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Abstract
Considerable evidence shows that children and families who 
are vulnerable because of their social and material circum-
stances shoulder a disproportionate burden of disease and 
are more likely to face both social and structural challenges 
in accessing healthcare. Addressing these issues in children 
is particularly important as evidence has demonstrated that 
inequities in health are cumulative over the life course.

In this article, the authors report on the RICHER 
(Responsive, Intersectoral-Interdisciplinary, Child-
Community, Health, Education and Research) social pediat-
rics initiative, which was designed to foster timely access 
to healthcare across the spectrum from primary care to 
specialized services for a community of inner-city children 
who have disproportionately high rates of developmental 
vulnerability. Their research shows that the initiative has 
effectively “reformed” health services delivery to provide 
care in ways that are accessible and responsive to the needs 
of the population. RICHER is an intersectoral, interdiscipli-
nary outreach initiative that delivers care through the forma-
tion of innovative partnerships. The authors share research 
results that demonstrate that the RICHER model of engage-
ment with children and families not only effectively fosters 
access for families with multiple forms of disadvantage,  
but also improves outcomes by empowering parents of 
particularly vulnerable children to become more active 
participants in care.

Population studies throughout the world have estab-
lished links between social and material depriva-
tion and poor health over the life course and drawn 
attention to conditions that contribute to inequities 

in children’s health (Lloyd et al. 2010; Shonkoff et al. 2009; 
Stansfeld et al. 2010). Clinicians and researchers have been 
challenged to identify approaches that are effective in redirecting 
these children’s poor health trajectories.

In recent years, social pediatrics has been recognized as an 
approach that effectively addresses the health needs of children 
who are vulnerable because of their social and material circum-
stances (Ford-Jones et al. 2008; Guyda et al. 2006; Julien 
2004). We have had an opportunity to research the RICHER 
(Responsive, Intersectoral-Interdisciplinary, Child-Community, 
Health, Education and Research) social pediatrics initiative since 
its inception (Lynam et al. 2008, 2010). The initial conceptual 
work that informed the development of RICHER incorpo-
rated insights from Dr. Gilles Julien’s pioneering work, litera-
ture on inequities in health, best practices in children’s health 
and research related to the social organization of health services 
delivery for populations on the social and material margins. Our 
aim in writing this article is to provide an overview of this initia-
tive and share key research insights.

Why RICHER?
Child development is both an indicator and a determinant of 
health and is acutely affected by social and material disadvan-
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tages. The 2007 provincial mapping of children’s development 
indicated that two thirds of the children in Vancouver’s inner 
city enter school developmentally vulnerable (Kershaw et al. 
2005). Vancouver’s inner city, which is the host community for 
the RICHER initiative, remains one the poorest in the country.

Demographic analyses and related research in Vancouver’s 
inner city offer a family and community profile that reflects 
multiple axes of disadvantage and illustrate that the disadvantage 
is material but also gender and race related. Such social-environ-
mental circumstances are recognized as having the greatest 
negative impact on children’s health trajectories (Lloyd et al. 
2010; Stansfeld et al. 2010). It is of particular concern that the 
health impact of these forms of disadvantage is cumulative over 
the life course (Hertzman 2009; Power et al. 2007; Shonkoff et 
al. 2009; Stansfeld et al. 2010). 

Developmental delay and poor physical and mental health 
are the manifestations of health inequities, which are magni-
fied when there are barriers to accessing primary health care 
(PHC) (Bradshaw 2001; Commission on Social Determinants 
of Health 2008; Gordon 2003; Marmot et al. 2008; Starfield et 
al. 2005). However, while “markers” of poor health (e.g., illness, 
delayed growth and development) lie in the traditional domains 
of biomedicine, the pathways of influence and, hence, the 
remedies to effect positive change extend beyond these domains. 

Recent studies show that enhancing social-protective factors, 
including creating avenues for accessing developmentally appro-
priate and socially rich interactions, can improve health and 
development among children living in poverty (Hall et al. 2009; 
Lynam et al. 2010; Powers et al. 2009, Shonkoff et al. 2009; 
Spencer et al. 2005). RICHER seeks to enhance traditional 
clinical practice approaches by partnering with community 
organizations to mobilize social supports and create avenues 
for engagement to foster children’s and families’ connectedness 
(Inner City Response Initiative 2011). 

Social Organization of Health Services: 
Integrating PHC with Specialized Services

Health-care systems contribute most to improving health and 
health equity where the institutions and services are organized 
around the principle of universal coverage … and where the 
system [includes] … the PHC model of locally organized action 
across the social determinants of health, and … entry to care 
with upward referral.
– Commission on Social Determinants of Health, Closing 
the Gap in a Generation

The above quotation signals the central role of PHC in health 
systems and highlights the importance of creating effective 
structural arrangements between PHC and specialized services. 
A strong PHC foundation leads to positive population health 

outcomes, including increased knowledge about health and 
care; reduced duration and effects of acute and episodic condi-
tions (Starfield 1998; Starfield et al. 2005; Watson et al. 2004; 
Wong et al. 2007); and reduced risk and effects of continuing 
health conditions.

It is of particular concern that the health 
impact of these forms of disadvantage is 
cumulative over the life course.

However, where high rates of complex and chronic illnesses and 
material and social disadvantages occur, different models of PHC 
are necessary to ensure access to the full range of health services and 
care that is responsive (Health Officers Council of British Columbia 
2008; Lynam et al. 2010; Public Health Agency of Canada 2008; 
Smith et al. 2006). For example, a central, yet often-unexamined 
assumption of PHC is that families will have the knowledge, skills 
and resources to navigate the healthcare system, to follow through 
on referrals, to enact recommended treatments and/or to clearly 
present their concerns about their child to healthcare providers in 
order to initiate treatment. Our experience and research shows, 
however, that for families with multiple forms of disadvantage, 
including being isolated or marginalized, such assumptions are 
not borne out (Carbone et al. 2004; Dixon-Woods et al. 2006; 
Moore 2009;Pauly et al. 2009). As such, additional considera-
tions for PHC also include the mobilization of supports for such 
families to engage with clinicians.

Moreover, health services are typically organized into 
programs by medical specialty, age group or geographical 
region, which leads to fragmented policies and practices, with 
complex and confusing points of entry. “At risk” children may 
need services from multiple sectors and through several develop-
mental stages; to be responsive, fragmentation must be addressed 
(Baum et al. 2009). It is increasingly evident that because of 
the complex and varied healthcare needs of these children and 
families, clinical programs must be linked with services across the 
continuum of care, from access to community-based networks 
and sources of support to specialized healthcare services (Lynam 
et al. 2008, 2010; Wong et al. 2010). 

The complexities of access are further compounded by 
families’ social circumstances and clinicians’ responses to them. 
Our own and others’ research has shown that families on the 
social margins often feel “pre-judged” (Lynam et al. 2010) and 
must frequently confront often-unfounded assumptions others 
hold about them (Carrillo et al. 2011; Dixon-Woods et al. 2006; 
Reutter et al. 2009). Clinicians need to be mindful of the ways 
social context influences families’ experiences. For example, 
in our community, many children in Aboriginal families are 
coping with the legacy of policies that have eroded the capaci-
ties for family and community support of children. Similarly, 
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many families are led by single mothers, many of whom have 
themselves been subject to multiple risks and trauma over their 
lifetime. Legacies such as these not only create fragile living 
conditions for many children, they also continue to play out in 
the context of healthcare encounters. 

While “markers” of poor health lie 
in the traditional domains of biomedicine, 
the pathways of influence and, hence, the 
remedies to effect positive change extend 
beyond these domains.

In recognition of these challenges, RICHER has created new 
structural arrangements to facilitate access and to mobilize the 
range of resources needed to support families in fostering devel-
opment and managing their child’s health condition.

RICHER Clinical Program and Research
RICHER is a unique collaboration between the formal and 
informal sectors. In our case, it is an interdisciplinary and inter-
sectoral collaboration between a tertiary care facility, primary 
care, public health and community organizations. The initia-
tive began providing clinical services to complement existing 
public health and primary care programs in 2008 after exten-
sive consultation and engagement with community groups 
and health services providers. The clinical team developed a 
partnership agreement with community-based organizations 
and created structures that have enabled ongoing dialogue as 
services have developed.

In the RICHER clinical program, nurse practitioners are the 
primary care clinicians. The complexity of the children’s health 
needs necessitated that the initial outreach of general pediat-
rics and the sub-specialized services of developmental pediat-
rics be augmented. In 2010, the Specialized Pediatric Outreach 
Consultation for Kids (“SPOCK”) component of the program 
developed. Unique to the RICHER model, clinicians (primary 
care and specialists) enact their practice directly in the community 
venues identified by the community providers as safe and trusted 
places where families naturally congregate. For example, clinics 
are held in daycares, schools, community centres and non-profit 
family support agencies. As well, the referral process is barrier 
free and is made directly through a parent, child care worker, 
public health nurse, community support worker, family doctor or 
others. Assessments may be booked in the “traditional manner,” 
but many families “drop in” and receive the care they require. All 
clinicians – primary care through sub-specialist – connect with 
each other directly daily or weekly regarding the provision of care 
in ways that work for the family. In addition, the clinical team 
meets weekly with representatives from the community agencies, 
at the “community table,” to work together on issues the commu-

nity has identified as affecting the health of the community. A 
key component of clinicians’ therapeutic recommendations is 
connecting parents and families to supportive environments, 
building parental capacity and using grassroots community 
programs to augment traditional healthcare interventions in 
addressing the developmental needs of children.

The research on RICHER is informed by critical theoretical 
perspectives and employs a community-based participatory 
approach (Ponic et al. 2010; Wallerstein et al. 2010). This 
approach is characterized by ongoing dialogue and engage-
ment with the constituents of the research to ensure questions 
of relevance are asked and methods employed to examine them 
are respectful of the community. Over the past five years, we 
have had extensive participation by families, clinicians, commu-
nity key informants and representatives of community-based 
organizations. Early in our discussions, it became clear that the 
children and families we wanted to learn from had consider-
able, often negative, experiences, of being “under surveillance”’ 
by different state agencies and community organizations. The 
community was particularly hesitant to engage in research 
that “took information away” and did not necessarily give 
anything back that they viewed to be of value. We were there-
fore challenged to ensure that the processes of engagement to 
undertake our research evolved out of community consultation 
and that our practices were respectful.  

Through our ongoing research on RICHER, we have 
gathered qualitative data to identify both social and structural 
barriers to healthcare access and to explicate the organizational 
processes and practices that have fostered access to healthcare 
services and supported clinicians’ engagement with the commu-
nity (Lynam et al. 2010). As access is strongly linked with positive 
health outcomes, in 2010 we administered a self-report survey 
to a significant proportion of families receiving clinical services 
from RICHER. The purposes of the survey were to assess if the 
program was reaching the target population and to consider 
parents’ experiences of PHC. The survey incorporated stand-
ardized measures that reflected important dimensions of PHC, 
including accessibility, continuity (informational, relationship, 
and management continuity), interpersonal communication, 
patient activation and patient empowerment. Patient activa-
tion and empowerment are of particular interest because they 
are associated with better illness management and appropriate 
health services utilization. 

In addition to identifying barriers to healthcare access, 
our data have enabled us to illustrate ways the clinicians have 
engaged to dismantle such access barriers and ways health 
services have been “re-formed” to be more responsive to the 
needs of these children and their families (Lynam et al. 2010). 
As the initiative evolved and data were gathered, we iteratively 
conceptualized the RICHER logic model (Figure 1), which 
builds upon Watson and colleagues’ (2009) model of PHC.
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The model provides a conceptual map of the processes, 
practices and outcomes we have mapped and have demonstrated 
through our research. In particular, it illustrates the importance 
of administrative and leadership support for the implementa-
tion of the practice, and positions the community table as a key 
component of the RICHER organizational structure because it 

creates an avenue for ongoing engagement with the initiative as 
it continues to evolve. The model seeks to illustrate the nature 
of the clinicians’ practice and patient outcomes. Analyses of our 
survey data show that the RICHER approach does foster access to 
primary healthcare for children and families facing significant 
poverty and multiple forms of social and material vulnerability, 

The RICHER Social Pediatrics Model  M. Judith Lynam et al.

Figure 1.
The RICHER logic model
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including family instability and housing and food insecurity 
(Wong et al. 2010, 2011). Moreover, the children accessing 
RICHER clinical programs have considerably higher rates of 
complex health conditions and developmental challenges than 
would be expected in a typical population. Early results also 
suggest that parents’ positive appraisal of the quality of their 
relationship with the primary care clinicians (nurse practi-
tioners) is strongly associated with parents’ positive assessment 
of (1) the knowledge they have acquired about their child’s 
health condition, (2) their (improved) capacity to manage their 
child’s health condition and (3) their ability to mobilize the 
resources needed to support their child (Wong et al. 2011).  

“The RICHER approach does foster 
access to primary healthcare for children 
and families facing significant poverty 
and multiple forms of social and material 
vulnerability.”

Summary
In enacting RICHER, clinicians have sought to recognize the 
social roots of inequities in the ways relationships are consti-
tuted and in the nature of resources mobilized to respond 
to the complex (mental, physical and developmental) health 
challenges of vulnerable children and families. In many ways, 
RICHER began as a best practices approach, drawing upon 
research insights from a number of disciplinary perspectives 
while also working collaboratively, and within, existing organi-
zational structures to complement, extend and enrich existing 
primary and specialized services. 
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