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The promise of the early years: 
How long should children wait?

What if instead of finding the fountain of youth, we found a 
way to build a foundation for lifelong health? One that 

could close much of the health inequity gap in a generation, so 
that poor children fared as well as kids in higher-income groups 
(1). How quickly and how assertively would you change your prac-
tice to incorporate such an intervention?

The intervention is not a vaccine, or a prescription or a nutritional 
supplement. Rather, it is a set of clinical behaviours supporting posi-
tive early human development that has the potential to affect the 
health of patients and families for decades to come. Implemented 
broadly, a new approach could have a significant impact on both 
individual and population health, reducing the incidence and burden 
of preventable chronic disease and disability (2).

So how long should children have to wait for science to be 
turned into clinical action?

Many of us in practice may have to fundamentally shift how we 
think about our work. When it comes to caring for young children, 
we need to view ourselves as both diagnosticians and as facilitators 
of good health. Science shows that early experiences get built into 
our bodies, for better or worse (3,4). The evidence is mounting 
that for children to thrive, we need to actively monitor and pro-
mote behaviours that lead to healthy development in all domains 
– physical, cognitive, emotional, behavioural and social.

Paediatricians and family physicians have frequent and close 
contact with parents and children during a period in life when 
environmental influences play a greater role than at any other 
time. Early experiences ‘get under the skin’ and build the brain’s 
architecture, which in turn affects how the neuroendocrine, 
cardiovascular and other systems are developed. All of this influ-
ences children’s capacities to learn, empathize, socialize and self-
regulate (5).

The powerful effect of stress on children’s developing bodies is 
also much better understood. With the support of caring, warm 
and responsive adults, children can adapt to and learn to cope with 
‘tolerable’ stress (such as illness or the loss of a loved one). 
Unfortunately, some children experience unpredictable, chronic 
and severe stress – sometimes referred to as ‘toxic’ stress – without 
the protection of strong and nurturing relationships. This experi-
ence influences how the body responds to stress. Chronic wear and 
tear in childhood may lead to risky behaviours (overeating, smok-
ing, early sexual activity) and problems in school (poor academic 
achievement, absenteeism) (2,6). Studies in adult health now 
clearly show that problems in the environment during the early 
years increase adult vulnerability to a whole host of physical ill-
nesses in adulthood, including obesity, high blood pressure, depres-
sion, heart disease and diabetes (2,7).

Recent studies describe how early experiences can actually 
alter gene expression, either negatively (in the case of toxic stress, 
for example) or positively (stable responsive relationships can 
protect from harm) (8). Overwhelming stress may actually leave a 
genetic ‘signature’ on children, making them developmentally 
vulnerable and setting them on a path that can only be modified 
by a huge investment in resources.

Positive relationships can help protect children from the long-
term effects of chronic adversity. Attachment – the deep emo-
tional bond that forms when a primary caregiver responds 
predictably and warmly to an irritable or ill baby – is critical to 
children’s emotional health and to their long-term prospects. 
Secure or healthy attachment depends on adults who are able to 
provide the kind of unwavering and consistent support that babies 
and children need (9). Parents who are depressed or stressed will 
have difficulty responding consistently to their babies in ways that 
promote healthy attachment (10,11).

As physicians, we are uniquely positioned to support parents 
and positively influence child development. We can do this by 
observing parents and their babies to assess attachment (12), pro-
moting literacy (13), connecting parents with early childhood 
resources in their community, talking about child development 
and how to nurture it, screening for parental mental health prob-
lems such as depression, anxiety and substance abuse, and inter-
vening early when we suspect problems. We can talk about the 
powerful effect of parents as role models and be alert to the family’s 
overall health.

Each preventive health care visit in the early years is an oppor-
tunity to help parents create the kind of supportive environments 
that contribute to children’s health and development. Individual 
clinicians cannot alleviate poverty, or find parents better paying 
jobs or improve a patient’s housing, but we can help bolster par-
ents’ resources, knowledge and confidence so that they can nur-
ture their children and protect them from the negative effects of 
stress (6).

We can also ensure that children who face significant adversity 
receive attention as soon as possible, for every moment counts. A 
baby’s brain does not stop growing while we wait for resources. We 
don’t know what a tolerable level of stress is for children, but we 
do know that extreme situations affect healthy development. We 
need to be highly alert for children who are in extreme situations 
– abuse, neglect, intense family conflict, family violence – and 
ensure that they receive help without delay.

Canada is a signatory to the UN Convention on the Rights 
of the Child (15), and Canadian physicians have been leaders in 
bringing a rights perspective to paediatrics and family medicine. We 
should be aware of our commitments under the Convention, and 
use that knowledge to inform clinical practice. The right for chil-
dren to grow in environments in which their capacities can evolve, 
the right for children to play and to participate in decisions that 
affect them, and the right for children with special vulnerabilities to 
be protected from discrimination all have tangible implications for 
practice and for anticipatory guidance.

We know there is a relationship between socioeconomic status 
(SES) and health, and there is a similar link with child develop-
ment. Children at the lower end of the SES range – measured 
by their parents’ income, education level and the environments 
in which they live – have a greater chance of being considered 
vulnerable on one or more of the five domains of development 
critical for children to thrive. It is tempting to focus solely on 
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children at risk from low SES because poverty, in and of itself, is 
a significant risk factor. But there are many risk factors that cut 
across all socioeconomic levels. Because most children are in the 
middle of the SES range, that is where we find the greatest number 
of kids who are developmentally vulnerable. If we want to improve 
the chances for all children, we need interventions that reach all 
children. By adopting so-called ‘proportionate universality’, broad 
approaches can be scaled up for children who are particularly dis-
advantaged so that all children receive what they need (15).

Some jurisdictions are providing additional incentive to ensure 
that clinicians make the time and space for this important work. 
Ontario, for example, is starting with the 18-month well-baby visit 
as a pivotal point for child development and family health (16). 
The province’s enhanced visit involves the use of a standardized 
developmental questionnaire and an evidence-informed health 
supervision guide, and asks physicians specifically to promote lit-
eracy and to connect all families to community resources. It also 
includes a new fee code that recognizes the additional time 
required, which has led to better uptake by physicians. The 
Canadian Paediatric Society recommends that all provinces and 
territories adopt such an approach, which is also supported by the 
College of Family Physicians of Canada (17).

The 18-month well-baby visit is, of course, just one conversa-
tion. We need systemic changes to enable health professionals to 
promote developmental health throughout early childhood, and 
substantial and long-term improvements in population health 
require more than changes in clinical practice. Along with the 
many other professionals concerned with healthy child develop-
ment, we must also be collaborative and courageous voices in our 
communities. We need to speak out both individually and collect-
ively to convince policy makers and elected officials that invest-
ments in the early years are preventive health measures with a 
tremendous economic payoff for the future (18,19).

Canada needs public policy that prioritizes young children and 
families, supports their development, stimulates the creation of 
supportive environments and helps strengthen the relationships 
that protect children from adversity. Support for parents and chil-
dren, from the prenatal period through the early years, is essential. 
We need interdisciplinary cooperation and conversation that 
involves medicine, child care, child welfare, education and muni-
cipalities (which run services such as recreation and libraries). 
Clinicians must continue to push for such improvements and edu-
cate decision makers about the long-term impact of family policy.

In the meantime, as health professionals, we have a massive 
role to play in our day-to-day contact with children and families as 
community advocates and community connectors. This is the time 
to show our medical colleagues and community leaders a new way 
of thinking about child and family health. If not now, then when?

ACKNOWLEDGEMENT: This commentary has been reviewed and is 
supported by the College of Family Physicians of Canada

REFERENCES
1. Marmot M. Fair Society, Healthy Lives: Strategic Review of Health 

Inequalities in English post-2010. The Marmot Review, February 
2010. <www.marmotreview.org> (Accessed October 9, 2012). 

2. Felitti VJ, Anda RF, Nordenberg D, et al. Relationship of childhood 
abuse and household dysfunction to many of the leading causes of 
death in adults: The Adverse Childhood Experiences (ACE) Study. 
Am J Prev Med 1998;14:245-58.

3. National Scientific Council on the Developing Child (2007).  
The timing and quality of early experiences combine to shape brain 
architecture: Working Paper No 5. <www.developingchild.net> 
(Accessed October 9, 2012).

4. Center on the Developing Child at Harvard University (2010).  
The Foundations of Lifelong Health Are Built in Early Childhood.  
<www.developingchild.harvard.edu> (Accessed October 9, 2012).

5. Hertzman C, Boyce T. How experience gets under the skin to create 
gradients in developmental health. Annu Rev Public Health 
2010;31:329-347.

6. Garner AS, Shonkoff JP; Committee on Psychosocial Aspects of 
Child and Family Health; Committee on Early Childhood, Adoption, 
and Dependent Care; Section on Developmental and Behavioral 
Pediatrics. Early childhood adversity, toxic stress, and the role of the 
pediatrician: Translating developmental science into lifelong health. 
Pediatrics 2012:129;e224-31.

7. McWilliams LA, Bailey SJ. Associations between adult attachment 
ratings and health conditions: Evidence from the National 
Comorbidity Survey Replication. Health Psychol 2010:29;446-53.

8. National Scientific Council on the Developing Child (2010).  
Early experiences can alter gene expression and affect long-term 
development: Working Paper No 10. <www.developingchild.
harvard.edu> (Accessed October 9, 2012).

9. Bowlby, J. The making and breaking of affectional bonds.  
B J Psych 1977;130:201-10.

10. Letourneau NL, Dennis C, Benzies K, et al. Postpartum depression 
is a family affair: addressing the impact on mothers, fathers, and 
children. Issues Ment Health Nurs 2012:33:445-57.

11. Goodman S, Brand S. Infants of Depressed Mothers. In: Zeanah CH Jr, 
ed. Handbook of Infant Mental Health, 3rd edn. New York: 
Guilford Press, 2009:153-70.

12. Infant Mental Health Promotion, Hospital for Sick Children. ‘A 
simple gift: Comforting your baby’ (video). <www.imhpromotion.ca/
Resources/SimpleGift.aspx> (Accessed October 9, 2012).

13. Shaw A. Canadian Paediatric Society, Community Paediatrics 
Committee. Read, speak, sing: Promoting literacy in the physician’s 
office. Paediatr Child Health 2006;11(9):601-6.

14. UN General Assembly, Convention on the Rights of the Child,  
20 November 1989, United Nations, Treaty Series, vol 1577, p 3. 
<www.unhcr.org/refworld/docid/3ae6b38f0.html>  
(Accessed October 9, 2012).

15. Human Early Learning Partnership (2011). Policy Brief: Proportionate 
Universality. <www.earlylearning.ubc.ca> (Accessed October 9, 2012).

16. Expert Panel on the 18 Month Well-Baby Visit. Getting it right at 
18 months. Making it right for a lifetime. September 2005.  
<www.children.gov.on.ca/htdocs/English/topics/earlychildhood/
gettingitright.aspx> (Accessed October 9, 2012).

17. Williams R, Clinton J; Canadian Paediatric Society Early Years Task 
Force. Getting it right at 18 months: In support of an enhanced well-
baby visit. Paediatr Child Health 2011;16:647-50.

18. Heckman, J. Invest in the Very Young. 2007. <www.child-
encyclopedia.com/documents/HeckmanANGxp.pdf>

19. Kershaw P, Warburton B, Anderson L, Hertzman C, Irwin LG, Forer B. 
The economic costs of early vulnerability in Canada.  
Can J Public Health 2010;101(Suppl 3):S8-12.

CANADiAN PAEDiATRiC SOCiETy EARLy yEARS TASK FORCE: Robin Williams MD (Chair); Sue Bennett MD; Jean Clinton MD; 
Emmett Francoeur MD; Clyde Hertzman MD; Kassia Johnson MD; Denis Leduc MD; Andrew Lynk MD
CANADiAN ACADEMy OF ChiLD AND ADOLESCENT PSyChiATRy: Normand Carrey MD; Wade Junek MD




