
“If we were to do the best for our kids, we 
would be thinking: 

 

What are we doing to support families? 
 

What are we doing to create 
neighbourhoods that work for kids? 

 

What are we doing to break down barriers 
to programs and services that support 

development?”  
Clyde Hertzman, UBC 
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BACKGROUND 
 

The growing body of knowledge that links overall health and wellbeing to social determinants 
is challenging traditional practitioners to radically change their intervention assumptions and 
practices.  Making these shifts will require new ways of working together, including bringing 
the voices of marginalized individuals to the table - voices which, traditionally, have not been 
sought and/or heard.     
 
A literature review of marginalized populations and social/health inequities is both compelling 
and complex.  It is compelling insofar as policymakers are increasingly recognizing the need to 
incorporate marginalized voices in the planning and delivery of services.   
 
Locally, the poverty reduction strategy which has been endorsed by the City of Greater 
Sudbury, the local Chamber of Commerce and the Sudbury & District Health Unit is proof of 
this pendulum swing.    
 
Provincially, recognition of the social determinants of health is reflected in such policy 
directives as Breaking the Cycle of Poverty as well as the on-going re-structuring of health 
programs/services1.   
 
Nationally, one only has to point to New Brunswick’s cross-sectoral success in reducing 
poverty2 and the tri-partite agreements that have been signed in Vancouver and Winnipeg to 
argue the merits of a more holistic approach  to addressing social, economic and health 
related issues (often referred to as ‘wicked problems’).3 4 
 
The following discussion attempts to capture the relevant literature on social inequities and 
marginalized population as it pertains to:  
 

 Universal vs. Targeted Service Delivery 

 System Impacts – Commonly-Held Perceptions  

 Children/Families Locally --  Proportion of Families BSN Hubs are Serving 

 Local Intervention Project – Lessons Learned:  From Knowledge to Action  

 Components of a Plan to Engage Marginalized Populations 
 

 
 
 
 
 
 
 
 
 



Engaging Marginalized Families 

4 

 

UNIVERSAL VS. TARGETED SERVICE DELIVERY? 
 
In the 1990’s Canadian jurisdictions shifted away from universal programs to embrace more 
targeted programs designed to meet the needs of disadvantaged families and children. This 
was driven by evidence which suggested that targeted programs can help to close gaps 
associated with socio-economic status. However, this approach is challenged by recent 
research which indicates that there are children at risk in all income groups and would benefit 
from a universal approach. 
 
Geoffrey Rose coined this the “prevention paradox”.  This occurs because there are more low-
risk people in the population than high risk and a large number of low-risk people can 
contribute to more problems than a small number of high-risk people.  Targeted approaches 
have a larger impact per person, but they affect only a small number of people, so their 
population impact is less5.  
 
Those who argue for the benefits of universal programming cite recent research which 
indicates there are children at risk in all income groups, and therefore who would benefit 
from a blanketed approach6.   Canadian, Australian, and American studies have demonstrated 
that universal programs can be effective in significantly improving children’s early language, 
literacy and mathematical development, families social-emotional functioning and physical 
health, parenting behaviours, as well as neighbourhood and school characteristics. Moreover, 
universal programming is the most cost effective (more so than targeted and treatment 
services)7.   
 
In contrast, those in favour of targeted programs point to evidence which demonstrates that 
individuals with the greater number of risk factors will experience a greater number of 
problem outcomes and problem behaviours8.  Moreover, there is strong evidence that 
targeted programs can effectively improve the lives of children and families. 9 Locally, the 
Sudbury District Health Unit reported that while “population-based … interventions (can) 
improve overall health status … they may (actually serve to) increase health inequities 
between income groups”10     
 
Unfortunately, studies suggest that universal services are not as accessible or inclusive as they 
need to be11 12 13.  And those with the greatest need are often the least likely to be able to 
access services.14 15Studies have shown that inaccessibility has negative consequences for 
children’s long-term health, achievement, and well-being.16 17  Moreover, the more socio-
economically disadvantaged the families are, the more likely it is that they and their children 
are experiencing problems.18 19 perating from the assumption that access will always be an 
issue for some, place-based strategies, targeted interventions and outreach programs all play 
a role in helping to ensure families and children are made aware of and can access necessary 
services (no matter where they live and/or what their particular circumstances are).  
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Examples of place-based approaches include: 
 

1. Better Beginnings/Better Futures -- a 25-year longitudinal prevention policy research 
demonstration project which is designed to provide information on the effectiveness 
of prevention as a policy for children20.   

 
2. Toronto First Duty (Best Start) which provides community outreach in conjunction with 

a wide-array of supports – such as job training, housing and/or housing supports, and 
access to social work supports – thanks to strong partnerships with diverse service 
providers21. 

 
3. City of Edmonton ‘Classroom on Wheels’ initiative which provides on-site services to 

the city’s dispersed social housing population by refurbishing unused buses and 
turning them into classrooms – each equipped with a teacher and social worker22. 
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SYSTEMS IMPACTS – COMMONLY HELD PERCEPTIONS 
 
According to the literature, 23 24 25 26 27  commonly recognized problems with universal 
programs for high-risk individuals include but are not limited to: 
 

• The reality that without basic needs -- such as food, shelter, clothing, employment, 
and health care – individuals will not be able to aspire to higher level psychological and 
social needs. 
 

• Those who are most at risk, tend not to be aware of and/or able to access services 
provided.  In addition, they are perceived as difficult to engage (initially and over the 
longer term). 

 
• High risk individuals challenge mainstream providers from the perspective of staff 

attitudes and/or agency ‘culture’ (e.g. perceived discriminatory practices can 
discourage service uptake and program success). 

 
A project informing OEYC Best Practices in Early Years and Evaluation entitled ‘Connecting 
with Parents in the Early Years28’ found that the following individual experiences and traits can 
and do influence relationships between staff and parents: 
 

 demographic variables 

 community characteristics 

 family mobility 

 language and literacy 

 culture 

 class and classism  

 disabilities and “able-ism”  

 gender and sexuality.  
 
Given the many potential differences between program staff and the parents/clients they 
serve, the achievement of relational trust is an important but challenging part of parent-
program relationships. Trust is fundamental to parent-professional relationships. Without it, 
parents are unlikely to be forthcoming about their own concerns and needs, and they will be 
unlikely to accept staff suggestions and implement strategies or behaviours that staff 
members recommend29.  
 
Four components form the foundation for relational trust for both parents and staff:  

1. social respect  
2. personal regard 
3. perceived competence of the participants 
4. perceptions of basic integrity30 
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However one cannot assume that engagement in the system necessarily produces positive 
outcomes, as the following illustration demonstrates.  Depending where one is situated (e.g. a 
worker as opposed to a client) there can be very different experiences and misconceptions at 
play31.      
 

How the system sometimes views 
marginalized families 

How marginalized families sometimes view 
the system 

 
• Reluctant to engage with services 
• Chaotic lifestyles and unable to 

keep appointments 
• Aggressive and difficult behaviours 
• Lacking in confidence and low 

motivation 
• Multiple and entrenched problems 

mean that they are unlikely to 
succeed 

• Easier to refer on to another agency 
• Poor parenting and life skills 
• Complex needs or conditions 

beyond  staff capacities 
• Need to be challenged more than 

they need to be supported 
 

 
• Information on services is difficult to 

access or understand 
• Services are not relevant to their 

specific needs 
• Staff do not treat them with respect 

and lack knowledge to deal with 
problems 

• Physical environment is intimidating 
• Respond to single issues without 

reference to the complexity of 
problems 

• Respond to problems when they reach 
crisis point rather than at an earlier 
stage 

• Processes and services are inflexible 
• Services are fragmented and poorly co-

ordinated 
• System may focus more on policing 

than on support – hence a fear of 
approaching for help 
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CHILDREN/FAMILIES LOCALLY – PROPORTION OF FAMILIES BSN HUBS ARE SERVING 
 
The following section demonstrates that although Best Start hubs are serving some 
marginalized families, they are not reaching the proportion that is reflected in the City of 
Greater Sudbury population.  

 
Locally, about 20% of all children under 6 are living in low-income families.  That is 1,800 
children under 6 living in poverty. Most of these children live in the Donovan and Flour Mill 
areas, the Downtown core, and in pockets of the South End (i.e. along Paris Street)32. 
 
The following table illustrates the proportion of families Best Start hubs are serving in 
comparison to the City of Greater Sudbury (as reflected in most recent census data – 2006).  
In general, married/common-law, higher educated and higher income families are 
overrepresented at hubs, with single-parents, lower-educated, unemployed, and/or lower-
income families under-represented. 
 

Our Community33: 

 Best Start Hubs Greater Sudbury 

% of single parents w/ children under 6 9% 19% 

% of married/common-law families w/ children 
under 6 

91% 80% 

% of unemployed families w/ children 0-6 3% 6% 

% of families w/ children 0-6 earning less than     
$17,000/year 

10% 8% 

% of families w/ children 0-6 earning less than 
$33,000/year (LICO for family of 4) 

17% 22% 

% of families earning over $47,000 73% 70% 

% with high school or less (aged 20+) 16% 47% 

% of families w/ post-secondary degree/diploma  
(College, University, trades) 

81% 47% 

% of aboriginal population (all ages) 4% 6% 
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HEALTHY BABIES HEALTH CHILDREN FOCUS GROUP 
 
To better understand the challenges of reaching families who are not generally attending Best 
Start Hubs, local researchers conducted a focus group with home visitors from the Healthy 
Baby Healthy Children’ program (SDHU).  The following is a summary of the salient barriers 
and recommendations that participants identified (it is important to note that a significant 
proportion of HBHC clientele are challenged by low income, often single parents, with limited 
education levels.) 
 
The focus group participants identified the following barriers and issues related to:   
 
1. Marketing and Awareness 

• Marketing not reaching those most marginalized 
 

2. Getting them there  

• Location 
• Transportation 
• Fear of being judged, not fitting in 
• Lack of self-esteem or confidence 

 
3. Keeping them there  

• Class and/or classism 
• ‘Cliquey’ hub environments 
• Staff relations 

 
To counter some of these perceived barriers, participants offered up a diverse number of 
recommended strategies. 
 
1. Marketing and Awareness 

• New moms are not aware of Best Start – put pamphlet in OW package, school 
mail-outs 

• Advertise where marginalized people will see it: Buses, Housing Complex Bulletin 
Boards, Kijiji, TV “Best Start Newsflash” 
 

2. Getting Them There 

 Transportation 
o Hubs should be on a bus route 
o Free bus tickets 
o Volunteer drivers 
o Carpool list 

 Offering free food (including take-away food) for children and families 

 Promoting cultural days to draw in and educate families 

 Advance-Monthly calendars to allow time for families to plan 

 Using Technology to Reach Out 
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o  Facebook to promote hubs and to keep families informed 
o DVD’s for Home Visitors to familiarize families with Best Start hubs 
o Virtual Tour of Hub: website with video of hub and of each hubs staff 

(pictures and names) 

 A ‘mobile hub’ that would travel to social housing units, and/or outlying 
communities that don’t have public transportation 

 
3. Keeping Them There 

 Orientation and tour of facility (explain activities and areas to new parents) 

 Provide staff training for working with marginalized families.  Staff need to be 
sensitive to the insecurity and vulnerability of these families. Examples include: 

o how hard it is for these families to ‘put themselves out there’ 
o how scared they are of being judged 
o how anxious they are to do ‘something wrong’ or draw attention to their 

ignorance or need for support, information etc. 
o how much welcoming and support they need to feel comfortable 
o How sensitive they are to feeling out of place and/or inferior to those 

around them 

 Staff model behaviour for others 

 Team building activities amongst families to build relationships and common-
ground 

 Adopting a ‘buddy’ program to ensure new families feel welcomed and have a 
positive experience. 

 “Lunch and Learn” Workshops advertised with lunch and child care, with a 
separate room for workshops so parents don’t feel stigmatized for attending, nor 
distracted by playgroup 

 Parenting certificates earned through workshops 

 Anonymous Workshop Box – where questions can be asked and the parent not 
identified  

 Workshops/programming with subtle learning component around empathy, 
compassion, esteem, hardships, acceptance, judging, etc. 

 
Focus group participants felt that implementing any or all of the aforementioned strategies 
would be a good first step in reaching out to marginalized children and families in need of 
services34.   
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LOCAL INTERVENTION PROJECT – LESSONS LEARNED:  FROM KNOWLEDGE TO ACTION  
 
As one of more than forty partners to the Greater Sudbury Best Start Network, the Sudbury & 
District Health Unit recognizes that better meeting the needs of those children and families 
most marginalized is best achieved without jeopardizing existing population-based health 
levels (the term that is most often used to describe this strategy is ‘levelling upa).   
 
Changing the way in which agencies (health-specific as well as others) work with marginalized 
families is a tall order and unfortunately, there is a dearth of existing literature to help guide 
organizations in their efforts to make this transition.  From the perspective of public health, 
what research exists focuses more on “the impact of social inequalities than on their causes 
(and/or possible remedial strategies)…”35 
 
However, as the following pilot project demonstrates, there exists sufficient capacity and just 
as important, a real commitment locally, to make the necessary changes.     
 
The EXTRAb project which is summarized below essentially represents a ‘microcosm’ from 
which lessons can be learned from the perspective of readiness to effect change as it relates 
to social inequities in health (for example, capacity in terms of existing staffing; organizational 
structure; leadership; policy, etc.).  Although this project is health-specific,  there are themes 
identified which can be extrapolated to inform service provision (across sectors) as it pertains 
to better engaging marginalized populations.  
 
The Intervention Project (also referred to as EXTRA) was meant to: identify existing evidence-
informed local public health practices to reduce social inequities; and determine how these 
practices could inform local programming and service delivery.  The latter objective focused 
on assessing ‘knowledge brokering’ as an effective tool to promote change in this respect.36   
 
Building on a long history of evidence-based responses to health inequities, the Sudbury & 
District Health Unit (SDHU) has been a leader in initiating action on this front.  For example, it 
has released several position papers on this issue, including an advocacy paper entitled “Social 
Inequalities in Health and Ontario Public Health”37.  As previously indicated, it has also 
publically endorsed the Greater Sudbury Community Strategy for Poverty Reduction and most 
recently engaged in a mapping exercise -- Health Equity Mapping Project – designed to 
evaluate organizational effectiveness as it pertains to serving marginalized populations. 
 

                                                 
a
 Levelling up means bringing “up the health status of less privileged socioeconomic groups to the level already 

reached by their more privileged counterparts” … this implies that the overall goal is improving health not 

reducing the health of any group for the sake of achieving equal (but lower) health status across the population” (p. 

25, EXTRA Report) 
b
 Executive Training for Research Application – a program of the Canadian Health Services Research Foundation 

(CHSRF) 
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In the process of implementing this mapping exercise, the research team uncovered a number 
of strengthsc -- including strong leadership and effective relationships across sectors – which 
will be important building blocks in moving forward.  For example, participating staff exhibited 
a real commitment to change their practices to better meet social equity needs, although 
there were concerns expressed as to the kinds of supports needed to facilitate this transitiond   
In the words of one staff member: “this is outside of our comfort zone, where do we start?”38 
 
In addition to feeling ill-equipped to navigate this paradigm shift alone, participants indicated 
that dedicated time and resources, including ongoing monitoring and evaluation, as well as 
community support and advocacy will be required to effect meaningful change.39 
 
From an organizational standpoint, EXTRA produced some interesting findings on what can 
facilitate positive change, both from the perspective of individual staff as well as from an 
organizational standpointe.  For example, participants engaged in the mapping exercise spoke 
of the following prerequisites:   
 

1. Being able to access understandable and clear research evidence-based practice;  
2. Opportunities for ongoing interactive engagement involving all relevant players;  
3. Information which can be easily translated into ideas/recommendations for future 

policies/activities;  
4. Strategies that can be adapted as required; and finally,  
5. The importance of identifying internal leaders who can deliver the message in a 

‘compelling’ way  
 
It was widely recognized that in order to build competencies and facilitate this change 
process, there needs to an intermediary (e.g. knowledge brokerf) who can provide the 
interactive function that is so necessary.  Fostering a supportive community for this type of 
action recognizes that change “is about more than research evidence and organizational 
readiness”.40  It is about intentional, deliberate and strategic resourcing to support movement 
in this direction. 
 
In addition to helping facilitate evidence-informed practice, feedback from local public health 
staff who participated in the ‘knowledge brokering’ process alluded to the benefits of 
engaging in “discussions of social inequities (within and across) program areas”.41  There was a 
sense that to be most effective, knowledge brokering has to be interactive, intentional, well 
resourced and meaningfully incorporated into the existing planning process.42 

                                                 
c
 The EXTRA report identified SDHU staff as committed, individually and organizationally to moving from 

knowledge to action insofar as addressing health inequities.  In addition, the CGS BSN has been identified as a 

leader in the province in terms of meeting provincial policy directives to better meet the needs of children and 

families locally vis-à-vis ‘hubs’ located in school environments. 
d
 These findings were fairly consistent and were based in part, on a survey of SDHU health unit staff (managers 

and frontline) that was conducted for the EXTRA project. 
e
 It is important to note that many of these findings can be applied outside of public health settings. 

f
 Knowledge brokering is interactive, face-to-face engagement that provides for two-way dialogue about research 

and evidence.  (SDHU, EXTRA Report) 
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In this light, one key finding that emerged from the Intervention Project/EXTRA was that 
sustained action on social inequities requires meaningful opportunities for dialogue and 
discussion “so that social inequities concepts can become part of the regular lexicon … and 
action (to this effect) … becomes part of established practice”.43 
 
In terms of policy implications, there was recognition that movement to address the social 
inequities in health will require a multi-faceted approach that is long term –“requiring action 
in multiple sectors at multiple levels” (p. 17) 
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COMPONENTS OF A PLAN TO ENGAGE MARGINALIZED CHILDREN/FAMILIES 
 
The following suggestions to better engage marginalized populations builds on the findings 
from the Intervention Project/EXTRA, the themes which emerged from the HBHC focus group 
as well as lessons learned from the most recent Greater Sudbury Best Start Network 
evaluation.   
 
It is a given that the starting point for effective change will be ‘schools’.   In plain language, 
since Best Start Network has been mandated to establish hubs in school settings (in line with 
provincial policy directives), it is contingent upon the Network to work with school partners 
(not to mention relevant others) to effectively engage a demographic that to date, has not 
generally sought out its programs and services.  
 
The following section focuses on what the Network might consider incorporating into an 
effective strategy to better engage marginalized families: 
 

1. Providers need to explore ways of making universal services more inclusive. The BSN 
has partners that have a long history of working effectively with marginalized families, 
consider some of their best practices and strategies.  This could include  
 

a. Making sure services are well publicised and geographically accessible 
b. Providing outreach and/or support with transport, child care, vouchers 
c. Promoting social connectedness through informal supports 
d. Establishing strong reciprocal links with other relevant services 

 
2. Making more effective use of specialized service providers who are often the first 

point of contact. Suggestions included:  
 

a. Providers bring clients into hubs as a way to facilitate connections.  
b. Expand the range of specialized services provided on-site.  
c. Survey families who are not accessing hub services. This information would 

assist the Network in the planning and delivery of existing and future programs.  
 

3. Take deliberate steps to strengthen the capacity of staff to work effectively with 
parents of all socio-economic classes. Strategies to engage frontline workers (across 
sectors) in sensitivity training is a first step in making hub environments more inviting 
to marginalized children and families.  Families need to have a positive hub experience 
and feel comfortable with hub and school staff alike -- in order to keep coming back. 

 
4. Put a high priority on creating a culture of mutual trust. The creation of mutual trust 

takes time.  Special efforts are  needed to reach those marginalised groups who make 
poor use of services – among the most critical factors is workers’ ability to establish 
positive, non-judgemental relationships with all children and parents, and to 
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proactively engage and sensitively follow-up on vulnerable children/families who are 
at risk of ‘dropping out’. 

 
5. There needs to be recognition that ‘universal services’ are not the same as ‘uniform 

services’.  Some families will have additional needs that require additional services and 
supports. This requires a universal focus while ensuring extra supports for those 
families who need them. Closely integrated universal, targeted and treatment services 
strengthen the capacity of the universal services to be truly inclusive and to cater 
more effectively for the diverse needs of all children and families. Strategies to 
consider include training primary workers, increased support from specialized services, 
and promoting inclusive practices. 
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