exposed than
adults (Wittassek et al. 2011). Finally, we have experimental data from animal
models and cell studies as well as epidemiological data showing evidence for a
possible relationship between phthalate exposure and several health health effects
in humans (Vandenberg et al. 2012). Major health endpoints are reproduction
related disorders, cancer, neurodevelopmental disorders including behavior problems, metabolic disorders including overweight and obesity (and diabetes) and
immunological responses such as asthma and allergy.
We now also have scientific data showing that products/articles in fact emit
phthalates to indoor air and dust. PVC as flooring material in the home (Bornehag et al. 2005) and the use of different polishing products (Kolarik et al. 2008a)
has been shown to increase phthalate concentrations in indoor dust. We have
furthermore data showing that what´s in the air and dust indoor can be related
to human uptake of phthalates. American data showed that phthalates in the
air of the homes could be related to phthalate metabolite levels in the urine
of pregnant women (Adibi et al. 2003; Adibi et al. 2008) and in German data
(Kolossa-Gehring et al. 2011) as well as in Taiwan data (Hsu et al. 2011) it has
been reported that dust concentrations of selected phthalates could be related to
urinary concentrations of phthalate metabolites in adults and children. Articles
and products including phthalates have also been related to uptake in humans as
in the case of medical equipment for premature children (Chiellini et al. 2011),
baby skin care products (Sathyanarayana et al. 2008), food packaging products
(Rudel et al. 2011), and PVC as flooring material (Carlstedt et al. 2012, accepted
for publication in Indoor Air). Finally, both consumer products and building
materials including phthalates (Bornehag & Nanberg 2010) as well as environmental exposures of phthalates in indoor air and dust (Hsu et al. 2011; Bornehag et
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al. 2004; Kolarik et al. 2008b) and urinary levels of phthalates (Hsu et al. 2011;
Just et al. 2011) have been associated to asthma and allergy in children.
Do we have enough of evi denc e for actions i n
order to reduc e EDC exposure?
As shown we currently have scientific data making it possible to follow EDCs
from sources to possible health effects from such exposure. We now know quite
a lot about the sources, we know that these compounds can be found in the
environment that surround us, we know that all humans have these compounds
in their bodies including foetuses and infants and we have finally indications for
chronic health effects in humans, and specifically for chronic diseases/disorders
in children. With such information, one important question is if we are enough
prepared for taking action in order to reduce the exposure for phthalates. This
is maybe one of the biggest threats for our children´s health globally beside of
infection related diseases.
Studi es at Karlstad Un iversity
In our group in public health sciences at Karlstad University we have focused
on the importance of different environmental factors in early life, during pregnancy and infancy, for different health effects later in life. This has been done
in two studies; The Dampness in Buildings and Health (DBH) and the SELMA
study. The DBH-study is following more than 10,000 children recruited in 2000
with the aim to investigate the importance of early life exposure for environmental factors (e.g. EDCs) for asthma and allergy in children (www.dbhstudien.se).
This study have so far resulted in more than 40 peer review publications while
the data are included in 6 published and 3 on-going doctoral theses. The study is
also the ground for an international DBH-network where studies with the same
design as the Swedish DBH are conducted in 7 other countries (Bulgaria, Singapore, Taiwan, USA, Denmark, China, and Korea). The baseline data collection has now been conducted in all countries, including more than 90,000 preschool children and their families. In the SELMA study we are following 2,500
mother-children pairs from the first trimester of the pregnancy, over birth and
up in school age for the offspring. The study aims to investigate the importance
of early life exposure for endocrine disrupting chemicals (EDCs) during pregnancy and infancy for multiple chronic diseases/disorders in offspring (www.selmastudy.se). Biosamples are collected and stored in a biobank (blood and urine
from the pregnant women, cord blood and blood and urine from the child) for
analysis for EDC metabolites, environmental exposure measurement including
dust and air during pregnancy and infancy period and are stored frozen and to
be analyzed for the content of EDCs, questionnaire information from seven
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times during pregnancy and infancy period with further questionnaires following the child into school age in order to get information on environmental
factors as well as lifestyles of the families, and finally, medical examination of
the infant/child at routine visits in public child health care clinics. The SELMA
study now includes two PhD programmes with focus on asthma/allergy and
neurodevelopmental disorders in children.
Staffan´s role in our research
These two large on-going longitudinal studies would never have been conducted without the engagement from Staffan. I had a first discussion with him
on different ideas in the late 1990s and I almost immediately understood one
thing. Staffan is a paediatrician and a scientist with enormous knowledge about
children´s life and health and his knowledge and his engagement is of the greatest importance for doing such studies in a successful way. Now, 15 years later I
know I was right.
Conc lusions
• Infection related diseases is a burden for humans and specifically for children
and are recently estimated to be the major reason for children´s global health
and mortality
• In high income countries there has been a historic shift in the epidemiology
of children´s health with a change from acute infections related diseases to
chronic illnesses during the last 50 years
• The reason for the increase in chronic diseases in children are not clear, but
environmental chemicals are suspected and there is a particular concern related to the exposure for chemicals with endocrine disrupting properties
• Today we know that children are exposed for EDCs globally
• There are at least four reasons for concern about the exposure for EDCs
including that the health effects can be related to low dose exposure and
non-monotonic dose response relationships; that early life is of the greatest
importance for exposure and that the effects may be delayed and may go over
generations downstream; that everyone is exposed since the sources for EDC
exposure is found in our everyday life in consumer products, and if there are
endocrine mechanisms involved we can expect multiple health effects as a
result of such exposure
• There is a concern expressed by many scientists, that the current methods for
risk assessment of chemicals doesn´t cover the above mentioned problems
with low dose exposure and non-monotonic dose response relationship as
well as delayed effects.
• We have today scientific data for following several EDCs (such as phthalates)
from the sources over to environmental exposures and further to human
120

uptake of such compounds and finally there is data showing associations to
adverse health effects from such exposure.
• On this background, maybe the most important question is; how much more
of evidence do we need before we act and reduce the exposure significantly
for children globally?
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his chapter will review the state of child health services in Sweden, a country
with a decentralized healthcare system run by 20 county councils and regions. In more than 1000 primary healthcare centres children are treated mainly
by district nurses and general practitioners. Paediatric medical care is mostly given at paediatric clinics and regional or university hospitals by approximately
1500 paediatricians. Mainly district or paediatric nurses offer healthcare to preschool and school children. All (99 percent) children 0-5 years old attend the
child healthcare programme with developmental assessment, vaccinations, safety
prevention, promotion of lifestyle changes concerning eating habits, physical activity, parental smoking and drinking and prevention of sudden infant death syndrome (SIDS). The core programme is presently under revision by the National
Board of Health and Welfare aiming at better identification of the most vulnerable children and finding appropriate protective services. Vaccination coverage is
above 96 percent, less than six percent of infants are exposed to tobacco smoke
by their mothers and the increase in overweight and obesity among 4-year-olds
has ceased in parts of the country. SIDS incidence has fallen dramatically since
1992 to 0,23/1000 in 2010. However, important challenges remain.

Som e facts about Sweden
Sweden has 9.5 million people of which 1,9 million or 20 percent are children
(Statistics Sweden 2012). Nineteen percent have foreign background. Sweden
is one of the most sparsely populated countries in Europe. Most inhabitants
live in the southern parts. Sweden is a parliamentary democracy. The local governments of the municipalities, county councils and regions are responsible
for providing most of the public services. They have a considerable degree of
autonomy and have independent powers of taxation. Local self-government and
the right to levy taxes are one of the four pillars of the Swedish Constitution.
The fertility rate fell from 2.1 in 1992 to 1.5 in 1997 but has since increased,
to 1.9 children per woman in 2011. The mean age of mothers and fathers at the
birth of the first child has increased during the last decade and was 28.9 and 31.5
years respectively 2011. Traditional families, i.e. those with two parents and their
natural children, constitute two-thirds of all families.
When a child is born, one parent can stay home from his or her job for 390
days, receiving 80 percent of their normal income as a benefit. There is however
an income ceiling of around €42,400 per year. The following 90 days, one parent
can continue to stay home with a lower benefit. In reality that means that babies
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and children below 1½ years spend most of their waking time at home. Starting from around the age of 18 months, children attend preschool while their
mother and father work. Half of all one-year-olds and 98 percent of the fourand five-year olds attend preschool during the weekdays. Preschool attendance
also means an increased risk for the child to get infectious diseases. Temporary
parental benefits make it possible for parents to stay home with each sick child
for 120 days per year and get paid as above. The financial support to families
also includes a monthly child allowance of approximately €105 per month up
to the age of 16.
H ealth servic es
Sweden has a decentralized healthcare system with 20 county councils and regions. Each county council and region is governed by a political assembly and
responsible for ensuring everyone living there access to good and equal healthcare. They provide hospital care, primary healthcare and psychiatric care to their
citizens financed by taxes (70 %), a state grant and a small user fee (3%). About
260,000 persons were occupied in the healthcare sector in 2010.
County councils and regions may procure services from private companies.
Their services are also financed by public funds and they must offer citizens
services on the same conditions as the public services. This means, for example,
that citizens pay the same for a service irrespective of whether it is provided by
the public sector or by a private company.
Primary healthcare centres and district nursing clinics form foundation of
Swedish health services. Patients, including children, are treated mainly by general practitioners for health problems which do not require hospital resources.
Uncomplicated antenatal and maternity healthcare is provided by midwives at
maternity healthcare centres. Obstetricians are responsible for care only when
there is an increased risk for complications.
District nurses or paediatric nurses offer preschool children free health check
ups, advice and support at Child Healthcare Centres (CHC). General practitioners
or paediatricians examine the children three to five times during the preschool
years. School children are offered healthcare in the school by school-nurses, general
practitioners or paediatricians. Youth clinics are spread all over the country. Lately, a national web-based youth friendly clinic for young people aged 13 to 25
years (www.UMO.se) has started. The purpose of the site is to make it easier for
young people to find relevant and current information about sex, health and
relationships.
Sweden has more than 70 hospitals, with 28 paediatric clinics at the county
level and 9 regional/university hospitals with paediatric clinics. There are about
2,200 registered paediatricians in Sweden. Approximately 1500 paediatricians
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below the common age of retirement are still working. Most paediatricians
work in hospitals where specialised care is concentrated and the most advanced
technical equipment is available. There are few paediatricians working in primary healthcare or having their own outpatient clinic.
A national healthcare guarantee limits how long patients have to wait to visit
a doctor and receive treatment. Patients are free to choose where they want to
receive care, even if this is in another county or region.
County councils and regions have the right to design and structure their
health services based on local conditions. This in turn makes it important to
examine the performance of the services. Open Comparisons give access to
comparable information on quality, results and costs of county councils and
regions. Since 2006 the Swedish Association of Local Authorities and Regions
(SALAR) has published several comparisons of performance. The aim is to contribute to a greater openness concerning results and costs for the services and
to spur better results and also to show good examples of how to proceed. The
open comparisons are available to the public, which in turn promotes a debate
and can contribute to citizens’ confidence in their activities.
There are about 70 registries altogether and four competence centres that
receive central funding. The quality registries and the competence centres are
supposed to constitute an over-all knowledge system for continuous learning,
quality improvement and management of all healthcare services.
There are paediatric registries for obesity, neonatology, rheumatology, cancer,
congenital heart diseases, cerebral paresis, diabetes, and sexually abused children and registries for children with chronic diseases and for preventive care are
about to start. They contain individualised data concerning patient problems,
medical interventions and outcomes after treatment. In a recent report from SALAR 2010, several examples of the benefits of the registries are shown, such as
children with cancer living much longer than before. Some examples are as follows. BORIS is a registry of children with obesity. It started 2006. Not all clinics
and units participate yet. So far more than 8,000 children are registered as obese.
When units and clinics start participating in the registry they improve treatment
and follow up. CPUP is a registry for cerebral paresis. The risk is high for the
children to develop muscle stiffness, subluxation of the hips and scoliosis. Most
of the treatments are not evidence based and the long term effects of new costly
methods are unknown. The aim of the registry is to minimize the impairments,
to follow the prevalence and to evaluate different treatments. Since 2007 CPUP
is nationwide. Parts of Norway also participate.
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Swedish C h i ld H ealth Servic es
The Swedish Child Healthcare system aims to promote children’s health, development and well-being by supporting parents, preventing physical and mental
ill-health and observing risks in the environment.
In 1938 the basis for the child healthcare system was legislated for by the
parliament. It is free of charge and centred upon the nurse building a trustworthy relationship with the family. It started with caring for hygiene and feeding
problems. In the 1950s a general vaccination program and accident prevention were
introduced. In the 1960s there was focus on physical abuse and a national breastfeeding registry started. In the next decade, growth charts and a four-year-old screening
were introduced as well as a national structured record following the child wherever they moved. Language screening and a national registry of children exposed to
tobacco smoke in the family started during the last decades as well as programs
to prevent obesity in children and alcohol problems and mental ill-health among the
caretakers.
The Child Healthcare Centre (CHC) is part of the primary healthcare service; it is nurse centred, voluntary, visits are free of charge and financed by local
taxes (Magnusson, Blennow et al. 2009). Family doctors or paediatricians work
3-4 hours per week at the centre as part of a consulting staff including psychologists, orthoptists, audiology assistants and dentists. A full time district or paediatric nurse offers healthcare according to a basic program to 60-70 newborns and
altogether 450-500 children aged 0-5 years old.
The nurse makes a home visit when the child is born. Usually both the parents take part. The nurse examines the baby, talks about breastfeeding, asks
about any problems and stimulates the parents to find their own solutions. She
informs them about the child healthcare program and how to prevent sudden
infant death and shaken baby syndrome. Thereafter the child and the parents
come for regular and structured visits to the CHC 14-20 times during the first year
and then once a year until the child starts school. The child is weighed and measured. Language, vision, and hearing screening are performed by the nurse as
are the developmental assessments at 1½, 2½-3, 4 and 5 years of age. The nurse
also gives the vaccinations in the general vaccination program.
A general practitioner or, more rarely, a paediatrician examines the child at
2, 6, and 10 months. In some areas of Sweden the physician continues to do
examinations at 18 months and at 5 years and always when there are special
needs. The children are screened for language problems at two and a half or
three-years of age. A screening visit at four years old aims to identify children
with mild mental impairment or other cognitive problems. The purpose of the
five-year-old examination is to identify any steps needed to be taken before the
child starts school. The developmental assessments are presently being scruti130

nized by a working group at the National Board of Health and Welfare. The
ability of the child healthcare system to identify children with autism and other
neuropsychiatric disorders needs to be improved.
On average 13 percent of mothers get post partum depression which can
disturb the interplay between parent and child and have long-term negative effects for the child’s development. With the help of a self-assessment scale, the
Edinburgh postnatal depression scale (EPDS), the nurse can identify mothers in
need of help and support. Supportive counselling by nurses has proven effective
(Wickberg and Hwang 1997). Eighty percent of mothers who received six counselling visits recovered while only 25 percent who received routine visits did so
(Wickberg and Hwang 1996).
Parents are offered the opportunity to participate in parent groups, led by the
nurse. Common topics discussed are children’s need for time, contact, bonding
and also normal development, safety prevention and subjects such as parenthood and relationships, smoking and alcohol. Surveys have shown that parents
consider the group sessions meaningful, giving them new social contacts and increased security in being a parent and knowledge about the child’s development
and needs. However parents with foreign background and parents with social
problems often fail to attend. To support parents to adjust their homes, cars and
the surroundings to be as safe as possible checklists are handed out and discussed with the parents at certain ages.
The nurse asks all parents about their smoking habits when the child is 4
weeks and 8 months old and discusses the habits according to a programme called smoke-free children. The results are documented and then compiled at the
National Board of Health and Welfare.
The anti-spanking law, also known as the corporal punishment ban, was enacted in 1979 by the Swedish parliament. The professionals working at the CHC
have a major task in understanding and reporting to the social services when a
child is at risk of being abused mentally or physically and in need of support.
In two regions the child healthcare has recently (2009) started to compile the
numbers of children reported to the social services.
Special programmes to talk about eating habits and physical activity have
been introduced during the last 10 years. Parents prepare themselves by answering structured questions which are sent to them in advance. Many nurses have
been trained in motivational interviewing technique which they use when discussing lifestyle habits.
Results
Most 0-5 year-old children (99 percent) and their parents attend the child healthcare program in Sweden. The organisation is a platform for promoting health
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and identifying risk factors for health in children. In 1992 the incidence of
sudden infant death syndrome was just above 1 per 1000 live births. Since then
it has decreased to around 0.23 per 1000 live births in 2010. Parents were advised to put their babies on their back to sleep in 1992 and breastfeeding was
promoted. In 2007 almost 70 percent of six-month-old babies were breastfed
and not even six percent of newborn babies were exposed to tobacco smoke by
their mothers. Almost all (98 percent) children are vaccinated against diphtheria, tetanus, pertussis, polio and Haemophilus influenzae type B and 96 percent
against measles mumps and rubella. The percentage of 23 000 four-year-olds
with overweight and obesity is 9.4 and 1.9 percent respectively in children born
in 2006 in Stockholm County and has not changed in recent years. Eight and
four percent of all four-year-olds in Stockholm County were referred to a specialist after having vision and hearing tested and seven percent were referred due
to deviation in development in 2009. An average of four per thousand children
born in 2008 was reported to the social services in the Stockholm County 200809. However the variation by area was great, between 0 and 2.1 percent.
C hallenges fac i ng C h i ld H ealth Servic es
From an international perspective the health of Swedish children are very good.
However, the prevalence of psychosomatic symptoms, allergy diseases, obesity
and problems with mental ill-health have increased the last decades. The causes
and effects of such conditions are related to social factors as well as environment
and life style factors. In this section we draw attention to societal factors that
may increase the risk of abuse and neglect for certain children as compared to
others, and also function as obstacles to children’s optimal development and
capacity to utilize their internal resources.
Social vulnerability
Exposedness is not a scientific concept. Most exposed children suffer from some
parental activity, parental lack of activity or assaults by other persons outside
the family. This group corresponds to the definition of child abuse and neglect
developed by the WHO:
All forms of physical and/or emotional ill-treatment, sexual abuse, neglect
or negligent treatment or commercial or other exploitation resulting in actual
or potential harm to the child’s health, survival, development or dignity in the
context of responsibility, trust or power.
In a wider sense, exposedness in children may converge with the concept of
vulnerability, which means that the child is at risk of having his or her developmental potential restricted, for instance because of family social problems,
functional disabilities or lack of stimulation. Exposedness need not be a per132

manent state, but can be an expression of a specific life situation or a life crisis.
Identification of exposedness needs no check lists, but a thorough assessment
of risk and protective factors. Nurses and doctors in close contact with families
and children develop an intuitive sensitivity to their patients’ needs and stress
factors relevant to them. Which structural factors, then, are apt to contribute to
children’s exposedness?
Low priority to children’s needs and value. How society values children is reflected in the resources assigned to children, for instance in preschools and schools.
High quality in these core organizations is favourable for all children, but most
important for children in less than optimal home environments. Children’s
leisure activities and physical surroundings also influence their development.
Deficiencies in these respects are more common in economically underprivileged areas than in more favoured neighbourhoods.
Financially exposed children. There is a strong relationship between children’s
health and the family’s social situation. The more well off families are socioeconomically, the healthier are their children. Therefore financial strain in the
family is a risk factor for the child. A report from the Swedish Save the Children
gives a thorough description of the living conditions of low-income families
(Rädda Barnen 2012). The analysis shows that in Sweden in 2009, 13 per cent,
or 248 000, of all children aged 0-17 lived in families of low financial standard
(defined as a monthly disposable income of 11 424 SEK for families with one
adult and one child, and 17 470 SEK for families with two adults and two children) and/or received financial assistance from the welfare services.
The proportion of children living in poverty varies considerably between
municipalities and between parts of municipalities. In certain neighbourhoods,
one-third of children may live in poor families, whereas in others perhaps only
a few per cent are affected. Children of single parents, children of foreign-born
parents and children in segregated urban areas are considerably more often
found in poor families. The trend from the first decade of the 21st century is
that the differences between financially favoured and financially unfavoured
population groups are increasing.
Poverty as such does not lead to abuse or physical and emotional neglect. However, it does lead to psychological and environmental strains on parents that
make it more difficult for them to provide their children with necessary care and
safety. Poverty is associated with impaired self-confidence and health, and with
unhealthy lifestyles in both children and adults. Financial stress thus contributes substantially to children’s vulnerability and may reduce their life chances.
The Child Health Services are unable to do anything about the existence of
poverty, but the need of parental support is increased in areas characterized by
large proportions of single, low-income and unemployed parents.
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Families with reduced social capital. Social isolation and reduced social capital (lack
of support from family and friends, restricted influence on everyday matters, poor
leisure time activities) increase the risk for children to become victims of physical
and emotional neglect and abuse. The Child Health Services can act against deficient social capital by supporting the organization of open preschools (i.e. staffed
preschool activities where parents can come with their children whenever it suits
them) and group activities for parents. When motivated, representatives of the
Child health Services should act as spokesmen for the families and children and
draw attention to deficiencies in the society and neighbourhood.
Segregation and discrimination. Ethnic minorities, both immigrants and refugees, are exposed to more burdensome living conditions and more health problems than the majority population. Cultural, ethnical and religious barriers
may make it more difficult for the health services to arrive at nuanced and
adequate need assessments. Children may be exposed because parents of foreign
origin may have difficulties in establishing themselves on the labour market
and have small financial resources. There are strong elements of segregation
in housing and discrimination is widespread in society. The higher prevalence
of health problems and social difficulties in minority groups do not primarily
arise from ethnic or cultural differences but from the fact that these groups, on
average, are exposed to considerably worse socio-economic living conditions
than native citizens.
Refugee children are one of the most exposed categories of children. This is
due both to a high frequency of traumatic experiences in their native countries
or during flight, and to new forms of insecurity in the new country. Often it takes
a very long time, not infrequently several years, before the family knows whether
they will be allowed to stay in the new country. Practically all refugee families
are exposed to great strains during long asylum processes, which may be directly
inhuman, in view of the children’s needs. Therefore, emotional, psychological
and psychosomatic problems are common among children in refugee families.
The Child Health Services must take particular care of these children and act
against discrimination in every instance. It is very important that these children
are given access to preschool, leisure time activities and health services on the
same terms as other children. The most exposed category consists of the “hidden” children of parents who have not been granted residency in Sweden and
live a “paperless” existence. These children have the same rights to health and
medical care as all other children in Sweden.
About 10 per cent of all citizens have difficulties in availing themselves of
written information because of limited reading capacity. Immigrants are overrepresented in this group. The difficulties may have their origin either in the
fact that information materials are available only in Swedish, in educational de134

ficiencies or in lack of reading training. Many native Swedes also have problems
with their literacy.
Swedish Child Health Services are successfully achieving the aim of reaching
all families with young children with health monitoring, medical exams and
vaccinations. Thus, it has been possible to offer almost all children and their parents a universal program on equal terms. However, selective measures to meet
the needs of vulnerable groups are still provided only to a very limited extent
(Wallby and Hjern 2011).
C h i ld h ealth promotion
When the Swedish Child Health Services were established in the middle of the
1930s, the concern was to support the nutritional state and the care of children, and to introduce the first generation of child vaccines. All these tasks were
population-oriented and primary preventive.
During the decades before the new millennium, a certain change of focus was effected through the introduction of new and increasingly time-consuming health
surveillance methods, aiming at identifying, as early as possible, deviances and
health problems in a growing number of respects. Individual height and weight
curves were introduced in the 1970s. This development has been important and
necessary, but it implied a shift of focus from primary prevention to secondary
prevention. Health check-ups and screenings for diseases do not spring from an
effort to prevent the occurrence of health problems, but to restore health when
it has already deteriorated.
Today, the panorama of children’s problems largely comprises psychosocial,
mental and psychosomatic problems, in parallel with a recent rise of nutritional
problems through the explosive development of overweight and obesity (Ståhl
2012). New research findings have given a clearer picture of the determinant
factors of these problems. As a consequence, there are obvious reasons to emphasize anew the important position of primary preventive tasks on the population level – without at the same time losing the important methodological
knowledge necessary for effective health surveillance.
An important area for health promotion is education (such as that related to
breast-feeding, lifestyle matters, child care and upbringing), individually or in
groups. The methods may vary, from simple information activities to applications of social learning theory. Practical help in difficult life situations or help
in finding the right instances in a complicated society are important tasks, demanding well-functioning collaborative networks. Providing emotional support
to parents is also an important health promoting task.
Successful health promotion cannot be carried through without the following important conditions:
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• Clearly pronounced support and respect from the health authorities, i.e. it
should be clearly stated that this is a prioritized activity. Time and resources
should be reserved for health promotion;
• A nuanced, flexible and dynamic assessment of every family’s individual needs
of health promotion activities. All families do not have the same needs for
support. The resources are limited and must be used in a responsible way;
• Development of a personal relationship with the family. Health promotion
is made up of tasks on different levels. The most basic is information about
biological facts, how the body works and what can be done for the preservation of health, e.g., stop smoking. This kind of health information has a strong
tradition, often with a professional authority as an important tool;
On the other hand, there is a risk that this kind of health information takes
on the character of a one-way communication. This reduces the possibility of
attaining the expected results; instead of new and more favourable behaviours,
a bad conscience is created about the customary, socially determined ways of living. Practically all parents wish the best both for themselves and for their child.
The task consists in trying to provide parents with the force to find solutions
in accordance with their own unique life situation. Such a line of work is well
motivated, because health promotion concerns not only biological facts but
also how parents can orient themselves in a society inundated with information
originating from both reliable and unreliable sources.
If health workers apply a listening, accepting and supporting attitude, the
chances will increase of building up a partnership encouraging a greater depth in
the conversations. Without personal trust built on the parents’ feeling of being
seen by the health professional, it is scarcely possible to exert any influence on
areas like stress, feelings of sadness, of not being good enough or ambivalence
and insecurity in the parental role. These life areas are becoming increasingly
important in all health promotion, but they do not belong to what you wish to
talk about with a complete stranger or a mere representative of authority. An
open and supportive attitude is also encouraged because, in these areas, there
are generally no unequivocal scientific answers to what is right or wrong.
There is reason to stress that it is not the children who come to the child
health centre. It is the parents who come with their child. It is the parents who
endow the Child Health Services with responsibility to follow the child’s development and health, to give vaccinations and to offer advice to the parents
about how they themselves can promote the health of the child. The parents are
perfectly free to refrain from doing so if they wish. The Child Health services
should base their work on certain principles.
Continuous updating of knowledge and competence. Parents who come into contact with health professionals today expect knowledge and reliable answers to
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different questions. Many have good knowledge themselves and have sought
information from various sources, not the least from different websites. It is
important to keep one-self updated and to be knowledgeable about the main
information sources. If, as a nurse or doctor, you are uncertain about a particular
piece of information, the best thing to do is always to confess your uncertainty
and ask to return with an answer to the parents after having checked with a safe
source. For the trustworthiness of the organization and the trust of the parents
this is much better than to give vague and insecure answers.
To support unconditionally determinants of good health, and to counteract factors conferring increased risk for future ill-health. This implies the application
of a health-promoting perspective in daily work. With the concept of enhancement,
the goals of children’s health and development become more obvious and wider, but also more difficult to delineate and describe from the perspective of a
certain societal sector or activity. However, intuitively we can rather easily imagine the goal as a striving for optimal health and developmental conditions for
all children, that is to place primary preventive activities into focus. In a population health perspective, the primary preventive approach implies measures that
are mostly directed at the whole child population or a larger group of exposed
children, in order to reduce the incidence of new children affected by health
problems, injuries, diseases, disabilities or developmental deviations. Through,
on the one hand, the elimination of damaging exposures (risk factors present in
the population), and, on the other hand, the creation of favourable protective
environments, the aim of primary prevention thus will be to reduce the future
incidence (the frequency of new individuals affected by a problem each year) of
different problems. The classical and most obvious example of primary prevention is vaccination, which has contributed substantially to practically eradicating a number of serious diseases.
Health promotion also demands a responsible view as to what is meant by
providing individual support in the parental role. The support concept is often
used in the caring sector, however often in an unclear sense. A possible way to
look at individual support is to understand the concept as activities aiming at
letting the patient or client feel that the health professional cares about his or
her individual situation and integrity in a personal way, that the patient is liked
and respected, and that he or she is part of a relationship with mutual duties.
Giving support does not mean a wish for or expectation of specific behaviours,
in contrast to giving advice.
A good professional, giving personal support, is apt to reduce feelings of
sadness, hopelessness, loneliness and of being misunderstood. These kinds of
feelings are weakening and in themselves obstacles to positive change. Giving a
good personal support is an important task, since many difficult life situations
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are very hard to change with the means available to the Child Health Services.
Preventive child health care is unable to change the kind of vulnerability based on people’s personal conditions, biographies or structurally conditioned
inequality. It is more meaningful to try to find supporting strategies than to let
oneself get crushed by ambitions to change things that are beyond one’s possibilities to affect in a radical way. Striving as a professional towards combining a
professional attitude with sympathetic support is never meaningless. In the first
place, such a striving is an ethically motivated task.
Structured parenting support in the form of parent education programmes in
groups aims to increase parents’ competence in fulfilling the demands of the parental role. Such programmes are based on applications of social learning theory
and group dynamic processes. They should have a clear aim and a defined educational content. They may have positive effects but cannot function as substitutes for individual support. An important effect of parent group activities is to
contribute to strengthening social networks. Parent groups have been found to
have the potential to lead to new and positive interactions among participants.
Collaboration with others. No successful health promotion can be effected by an
isolated organization. The health promoting tasks of the Child Health Services,
social services and preschool overlap when directed at exposed families with
children, injury prevention, protection against contagious diseases and identification of deficiencies in the local environment. Discussions with other local
community workers about mutual expectations of each other’s activities, definitions of working tasks, and matters of secrecy are an integral part of the work.
Collaboration is apt to work best when built both on personal acquaintance
and trust and on agreements about the distribution of working tasks. Sharing
a common responsibility for a defined population makes collaboration easier.
In order to be able to develop good preventive programmes for many health
problems on the population level, the Child Health Services need help from
specialists, such as nutrition specialists, dentists, speech therapists or child psychiatrists. However, certain organizational solutions in primary health care are
directly counterproductive to collaboration, for instance the fact that different
local organizations are not intended for the same families and children. When
families are entitled to free choices among care institutions, the result may be
that the preschool, the social services and the child health centre are serving
quite different families, in spite of their living within a restricted geographical
area. This is mainly due to the fact that responsible leaders have assigned low
priority to health-promoting work in relation to other tasks of the health and
caring organizations. The right of health workers to be granted time in order
to develop and maintain collaboration with other service areas is an important
matter that has to be defended.
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All collaboration requires good planning. Few things are as boring and meaningless as weakly structured collaboration without a focus and clear questions. In
order to succeed, there has to be an articulated idea about one’s own and one’s
partner’s unique and complementary contribution to the common task.
An important aspect of contemporary health care is the need for interventions to be evidence-based. The need for evidence-based activities is founded on
demands for cost-efficiency and effective use of resources, as well as on compliance in relation to a rapid scientific and technological development. The
development of evidence-based medical activities in turn raises stricter demands
for quality assurance, evaluation and research.
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Un i ntentional i n j ury, a preventable cause of
c h i ldhood mortality an d morbi dity
Injuries constitute an increasing share of childhood mortality in the world. Just
in the WHO European Region, they account for 9% of deaths and 14% of
ill-health (Sethi, Towner et al. 2008). The most common causes of mortality
and morbidity for children aged from 0 to 19 years are road traffic collisions,
drowning, poisoning, fires and falls. Altogether they add up to an annual 42,000
deaths and to 70 million hospitalizations and emergency department visits in
the European Region alone.
We know that during childhood the pattern of injuries changes as children
develop and grow (SOU 2003; Janson 2005; Janson 2005). It is also clear that
there are qualitative and quantitative differences in injury risks between boys
and girls, with boys sustaining injuries to a greater extent than girls and more so
the older they get (SOU 2003; Peden, Oyegbite et al. 2008).
Over the years, a wide diversity of safety measures has been implemented
in order to prevent children from being injured in activities of daily life (SOU
2003), for example in and around the home, on playgrounds, and in vehicles.
The measures that have yielded the best results are so-called “passive” ones, that
are built into the environment and products and do not rely on specific decisions and actions from the child or their guardian. On the product side, various
safety devices that may isolate an injurious source of energy (e.g. thermal, electrical, mechanical) from the child have been developed over the years. Several
have proven helpful either to prevent injuries from happening or to reduce the
consequences of injurious events (Peden, Oyegbite et al. 2008; Sethi, Towner et
al. 2008).
Without doubt, Sweden has been a pioneer in child injury prevention (Berfenstam 1979; Berfenstam 1995). One key determinant of its remarkable ranking
compared to other high income countries (UNICEF 2001) undeniably lies in
the integration of safety in the built environment and in products. But there is
more to it. Behind the scenes there have been committed paediatricians, physicians and nurses who made sure to promote good safety practice in activities
of the daily life. They integrated this message in home visitation programmes or
promoted it when coming into contact with caregivers and communities. Those
champions believed that injuries could be prevented and contributed to making
this happen.
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In Sweden, separating the source of danger from the individual has been a driving
force for safety promotion initiatives over the years, not least in the road traffic environment. Traffic separation, i.e., reducing the likelihood that an injurious event will
happen at all, contributed to low rates of pedestrian injuries in general and among
children in particular. It has also been beneficial to other categories of unprotected road
users such as cyclists but, in this case, it has not fully counteracted age-related peaks,
first when young children are introduced to cycling (age 4-5 years) and then when older
children start using their bicycle to travel to and from school (age 13-14 years), which is
also when they tend to stop using their bicycle helmet (Hasselberg 2004).
Before discussing socioeconomic differences in child injuries, let us revisit
the notion of parental supervision just to comment on two points. The first
one, raised in international discourse, is whether poor parental supervision is
responsible for a large share of childhood injuries. Parental supervision has been
a recurrent theme in the child injury literature (Saluja, Brenner et al. 2004; Morrongiello 2005) and it currently is an area of animated debate (Schwebel and
Kendrick 2009; Nakahara and Ichikawa 2010). Whether supervision per se is
the main problem in injury causation is actually far from obvious: the empirical evidence at hand shows mixed results and it appears that any association is
conditional on context. The second point, raised in public debates in Sweden, is
the claim that paternity leave represents a threat to child safety in the home, on
the grounds that fathers do not supervise their offspring in an appropriate manner and expose them to hazards to a greater extent than mothers do (Sternberg
2010). On the contrary, a recent study conducted in Sweden shows that among
children aged 0 to 2 years, the injury incidence is higher during maternity than
paternity leave. After controlling for parental socio-demographics for same age
children, there is no support for the notion of differential injury risk during paternity compared to maternity leave (Laflamme, Månsdotter et al. 2012).
Th e un equal distri bution of i n j uri es i n c h i ldhood – a c hallenge to succ essful prevention
One important challenge to successful child injury prevention is the unequal
socioeconomic distribution (Laflamme, Burrows et al. 2009; Laflamme, Hasselberg et al. 2010). This applies even to Sweden in spite of its successful track
record, in particular for small children (Laflamme, Hasselberg et al. 2002; Engström 2003; Hasselberg 2004). Injuries are in fact not only one of the major
causes of premature death and disability but also one of the causes of childhood
mortality with the steepest socioeconomic gradient. Unintentional injuries
alone affect children from the least advantaged families, neighbourhoods and
countries to a far greater extent.
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The next section describes where knowledge stands regarding socioeconomic
inequality in risks of child injury, considering in turn differences within a country and differences between countries. The latter studies are far less common
but they are essential to our understanding of the mechanisms lying behind the
socioeconomic patterning of injuries.
With i n country di fferenc es based on i n divi dual
or area level com parisons
A great deal of research is published on socioeconomic disparities in childhood
injury and there are many reviews available (Laflamme, Burrows et al. 2009; Laflamme, Hasselberg et al. 2010). In an attempt to give an overview of the causes
of injury causes covered thus far, Table 12-1, derived from a recent review, illustrates that traffic-related injuries, all injuries aggregated or by categories of road
users, have been very much studied and some other causes, like burns and drowning, very little (Laflamme, Hasselberg et al. 2010). The table also summarizes
the direction of the associations observed between child socioeconomic status
(measured at the individual or at the area level) and injuries and it highlights
what countries the studies are from. It is of note that the bulk of the evidence
thus far comes from a rather limited number of countries, from among which
Sweden and the United Kingdom have taken the lead.
What the table does not show is that socioeconomic differences arise not
only for injury mortality but also various severity measures (e.g. hospitalisation,
emergency department visits, long bone fractures, and head injuries) (Laflamme,
Hasselberg et al. 2010). In other words, socioeconomic differences in injuries are
not just a matter of injurious events being likely to be severe but also for them
to happen at all. Yet, some studies indicate that the more severe the injury, the
greater the socioeconomic differences.
It is also of note is that the magnitude of the differences varies between
causes and, for any specific cause, between contexts. This can be explained by
a variety of differences in the design and methodology of the studies as well as
“true” differences related to the mechanisms coming into play. The results are
in fact more mixed for fall-related injuries, which are sustained in a variety of
circumstances and where both negative and positive associations can be found
simultaneously. This, in turn probably contributes to explaining why just for
fall-related injuries so many “no associations” are found.
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Table 12‑1 Summary of knowledge on socioeconomic differences and unintentional injuries
by injury cause, country and direction of the association
Injury cause
Study analytical level a

Countries (n) b

Relationship between
deprivation and injuryc
Positive

Negative

None

Traffic aggregated (n=7)
I (3); A (3); ML (1)

Australia (1); Canada (1);
South Korea (2);
Sweden (1);
United Kingdom (2)

6

1

Pedestrian (n=24)
I (7); A (16); ML (1)

Australia (1); Canada (4);
Greece (1); Ireland (1);
Peru (1); Sweden (5);
United Kingdom (10);
USA (1)

24

1

Bicyclist (n=14)
I (5); A (8); ML (1)

Australia (1); Canada (1);
Ireland (1); Sweden (6);
United Kingdom (5)

11

3

Motorcycle/moped (n=5)
I (2); A (3)

Australia (1);
Sweden (4)

3

2

Car occupant (n=17)
I (7); A (9); ML (1)

Australia (1); Canada (2);
Ireland (1); Sweden (9);
United Kingdom (3);
USA (1)

15

2

Drowning (n=3)
I (2); ML (1)

Bangladesh (1);
South Korea (2)

2

1

Poisoning (n=11)
I (4); A (7)

Australia (1); Canada (2);
Denmark (1); Ireland (1);
Peru (1); Sweden (1);
United Kingdom (4)

9

3

Burn (n=18)
I (8); A (10)

Australia (1); Canada (2);
Denmark (1); Ghana (1);
Ireland (1); Peru (2); South
Africa (1); Sweden (1);
United Kingdom (4);
USA (4)

15

1

5

Fall (n=18)
I (4); A (13); ML (1)

Australia (1); Canada (3);
Denmark (1); Ireland (1);
Peru (1); South Korea (1);
Sweden (2); United Kingdom (4); United States (1)

14

4

10

Source: adapted from (Laflamme, Hasselberg et al. 2010)
Notes: (a) I: Inividual level study; A: Area level study; ML: multilevel study; (b) (n) = (number of studies); (c) As a study can
have results for more than one analyses (e.g., for different SES measures or at two different time periods), the numbers here may
exceed the number of studies
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Why are i n j uri es so c losely li n ked to i n divi dual
soc ioeconom ic status?
One obvious reason for the unequal distribution of child injuries is that children
from poor families and more deprived areas both are exposed to greater range
of hazards and lack the material means to protect themselves (e.g. the means to
afford safe environments or safety devices). While this material deprivation is
increasingly acknowledged as a direct cause of injury in children (Peden, Oyegbite et al. 2008; Sethi, Towner et al. 2008; Laflamme, Hasselberg et al. 2010), the
association between poverty and injuries has multifaceted pathways as material
deprivation seldom comes alone (Hasselberg 2004). It may also entail additional
disadvantages detrimental to children safety like limited access to safety devices
(not only in costs but also in supply) and sometimes even the poor readability
of their instructions. And there is also a lack of power to influence “upstream”
one’s living or commuting conditions and be heard about how societal decisions are made that affect the causal pathway to injury (Laflamme, Hasselberg et
al. 2002; Laflamme, Burrows et al. 2009; Laflamme, Sethi et al. 2009).
It is acknowledged that socioeconomic differences in the risk of unintentional injuries in childhood are more a reflection of differences in how children from different socioeconomic positions and environments are exposed to
danger than in how predisposed they are to be injured or how adequately their
guardian prevents them from being injured (Laflamme 1998; Laflamme, Hasselberg et al. 2002; Laflamme, Hasselberg et al. 2010). In the same vein, to return
to the parental supervision issue raised above, studies indicate clearly that the
problem faced by parents from poor households as regards safety is not as much
an inadequate understanding of the hazards their children may encounter as it
is the capacity to afford or access the means for protecting their offspring (Laflamme 1998; Laflamme, Burrows et al. 2009).
Socioeconomic inequality in injury occurrence and its consequences in childhood
arises because children are variously disadvantaged according to socioeconomic
group due to one or several of the following:
- differing opportunities for safety (e.g., some face greater structural risks and have
fewer chances of avoiding injuries);
- differing opportunities to avoid risk (e.g., some are at greater circumstantial risk
due to limited chances to compensate for – or cope with – danger and avoid injury);
- differing access to/use of medical care (for treatment and for rehabilitation)
Because of these factors, interventions based on the uptake of safe practices
may not be fully adapted to the situation of children of lower socioeconomic
status. One could posit that the more a cause of injury varies across socioecono145

mic groups, the less likely it is that behavioural interventions will make a significant contribution to both risk and disparity reduction. This notion is embedded
in the fundamental causes theory (Willson 2009) positing that the resources
needed to protect one’s health and safety are by and large socially distributed.
This implies that people of higher socioeconomic status hold an advantage in
warding off threats to their own wellbeing and that of their offspring. The theory predicts that socioeconomic status is more strongly associated with health
outcomes for which prevention and treatment measures are known, which largely applies to child unintentional injuries.
Between country di fferenc es
Childhood injuries are unevenly distributed between countries, both globally
(Peden, Oyegbite et al. 2008) and in the European Region (Sethi, Towner et al.
2008) where contrasts between low-income countries and high-income ones can
be remarkable. A study considering 16 European countries at different economic levels showed that the majority of the upper middle income countries had
higher fatal home injury rates among children aged 0 to 14 years than did the
high income countries (Sengoelge, Hasselberg et al. 2011; Sengoelge 2012). This
tendency was more pronounced for the under one age group, where Romania
had a 62 times higher rate of fatal home injury than those countries with the lowest rates (Iceland and Luxembourg). Nonetheless, the incidence of fatal home
injury also varied within the high-income countries where, in all ages combined, the rates ranged from 0.75 per 100,000 in Spain to 2.46 per 100,000 in the
Czech Republic. Thus, economic status alone is not enough to explain injury
differentials between countries.
In fact, it seems that even income inequality within a country may be associated with injury levels. This is exemplified in the figure below showing a
strong and positive correlation between country level income inequality in 26
European countries and child injuries standardized mortality ratios (SMRs)
(Sengoelge 2012).
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Figure 12‑1 Association between country level income inequality and child injury mortality
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This observation is in line with other studies on within country income inequality and health and wellbeing. These offer suggestive evidence that countries
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with high economic inequality tend to show greater health disparities in dif	
  
ferent population groups and for different health outcomes, including health
indicators among children (Pickett and Wilkinson 2007).

How can country di fferenc es i n c h i ld i n j ury
risks be explai n ed?
Country level differences in child injury risks find explanations in a variety of
factors, including the absolute level of poverty of a country but also internal
income differences. In the former case, poverty itself may be responsible for
living environments and conditions that imply greater exposure to a wide range
of hazards and threats to children safety. In the latter, additional mechanisms
can come into play, deriving from likely societal and individual tensions created
by an unequal distribution of wealth (Wilkinson and Pickett 2008). The tensions can be manifest at the individual, family, or household level but they also
find expression in levels of social cohesion and in how countries and societies
invest – or not – in compensating for socioeconomic disadvantages through a
variety of social investments (Commission on Social Determinants of Health
2008; Lundberg, Yngwe et al. 2008; Wilkinson and Pickett 2008; Willson 2009).
In turn, lower levels of economic inequality and redistributive social health
policies, that provide more equal access to resources, are able to weaken the
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socioeconomic health gradient (Ross, Wolfson et al. 2000; Lundberg, Yngwe et
al. 2008).
The second prediction of the “fundamental causes” theory is in fact that
the strength of the association between wealth and health would vary across
countries depending on how any given country (or setting) “compensates” for
socioeconomic disparities, for example through their social welfare policies and
promotion of universality (Willson 2009; Phelan, Link et al. 2010). Child pedestrian injuries, for instance, exhibit very strong social gradients in the UK but
negligible ones in Sweden. The latter can of course be attributed to “safety-forall” measures that have long been on the agenda of the Swedish transport sector.
If we return to the example of traffic safety in Sweden, one can posit that, in this
more egalitarian country, it is not only traffic regulation that has contributed
to lowering the level of danger for children on the road but also that a diversity
of societal measures have played an indirect – but substantial – role by removing children from the road. Also worth mentioning are the country’s employment policies (for both men and women) alongside which a relatively generous
childcare services policy was developed. There has also been a will to increase
children’s access to recreational areas even in urban settings and the promotion
of the idea, in the education sector, to limit distance to and from school for all.
All those measures, although not primarily aiming to, contributed to reduce
both child exposure to traffic and injury.
It is a major weakness that so few studies on socioeconomic differences in
child injuries have been conducted in low and middle-income countries where
the burden of injuries is far greater (Laflamme, Hasselberg et al. 2010). This, in
conjunction with the use of different indicators of socioeconomic status in studies, impedes our ability to further explore how the current empirical evidence
supports the theory of fundamental causes.
Globally, it can be added that processes like globalisation, urbanisation, motorisation, and environmental change could negatively impact on child safety
and increase differences both between and within countries. Further, in times of
economic difficulties, some factors are likely to exacerbate socioeconomic disparities. During a recession, less basic societal investment in safety in the form
of e.g., built-in safety, routine maintenance and reparation, and non-universal/
restrictive access to trauma care will put additional responsibility on individuals
who are already under pressure (Laflamme, Burrows et al. 2010; Fast, Braubach
et al. 2012).
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Policy i m plications – preventi ng i n j uri es an d reduc i ng soc ioeconom ic dispariti es
Poorer chances of survival and poor health, when generated by social processes
to the detriment of the less well-off, threaten basic human rights. Health inequities in child injury can be reduced – and avoided (Laflamme 1998; Laflamme,
Burrows et al. 2009; Laflamme, Sethi et al. 2009; Laflamme, Burrows et al. 2010).
Sectoral examples of passive safety measures dealing with physical exposures
show that tackling material deprivation in the home through better housing conditions, or modifying the traffic environment can do much to “level up” safety
differentials between members of different social groups. Given that injuries are the
leading cause of death and disability among children worldwide, abatement strategies that reduce injury risks for all children are essential. Numerous interventions
for the prevention and control of violence and injuries have been evaluated and
found effective. They can be found in various reports, some being specific for child
and adolescent injuries (Peden, Oyegbite et al. 2008; Sethi, Towner et al. 2008). But
there is a gap in knowledge here too as few evaluations have been conducted thus
far that assess whether those interventions are equally effective in all socioeconomic groups (or areas) or if they help reduce differences between those groups.
Health inequities in general, and inequity in injury in particular, are neither
unavoidable nor irreversible (Laflamme 1998). For health targets to be achieved and sustained at country and regional level not only are health-for-all type
policies and interventions required. Equity-oriented ones are imperative, both
within and outside the health policy domain (Whitehead and Dahlgren 2006;
Whitehead and Dahlgren 2006). Equity-oriented measures may build on initiatives aimed at narrowing the safety divide between the worse- and better-off or
on focusing on people or neighbourhoods in poverty only (Laflamme, Burrows
et al. 2009; Laflamme, Sethi et al. 2009).
Below is a list of key strategies for successful and equitable injury prevention, each relating to one or more of the oft-mentioned three “Es” of injury
prevention, standing for “Engineering”, “Enforcement”, and “Education”. The
means highlighted have the potential to reduce both overall injury levels and
socioeconomic disparities in injuries. They are more extensively discussed elsewhere (Laflamme, Burrows et al. 2009; Laflamme, Sethi et al. 2009; Laflamme,
Burrows et al. 2010).
• Safety-oriented legislation or regulation. Injury prevention and control is significantly aided by targeted and enforced legislation and regulation. Targets can
take the form of minimum safety standards (e.g. for buildings or products)
or safe behaviours or practices that would otherwise not be fully adopted on
a voluntary basis only (e.g. car restraints, bicycle helmet use, avoidance of
alcohol when driving).
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• “Level up” the safety of the physical environment. The environment can be made
safer by ‘modification’, ‘isolation’, ‘separation’ or ‘elimination’ of the sources
of danger. Better housing conditions or the modification of the traffic environment to benefit unprotected road users can do much to narrow safety
differentials between members of different social groups. Traffic calming is
a good example of the latter; it is associated with both absolute and relative
pedestrian injury reduction in children ( Jones, Lyons et al. 2005).
• “Level up” product safety. Product safety is not only about minimizing danger
but also consequences of injurious events. Examples of success are flameresistant nightdresses, legislation and enforcement of maximum sizes for paracetamol and aspirin packs.
• Turning to and involving the community. Community-based prevention programmes intend to tackle and lower down the safety levels in specific communities
often combine environmental and behavioural strategies, in some instances
together with enforcing legislation and subsidies. The extent to which, and
conditions under which those programmes are effective in influencing both
safety practice (upwards) and injury rates (downwards) are not fully established. Far less is known concerning their impact on inequalities in injuries.
• Promoting home safety through home safety education and home visit programmes.
Programmes such as these often target the safety of young children and aim
to promote safe practices in the home. Several programmes have been evaluated and meta-analyses have been conducted. Those focusing of childhood
unintentional injuries reveal that home safety education is effective in influencing the uptake of a range of safe practices including, for example, safe hot
water temperatures, functional smoke alarms or storing medicines and cleaning products out of reach. Evidence is lacking however as to whether home
safety education programmes reduce rates of thermal injuries, poisoning or
injuries in general.
• Targeting families with small children in disadvantaged areas. Interventions addressing the barriers of cost and need for help to fit equipment may reduce
inequalities in a number of areas (e.g., stair gate use) but not all (e.g. functioning smoke alarms) (Kendrick, Mulvaney et al. 2009).
• Creating attractive places for recreation. Promoting safety should go hand in
hand with stimulating development. For that, off-street and attractive play
and recreational areas that are well maintained are a must.
Conc ludi ng remarks
Injuries are a threat to children health and wellbeing. Child injuries are preventable and differences in wealth need not be reflected in differences in safety. To
reduce overall risk and associated inequities, both safety-for-all and equity-orien150

ted policies and strategies are imperative. Variations between causes and, within
causes, between settings and countries suggest that the prevention of inequities
in child safety will be achieved by tackling both direct mechanisms of injury causation and remote but fundamental ones. The more a given intervention targets
the source of danger or the risk itself, the better is its potential to raise up the
safety level and narrow down the safety divide. Reducing societal investment in
reducing risks of injury, in the form of built-in safety measures, routine maintenance and repairs, and accessible trauma care will put additional responsibility
on families – and neighbourhoods – that are already under pressure.
Referenc es
Berfenstam, R. (1979). “Prevention of childhood accidents in Sweden. With
special attention to the Work of the Joint Committee for Prevention of Accidents.” Acta Paediatr Scand Suppl 275: 88-95.
Berfenstam, R. (1995). “Sweden’s pioneering child accident programme: 40
years later.” Inj Prev 1(2): 68-69.
Commission on Social Determinants of Health (2008). Closing the gap in a generation: Health equity through action on the social determinants of health.
Geneva, World Health Organization.
Engström, K. (2003). Social differences in injury risk in childhood and youth:
Exploring the roles of structural and triggering factors. Department of Public
Health Sciences, Karolinska Institutet. Doctoral Thesis.
Fast, I., M. Braubach, et al. (2012). Injury-related inequalities. Environmental
Health Inequalities in Europe. Copenhagen, WHO Regional Office Europe:
53-83.
Hasselberg, M. (2004). The social patterning of road traffic injuries during childhood and youth: National longitudinal register-based studies. Department of
Public Health Sciences, Karolinska Institutet. Doctoral Thesis.
Janson, S., Ed. (2005). Så skadar sig barn. Kristianstad, Förlagshuset Gothia AB.
Janson, S. (2005). ”Varför skadas barn som de gör?” Socialmedicinsk tidskrift 1:
12-20.
Jones, S. J., R. A. Lyons, et al. (2005). ”Traffic calming policy can reduce inequalities in child pedestrian injuries: database study.” Inj Prev 11(3): 152-156.
Kendrick, D., C. Mulvaney, et al. (2009). “Does targeting injury prevention
towards families in disadvantaged areas reduce inequalities in safety practices?” Health Educ Res 24(1): 32-41.
Laflamme, L. (1998). Social Inequality in Injury Risks. Knowledge accumulated
and Plans for the Future Stockholm, Sweden’s National Institute of Public
Health. 33.
151

Laflamme, L., S. Burrows, et al. (2009). Socioeconomic differences in injury
risks. A review of findings and a discussion of potential countermeasures.
Copenhagen, WHO Regional Office for Europe.
Laflamme, L., S. Burrows, et al. (2010). The Social Inequalities in Health Risks
related to Unintentional Injuries among Children. Environment and health
risks: a review of the influence and effects of social inequalities. W. H. Organization.
Copenhagen, WHO Regional Office for Europe.
Laflamme, L., M. Hasselberg, et al. (2010). ”20 Years of Research on Socioeconomic Inequality and Children’s-Unintentional Injuries Understanding the
Cause-Specific Evidence at Hand.” Int J Pediatr 2010.
Laflamme, L., M. Hasselberg, et al. (2002). Sociala skillnader i skaderisker. En
rapport om den socioekonomiska fördelningen av skador bland barn och
ungdomar i Sverige. Sverige, Statens offentliga utredningar SOU. 68.
Laflamme, L., A. Månsdotter, et al. (2012). ”Dangerous dads? Ecological and
longitudinal analyses of paternity leave and risk for child injury.” J Epidemiol
Community Health.
Laflamme, L., D. Sethi, et al. (2009). Addressing the Socioeconomic Safety Divide: A Policy Briefing. Copenhagen, WHO Regional Office for Europe.
Lundberg, O., M. A. Yngwe, et al. (2008). “The role of welfare state principles
and generosity in social policy programmes for public health: an international comparative study.” Lancet 372(9650): 1633-1640.
Morrongiello, B. A. (2005). “Caregiver supervision and child-injury risk: I. Issues
in defining and measuring supervision; II. Findings and directions for future
research.” J Pediatr Psychol 30(7): 536-552.
Nakahara, S. and M. Ichikawa (2010). “Care giver supervision and child injuries:
consideration of different contexts when translating knowledge into practice.” Inj Prev 16(5): 293-295.
Peden, M., K. Oyegbite, et al. (2008). World Report on Child Injury Prevention.
Geneva, Switzerland, World Health Organization.
Phelan, J. C., B. G. Link, et al. (2010). ”Social conditions as fundamental causes
of health inequalities: theory, evidence, and policy implications.” J Health Soc
Behav 51 Suppl: S28-40.
Pickett, K. E. and R. G. Wilkinson (2007). “Child wellbeing and income inequality in rich societies: ecological cross sectional study.” BMJ 335(7629): 1080.
Ross, N. A., M. C. Wolfson, et al. (2000). “Relation between income inequality
and mortality in Canada and in the United States: cross sectional assessment
using census data and vital statistics.” BMJ 320(7239): 898-902.
Saluja, G., R. Brenner, et al. (2004). “The role of supervision in child injury risk:
definition, conceptual and measurement issues.” Inj Control Saf Promot 11(1):
17-22.
152

Schwebel, D. C. and D. Kendrick (2009). “Caregiver supervision and injury risk
for young children: time to re-examine the issue.” Inj Prev 15(4): 217-219.
Sengoelge, M. (2012). Child injury in Europe. Scope, circumstances and association with country-level housing conditions and economic disparities.
Department of Public Health Sciences, Karolinska Institutet. Doctoral Thesis.
Sengoelge, M., M. Hasselberg, et al. (2011). “Child home injury mortality in
Europe: a 16-country analysis.” Eur J Public Health 21(2): 166-170.
Sethi, D., L. Towner, et al. (2008). European report on child injury prevention
Copenhagen, WHO Regional Office for Europe.
SOU (2003). Från barnolyckor till barns rätt till säkerhet och utveckling. Slutbetänkande av Barnsäkerhetsdelegationen. S. o. u. SOU. Sverige. 127.
Sternberg, E. (2010). House dads are dangerous for children [Hemmapapporna
är livsfarliga för barnen] (in Swedish). Expressen.
UNICEF (2001). A league table of child deaths by injury in rich nations. Innocenti Report Card No.2. Florence, UNICEF. Innocenti Research Centre.
Whitehead, M. and G. Dahlgren (2006). Levelling up (part I): A Discussion Paper on Concepts and Principles for Tackling Social Inequities in Health. Coll.
Studies on Social and Economic Determinants of Population Health, No 2.
Copenhagen, WHO Regional Office for Europe.
Whitehead, M. and G. Dahlgren (2006). Levelling up (part II): A Discussion
Paper on European Strategies for Tackling Social Inequities in Health. Coll.
Studies on Social and Economic Determinants of Population Health, No 3.
Copenhagen, WHO Regional Office for Europe.
Wilkinson, R. G. and K. E. Pickett (2008). “Income inequality and socioeconomic gradients in mortality.” Am J Public Health 98(4): 699-704.
Willson, A. E. (2009). “’Fundamental Causes’ of Health Disparities A Comparative Analysis of Canada and the United States.” International Sociology 24(1):
93-113.

153

C hapte r 13

A public health approach
to child maltreatment:
Sweden still leads the way
R u t h G i l b e rt

154

C h a p t e r 1 3 A p u b l i c h e a lt h a p p r o a c h t o c h i l d
m a lt r e at m e n t : S w e d e n s t i l l l e a d s t h e way
R u t h G i l b e r t


C

alls for a public health approach to child maltreatment (defined in Box
13-1) are increasingly being voiced in the UK, Australia and North America (Department of Health 1995;Hart and Glaser 2011; O’Donnell et al. 2008;
Gilbert, Woodman, & Logan 2012b; Barlow & Calam 2011). A public health
approach means a preventive strategy that focuses on reducing the risk factors
(Box 13-2) that give rise to maltreatment (Violence Prevention Alliance 2011).

Box 13‑1 Definition of child maltreatment

Child maltreatment encompasses any acts of commission or omission by a parent
or other caregiver that result in harm, potential for harm, or threat of harm to a
child, even if harm is not the intended consequence. Four forms of maltreatment
are widely recognised - physical abuse, sexual abuse, emotional abuse, and neglect,– which frequently co-exist. Increasingly, witnessing intimate partner violence
is also regarded as a form of child maltreatment. Neglect and emotional abuse, are
by definition, persistent problems, manifest by harmful parent-child interactions,
whereas physical and sexual abuse and witnessing intimate partner violence are
events, which may be covert (Gilbert, Widom, Browne, Fergusson, Webb, & Janson 2009b). 80 per cent or more of maltreatment is perpetrated by parents or parent
substitutes, apart from sexual abuse, which is most frequently perpetrated by acquaintances or other relatives.(Barlow and Calam 2011;Bergman 2010;Gilbert,
Widom, Browne, Fergusson, Webb, & Janson 2009b;Gilbert et al. 2012b;Hart &
Glaser 2011;O’Donnell, Scott, & Stanley 2008)
Preventive interventions can act on risk factors at all levels of the ecological model of maltreatment (Sidebotham 2001): whole society, neighbourhood, family,
parent and child. Depending on the risk factors being addressed, preventive
interventions may be universal (e.g.: legislation), or targeted (e.g. parent training
for parents of children whose needs are unlikely to be met – also termed vulnerable children). While society must retain an effective child protection system
to protect maltreated children from further harm, the public health approach
represents a shift in emphasis and resources to preventing maltreatment happening in the first place (Figure 13-1).
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Box 13‑2 Risk factors for child maltreatment

Numerous, population-based studies have defined a range of environmental, parent and child risk factors for child maltreatment (Gilbert et al. 2009b). Poverty,
unemployment, poor housing and a lack of social support are all related to an increased risk of maltreatment (Gilbert, Widom, Browne, Fergusson, Webb, & Janson 2009b). Parent risk factors include mental health problems, drug and alcohol
misuse, intimate partner violence and parents’ own exposure to maltreatment or
their lack of experience of positive parenting in childhood, all increase the risk of
inadequate or abusive parenting or of harmful parent-child interaction (Gilbert,
Widom, Browne, Fergusson, Webb, & Janson 2009b). Child risk factors include
disability, behaviour problems and chronic disease. These risk factors often coexist and interact, adding stresses and demands on parents who may already have
limited parenting capacity, family support and financial resources. It is easy to understand how this combination of adversity for the parents and child can lead to
some children experiencing episodes of maltreatment or chronic failure of adequate
parenting which manifest as neglect or emotional abuse.
Figure 13‑1 Diagrammatic representation of the focus of policies relating to child maltreatment in six countries on universal or targeted prevention or child protection

Note: Sweden and the USA focus on opposite ends of the spectrum from universal prevention to child protection, while policy in
the other 4 countries lies somewhere in between these extremes
Source: Gilbert, Fluke, O’Donnell, Gonzalez-Izquierdo, Brownell, Gulliver, Janson, & Sidebotham 2012a.

Why a public health approach to child maltreatment?
Barlow recently put forward four main arguments to support a public health approach in the UK (Barlow & Calam 2011): the right of children to be protected
from harm in the first place; the frequency of child maltreatment, which, if all
occurrences were notified, would overwhelm child protection systems; the inaccuracy of identification systems, which miss the large majority of maltreated
children; and fourth, the effectiveness and cost effectiveness of intervening to
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prevent child maltreatment compared to intervention once child maltreatment
has occurred.
These arguments need to be made in the UK and in other developed countries such as the USA, where enormous resources continue to be ploughed into
child protection rather than prevention of maltreatment, with no clear evidence
for consistent reductions in occurrence across multiple measures (Gilbert et al.
2012a;Hart & Glaser 2011). There is also evidence of harms of child protection
(Campbell et al. 2010;Gilbert et al. 2009a), leading some to claim that child
protection has outlived its usefulness (Bergman 2010).
Barlow’s four arguments for a public health approach are valid for countries
where a focus on child protection has been tried and found wanting (Barlow &
Calam 2011). But they do not explain the motivation for the Swedish model –
the best example of a public health approach to child maltreatment. A recent
analysis of trends and policies for child maltreatment in six countries placed
Sweden and the USA at the opposite extremes– with Sweden typifying a public
health approach and manifesting some of the lowest rates of child maltreatment, based on 3 data sources (figure) (Gilbert, Fluke, O’Donnell, GonzalezIzquierdo, Brownell, Gulliver, Janson, & Sidebotham 2012a). What drove the
Swedes to develop their public health approach and what lessons can we draw
from the way their system works?
Developm ent of policy i n Sweden
To understand why Sweden developed the approach they have today, we need
to look at how the Swedish view of children’s needs developed during the early part of 20th century and how this influenced governmental responsibility
towards children, enacted through the establishment of the welfare state in the
1930s and 1940s. Staffan Janson and co-authors, Langberg and Svensson, published an excellent history of Swedish policy on child maltreatment, ‘A 30-year
ban on physical punishment of children’ ( Janson et al. 2010), which traces the
development of child welfare policy from the 20th to 21st century. Most striking
is how long ago policies were being enacted to stop physical and psychological
maltreatment, long before Kempe described the battered child syndrome in the
1960s. Also striking is the sense of responsibility of the state towards individuals,
including children, which transcends the institutions of the family and of religion. While the UK and the USA continue to argue about the right of parents
to choose how to discipline their children (Anon 2002;The Crown Prosecution
Service Policy Directorate Research Team 2007), Sweden expects the state to
have a strong say in what is acceptable treatment for its child citizens. Partly this
appears to be based on respect for the rights of the child and policy acceptance
of their needs, but also on a public health approach to state building. As Janson
157

et al comment ( Janson, Langberg, & Svensson 2010), “It was argued that children should be treated with respect and understanding if they were to grow into
responsible citizens.”
In overview, Swedish policy has focused on universal prevention strategies
(Figure 13-1). Of prime importance for preventing maltreatment have been strategies to improve all aspects of child health and welfare through minimising the
risk factors of child poverty and income inequality, and through generous support for parenting and for children’s pre-school care and education. Sweden has
one of the lowest rates of teenage motherhood and although the frequency of
lone mothers is not much lower than the UK, they are more likely to be in paid
work, especially full time work, and are less marginalised than lone mothers in
the UK (Burstrom et al. 2010;Gilbert, Fluke, O’Donnell, Gonzalez-Izquierdo,
Brownell, Gulliver, Janson, & Sidebotham 2012a). Generous provision for parents in the workplace and good quality early day care makes it easier to combine work with raising children in Sweden than in the UK. Another universal
preventive strategy, as others in this festschrift have commented (chapter14), is
the emphasis on child safety in policies on building, home products, leisure and
transport ( Jansson et al. 2006).
These broad welfare, environmental and economic measures in Sweden have
been accompanied by statutory benchmarking of acceptable treatment of children, starting with banning physical punishment in secondary schools as early
as 1928 ( Janson, Langberg, & Svensson 2010). The judicial system has had a
relatively peripheral role in child protection in Sweden compared with the US,
even though Sweden became the first country to ban corporal punishment and
emotional humiliation in the home in 1979. Rather than criminalising parental behaviour, parents who flouted the ban on corporal punishment received
family support and interventions as a prerequisite to judicial involvement ( Janson, Langberg, & Svensson 2010). In effect, the ban became a public health
intervention for improving parent-child interaction. Dissemination of information about parenting without violence, which was even printed on milk cartons,
accompanied the legislation. The 1979 ban was also accompanied by a training
programme for parents in well baby clinics about child development and safety.
Information and support for parents and monitoring of child wellbeing has
since been continued through state approved and municipality funded day care
services, which by 1990 were provided to 41% of 2 year olds and to 91% by 2009
(Anon 2011). Janson et al cite the social contagion effects of information about
how children should be cared for – disseminated through early day care settings
and reinforced by other parents – as responsible for the rapid adoption by immigrant families of the Swedish approach to child discipline ( Janson, Langberg,
& Svensson 2010). Immigrant parents accounted for 12% of children aged 0 to
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17 years in 2009, but non-European immigrant parents have been reported to
have a lower risk of their child being placed in care than Swedish parents after
adjusting for socio-economic factors (Franzen et al. 2008).
The Swedish model includes targeted prevention strategies for high risk families (figure). However, these are largely confined to nationwide screening programmes for pregnant women or postpartum and there has not been the same
drive for early targeted intervention as seen in Australia, Canada, and the UK
(Gilbert, Fluke, O’Donnell, Gonzalez-Izquierdo, Brownell, Gulliver, Janson,
& Sidebotham 2012a). Screening and targeted intervention was introduced in
1990 for mothers experiencing alcohol abuse, in 2000 for mothers with postnatal depression, and in 2005 for domestic violence.
Child protection policy in Sweden has been marked by fewer cycles of government reforms than in the UK (Gilbert, Fluke, O’Donnell, Gonzalez-Izquierdo, Brownell, Gulliver, Janson, & Sidebotham 2012a). Like the USA, Canada,
and Australia, it does have a system of mandatory reporting by professionals
of child maltreatment but in effect this means mandatory referral for services.
Investigation of an allegation of maltreatment includes an assessment of services
needed to address broad welfare needs as well interventions needed to protect
the child. There is no substantiation element in this process. In contrast, in
the USA, the focus is on the assessment of the child’s future risk of harm and
determining culpability as a prerequisite for services, rather than on meeting the
child’s welfare needs (Gilbert, Kemp, Thoburn, Sidebotham, Radford, Glaser, &
MacMillan 2009a).
The low profile of the judicial or statutory role of child protection services
in Sweden does have disadvantages. There is a lack of centrally collated agency
data on notifications and investigations, making it hard to chart effects of policies on trends. This makes international comparisons difficult, but hard too for
Sweden to track officially recognised maltreatment. For example, an increase in
police reports of child maltreatment during the 1990s required investigation by
a detailed study as routine data were not collated. The study showed that increased recognition by schools, nurseries and the public explained the increase.
This evidence led to legal changes to improve interagency working to improve
recognition (Carlson et al. 2001).
M easuri ng c hange i n c h i ld maltreatm ent
A public health approach requires monitoring on a population basis to determine the effectiveness of preventive interventions. Here too, Sweden provides a
role model. Because child maltreatment is hidden and mostly does not come to
the attention of professionals, self-report and parent-report studies come closest
to estimating its occurrence (Gilbert, Kemp, Thoburn, Sidebotham, Radford,
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Glaser, & MacMillan 2009a). Such surveys have highlighted the fact that child
maltreatment is common: between one in 25 to one in 10 children are exposed
each year in the UK and 1 in 10 in the USA (Finkelhor et al. 2010;Gilbert, Widom, Browne, Fergusson, Webb, & Janson 2009b;Radford et al. 2011). This is
far more children than are receiving child protection services at any one time.
Self-report and parent–report studies have advanced our understanding of
the type of children affected by maltreatment. We now know that, far from being a problem that mainly affects young children, child maltreatment is highly
prevalent in adolescents (Finkelhor et al. 2009;Radford, Corral, Bradley, Fisher,
Bassett, Howat, & Collishaw 2011;Rees et al. 2010). We also know that children
exposed to one type of maltreatment are often exposed to other types over time
(Dong et al. 2004;Higgins and Mccabe 2001). Moreover, the same children are
frequently exposed to other forms of victimisation – such as violence, bullying
or sexual abuse - by peers or strangers – which can be just as harmful (Turner et
al. 2010a;Turner et al. 2010b).
To determine change in response to policy or other factors, we need repeated
surveys to measure trends over time. Sweden has used serial parent- and selfreport surveys over decades, albeit based on very simple questions, to measure
the impact of policy on the occurrence of physical abuse of children. Staffan Janson and co-authors summarised trends based on nationally representative interview surveys (1965, 1968, 1971, and 1980) and questionnaire surveys
(1994, 2000, and 2006) ( Janson et al. 2007). Child attitudes were based on questionnaire surveys of school children aged 13 and 16 years in 1994, 2000, and
2006 asking the question: “Is it right to punish your child physically (including
a box on the ear) if they have made you angry” (for children “Is it OK for your
parents to hit you if you have made them angry?”). The proportion answering
yes to these questions declined sharply from 1965. Parental violence was assessed through parent-reported physical punishment in the past year, falling from
95% in 1965, to 50% in 1971, 30% in 1980 and 2% in 2006. The surveys also
showed a decline in the severity of physical abuse. Reports by parents of severe
abuse of a child (kicking, biting, hitting with fist, hitting with device, and beating up the child) in the past year decreased from 3·2% in 1980, to 0·2% in 2000
and 2006. Moreover, the proportion of 15-year-old adolescents who reported
frequent and severe hitting by parents at any time decreased from 7% in 1994,
to 3% in 2000, to 2% in 2006. Most of these declines predated legislation banning smacking (1979), possibly reflecting effects of respect and provision for
children, that led to the legislation, as well as growing affluence, welfare provision and support for parenting (Gilbert, Fluke, O’Donnell, Gonzalez-Izquierdo,
Brownell, Gulliver, Janson, & Sidebotham 2012a;Janson, Langberg, & Svensson
2007; Roberts 2000).
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Such declines in any self-reported or parent reported maltreatment have
not been reported in the US – although evidence from repeated surveys over
decades is limited to one series of four surveys of parents of children aged 3–11
years from 1975 to 1985, and 1995 to 2002. The studies used the parent conflict tactics scale and found no significant change in slapping or hitting with an
object, after taking account of age and region (40–90% dependent on age) (Zolotor et al. 2011). However, significantly fewer parents reported severe physical
punishment, such as beating up their child or hitting them repeatedly with a
fist or object, in 1985–2002 than in 1975. A large US study showed that rates
of self-reported maltreatment by carers remained stable when national samples
(n=6076 in total) of children (aged 10–17 years) or caregivers (if aged 2–9 years)
were asked similar questions 5 years apart (2003 and 2008). Reported exposure
in the past year remained stable for any type of maltreatment (from 13·5% to
11·1%, p=0·13), physical abuse (from 3·4% to 4·2%, p=0·13), and neglect (from
1·4% to 1·6%, p=0·56) (Finkelhor, Turner, Ormrod, & Hamby 2010). In the UK,
there are signs that reported maltreatment over a child’s lifetime may be declining (from 1999 to 2008), but serial surveys of past year exposure have not yet
been done (Radford, Corral, Bradley, Fisher, Bassett, Howat, & Collishaw 2011).
Comparisons between countries of self-report and parent-report studies need
studies using standardised tests in repeated surveys in different countries. Until then, international comparisons of trends in child maltreatment are limited
to measures based on maltreated children who present to services. In the recent six-country comparison of maltreatment indices for children aged 0 to 10
years in Sweden, England, Western Australia, New Zeeland, Manitoba and the
USA, figures for Sweden were consistently among the lowest (Gilbert, Fluke,
O’Donnell, Gonzalez-Izquierdo, Brownell, Gulliver, Janson, & Sidebotham
2012a). In Sweden, incidence rates for violent deaths and for maltreatmentrelated admissions to hospital for injury remained stable or declined, depending
on age group. Absolute rates of violent deaths were far lower in Sweden than
in the other countries as were admissions coded specifically for maltreatment
or assault. Sweden had relatively high rates of the broader category of any
maltreatment-related injury admission, due to higher rates of coding adverse
social circumstances.
Sweden had the lowest rate for the annual incidence of placing infants in out
of home care (England has one of the highest) (Gilbert, Fluke, O’Donnell, Gonzalez-Izquierdo, Brownell, Gulliver, Janson, & Sidebotham 2012a). However, rates for older children were similar or higher than rates for England. Sweden uses
out of home placement for school age children and particularly for adolescents
often on a short term, therapeutic basis, similar to a boarding school placement
(Thoburn 2010).
161

Conc ludi ng remarks
Sweden has achieved a public health approach to child maltreatment through
decades of enlightened support for its citizens – especially its children. Other
countries striving for a public health approach need to avoid such a lengthy gestation and learn from Sweden. One key lesson is the emphasis on universal support for children and for parenting, shifting the curve of parenting for the better.
Universal services that are universally used by all sectors of society also create
the environment where good parenting can disseminate by social contagion in
the community. A second lesson is the emphasis on interventions to meet need
and not on assessment of future risk of harm and culpability, as characterises
systems with a stronger focus on the role of judicial or statutory services within
child protection.
Sweden could teach us more. There is much that could be learned about patterns of maltreatment and other forms of victimisation across childhood and
across families if data from child protection services and police were centrally
collated and linked to the unique wealth of population-based data on health,
education and socioeconomic measures in Sweden.
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The Swedish success
in child safety; achievement
or spin-off?
R ag nar An d e r s s o n
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A

s practitioners we usually believe in what we are doing, and as policymakers we are apt to interpret favourable statistics as consequences of our policies. As researchers, however, we are expected to distance ourselves and question our findings. Do our results really reflect the interventions undertaken, or
are they rather to be explained by other causes? Many of us, including myself
and my colleague Professor Staffan Janson, in whose honour I am writing these
lines, combine these roles in our professions and struggle with the difficulties in
keeping them apart.
My first eye-opening experience in this respect occurred when, as an analyst
at the Swedish National Board of Occupational Safety and Health in the late
1980s, I collected data and compiled long term statistics on occupational fatalities over a period of 100 years. What I found was a bell-shaped curve peaking in
the mid 1900s and since then steadily declining. The curve was highly appreciated in my agency and became referred to frequently as evidence for the success
of the agency’s own efforts, from its establishment in 1948 onwards. I believed
so too until my PhD supervisor, Professor Leif Svanström, made me understand
that what my curve showed most of all was probably just the effects of the major
transitions that the Swedish working life underwent in the same century, from
an agrarian, through an industrialized, to a modern service-based economy with
very few employees left in dangerous jobs.
Road safety is another example. The long-term curve of road traffic fatalities
is similar to that of occupational fatalities, but peaks in the late 1960s, coincidently with the establishment of a national road traffic safety agency and the
introduction of a national traffic safety policy, later refined into the renowned
Swedish “Vision Zero” (Swedish Government 1997). The declining slope since
then is often taken as evidence for the success of these policy efforts. But, as
Oppe showed based on statistics already from the mid 1900s, road traffic fatalities will inevitably present bell-shaped curves over time due to the combined
dynamics of exposure and risk (Oppe 1991). The risk curve (fatalities per vehicle
kilometre) has in fact declined steadily from the commencement of motorized
transportation, following a monotonically declining model. The exposure curve, in contrast, follows an S-shaped model, increasing most steeply in the period
of intensive motorization and urbanization. In the mature stage, exposure levels
off (there are only 24 hours in a day, and more to do in life than spending time
in traffic), while risk continues to decline. In the early stage of motorization,
the rapidly increasing exposure dominates over the declining risk, while in the
167

mature stage the continuous decline in risk will counteract the levelling of exposure, resulting in declining total death rates in the population. Natural speed calming as a consequence of traffic jams contributes in the same direction. So the
believers in the policy are only half right, traffic safety has improved but with a
debatable relationship to national safety programmes. Most nations at similar
levels of socioeconomic development demonstrate similar curves, with or without advanced policies. Of course, the aggregate effect of safety measures taken
over time contributes to this development, but perhaps not in the coordinated
and policy attributable way policy makers sometimes think. Other underlying
factors contribute as well, like education, socioeconomic developments, and (as
pointed out above) intrinsic processes within the transport system itself.
Keeping these examples in mind, and taking the broader “determinants of
health” perspective into consideration; what are the implications from these
lessons regarding global improvements in child safety? How should we correctly
understand declining trends in child injury mortality in Sweden and elsewhere?
Do they really reflect successful child safety policies, first and foremost, or
should we rather understand them as fortunate spin-offs from other broader
developments in society – a kind of “bonus safety”?
C h i ld safety determ i nants
About twenty years ago, Bergman and Rivara published an article comparing
child injury mortality data in Sweden with that in the USA (Bergman and Rivara
1991). The authors attributed the considerably better situation in Sweden to “a
combination of the special characteristics of Swedish society and an energetic
35-year campaign. Contributing societal characteristics are a small, relatively
homogeneous, health conscious, law-abiding population that values children.
Key factors in the campaign have been support of trauma surveillance systems
and injury prevention research, ensuring safer environments and products through legislation and regulation, and a broad-based safety education campaign
using coalitions of existing groups.” Similar explanations are discussed by others
(Ellsasser and Berfenstam 2000; Jansson, De Leon et al. 2006). The campaign
mentioned is described in more detail by one of its initiators, Professor Ragnar
Berfenstam (Berfenstam 1979; Berfenstam 1995). Berfenstam reports an initiative taken by two dedicated paediatricians as far back as the 1950s, raising public awareness about injury as a leading cause of child mortality and eventually
leading to the establishment of a governmental agency for children’s rights, a
Children’s Ombudsman, in 1993. This important achievement, however, never
occupied more than a handful of people dealing with child safety at national
level, and the impact of national policy efforts on child injury mortality in Sweden remains unevaluated.
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In 2001, UNICEF published a league table on child injury deaths among richer
countries of the world (UNICEF 2001). Once again, Sweden came out as the
leading nation, but this time closely accompanied by several other countries. Moreover, by comparing data from the 1970s with those from the 1990s, it appeared
that many countries had performed much better than Sweden in the rate at which
they had reduced deaths. This important finding was discussed in an editorial published in Injury Prevention (Chalmers and Pless 2001), raising doubts about the
interpretation of the data. Yet no alternative explanations were proposed.
What UNICEF showed was in part already reported earlier by one of my
doctorial students (Plitponkarnpim, Andersson et al. 1999). When comparing
WHO mortality data with World Bank national income data, we found an overall negative relationship between national income level and child injury mortality. In subsequent studies on all types of injuries (unintentional and intentional)
and all age and sex groups (Ahmed and Andersson 2000; Ahmed and Andersson 2002; Moniruzzaman and Andersson 2004; Moniruzzaman and Andersson 2005; Moniruzzaman and Andersson 2005; Moniruzzaman and Andersson
2008), we found similar trends for all categories, with few exceptions. The most
striking exception is unintentional injury mortality in the elderly which tends to
increase with national income. Most other cause-, age-, and sex-specific categories, including child injury, clearly decline with increasing income. When grouping nations by income level, we again found bell-shaped mortality patterns;
first increasing among the poorest countries, peaking at the level of middleincome countries, and then declining with further increases in income. Since
all these studies were cross-sectional, comparing countries at different levels of
economy at the same point in time, we also undertook a retrospective longitudinal study on richer countries of today (OECD member states) to see whether
the bell-shaped patterns also appear also when single countries are followed
over time, as they grew economically(Moniruzzaman and Andersson 2008). Similar curves were obtained, but countries differed in the timing of peaks due to
their different pace of economic growth. When comparing mortality rates with
national income instead of over time, these differences virtually disappeared,
confirming that national income is a very strong and fundamental determinant
of injury mortality at national level.
To interpret these global trends, we looked at our findings from the perspective of Omran’s health transition theories (Omran 1971; Omran 1983;
Omran 1998). Omran analyzed demographic and epidemiological transitions
and found strong relationships with socioeconomic development. Living conditions, environmental hazards and demographic changes interplay to determine population health patterns. We were also inspired by the WHO Global
Burden of Health study(Murray and Lopez 1997), the “health determinants”
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perspective(Wilkinson and Marmot 2003), and the interactive tool World
Health Chart, available at www.gapminder.org .
Based on these frames of reference, we could conclude that childhood injury
is largely to be seen as an example of “diseases of poverty” while injury in the
elderly appears among the “diseases of affluence”(Moniruzzaman 2006). Or, in
other words: Wealth promotes safety in childhood, but tends to breed injury
risk in the elderly.
Disc ussion
It is probably impossible to separate fully effects of policy from secular trends.
Three of the comparative studies cited above acknowledge that both are important. Among the underlying factors, the following mechanisms are proposed:
Bergman & Rivara, as quoted above, points to Sweden as a small, relatively
homogeneous, health conscious and law-abiding population that values children (Bergman and Rivara 1991).
UNICEF discusses the role of socioeconomic development and points to
a number of factors, such as the educational level of parents, family size and
ethnicity. Dangerous living and playing environments as well as insufficient
adult supervision are considered poverty-related problems (UNICEF 2001).
Jansson et al. raise the implementation of the functionalist architecture style
including transport separation, expansion of public child day-care centres and
more organized leisure activities, as possible explanations besides more targeted
child safety efforts ( Jansson, De Leon et al. 2006).
I would like to add to this list. Integral to socioeconomic development are
urbanization, smaller family sizes and mandatory school enrolment. These processes, in turn, facilitate collective and well planned solutions to challenges of
housing, transportation and leisure activities, as well as increased adult supervision in all spheres of children’s lives. Health services also improve. More resources become available for the common good. Families shift modes of transportation from dangerous two-wheelers to the much safer cars. They may even
prefer fast and convenient collective solutions for practical reasons and thereby
gain additional safety. Children are encouraged to enrol in higher education
and plan for advanced careers, instead of going to factories and plantations at
young ages, as earlier generations did. Indeed, future prospects and expectations
among young people are important determinants of the value that they place
on their lives and their health, as well of the values placed on them by their
parents and by society as a whole. On top of all these fundamental processes
come all the targeted efforts designed to protect children and others. Needless
to say, prosperity is also a facilitating factor for developing such policies and for
successfully implementing them.
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Staffan Janson has combined many roles in advancing the life and health of children, both in Sweden and elsewhere. For instance, he pioneered the implementation of reverse facing car seats for children in Sweden in the 1980s by convincing
his own regional health administration, where he served as a paediatrician, to
lend seats for free to parents after the delivery of their newborn babies. As a
researcher, Staffan has published extensively on many child safety matters, increasingly focusing on abuse, maltreatment and neglect. Of particular importance is
his longstanding Swedish time series on maltreatment of children perpetrated by
caregivers and teachers in families and at school. Corporal punishment was prohibited by law in Sweden, first at school in 1958 and later by caregivers in 1979.
His data capture an extraordinary story of success and now inspire policymakers
worldwide. I understand from a quick literature search that a debate similar to
that which I raise in this paper also exists in relation to the issue of maltreatment
of children, i.e. to what extent the Swedish success on child maltreatment really
is attributable to policy interventions per se, or whether policies adopted rather
confirm attitudes and behaviours already established due to other social processes. Regardless, while acknowledging their combined effects with considerable
satisfaction, I believe we should invest more effort in understanding underlying
social determinants. I would not be surprised if growth and equity turns out to be
the fundamental determinant here, just as in many other health fields.
Referenc es
Ahmed, N. and R. Andersson (2000). “Unintentional injury mortality and
socio-economic development among 15-44-year-olds: in a health transition
perspective.” Public Health 114(5): 416-422.
Ahmed, N. and R. Andersson (2002). “Differences in cause-specific patterns of
unintentional injury mortality among 15-44-year-olds in income-based country groups.” Accid Anal Prev 34(4): 541-551.
Berfenstam, R. (1979). “Prevention of childhood accidents in Sweden. With
special attention to the Work of the Joint Committee for Prevention of Accidents.” Acta Paediatr Scand Suppl 275: 88-95.
Berfenstam, R. (1995). “Sweden’s pioneering child accident programme: 40
years later.” Inj Prev 1(2): 68-69.
Bergman, A. B. and F. P. Rivara (1991). “Sweden’s experience in reducing childhood injuries.” Pediatrics 88(1): 69-74.
Chalmers, D. and B. Pless (2001). “UNICEF’s child injury league tables: a bag
of mixed messages.” Inj Prev 7(2): 81-82.
Ellsasser, G. and R. Berfenstam (2000). “International comparisons of child injuries and prevention programs: recommendations for an improved prevention
program in Germany.” Inj Prev 6(1): 41-45.
1 71

Jansson, B., A. P. De Leon, et al. (2006). ”Why does Sweden have the lowest
childhood injury mortality in the world? The roles of architecture and public
pre-school services.” J Public Health Policy 27(2): 146-165.
Moniruzzaman, S. (2006). Economic development and injury mortality. Studies in
global trends from a health transition perspective. Karlstad, Karlstad University
Studies.
Moniruzzaman, S. and R. Andersson (2004). “Relationship between economic
development and suicide mortality: a global cross-sectional analysis in an
epidemiological transition perspective.” Public Health 118(5): 346-348.
Moniruzzaman, S. and R. Andersson (2005). “Age- and sex-specific analysis of
homicide mortality as a function of economic development: a cross-national
comparison.” Scand J Public Health 33(6): 464-471.
Moniruzzaman, S. and R. Andersson (2005). “Relationship between economic
development and risk of injuries in older adults and the elderly. A global
analysis of unintentional injury mortality in an epidemiologic transition perspective.” Eur J Public Health 15(5): 454-458.
Moniruzzaman, S. and R. Andersson (2008). “Cross-national injury mortality
differentials by income level: the possible role of age and ageing.” Public
Health 122(11): 1167-1176.
Moniruzzaman, S. and R. Andersson (2008). “Economic development as a determinant of injury mortality - a longitudinal approach.” Soc Sci Med 66(8): 1699-1708.
Murray, C. J. and A. D. Lopez (1997). “Mortality by cause for eight regions of
the world: Global Burden of Disease Study.” Lancet 349(9061): 1269-1276.
Omran, A. R. (1971). “The epidemiologic transition. A theory of the epidemiology of population change.” Milbank Mem Fund Q 49(4): 509-538.
Omran, A. R. (1983). “The epidemiologic transition theory. A preliminary update.” J Trop Pediatr 29(6): 305-316.
Omran, A. R. (1998). “The epidemiologic transition theory revisited thirty years
later.” World Health Statistics Quaterly 51: 99-119.
Oppe, S. (1991). “The development of traffic and traffic safety in six developed
countries.” Accid Anal Prev 23(5): 401-412.
Plitponkarnpim, A., R. Andersson, et al. (1999). “Unintentional injury mortality
in children: a priority for middle income countries in the advanced stage of
epidemiological transition.” Inj Prev 5(2): 98-103.
Swedish Government (1997). Bill 1996/97:137: Vision Zero and the traffic safety society.
UNICEF (2001). A league table of child deaths by injury in rich nations. Innocenti
Report Card No.2. Florence: UNICEF, UNICEF Innocenti Research Centre.
Wilkinson, R. and M. Marmot, Eds. (2003). Social determinants of health. The solid
facts. Second edition. Copenhagen, World Health Organization.
172

For the sake of children:
social paediatrics in action
T h i s b o o k i s a t r i b u t e to the career of a champion of the rights of the

child. Staffan Janson has dedicated his life to the health and wellbeing of children,
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United Kingdom to create a series of essays on a wide range of topics that have, as
their unifying theme, the quest to improve the lives of some of the most vulnerable
members of society. We hope that you, the reader, will be informed, encouraged,
and motivated to join the quest to improve the prospects for future generations.
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