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Abstract

The goal of this paper is to compare childsamell-being in Canada, Norway and the United
States. Alhough many economic models focus on chiltk@ventual well-being by adopting an
investment perspective, this paper argues that chivesil-being today should count when we
assess social welfare. Family income is a kewt to current child well-being, but this paper
focuses on direct measures of child outcomeshodigh there is little difference in

mean equivalent gross family incomesi#04 Cdn$) for young children in Canada, Norway and
the US, if we compare incomes for children in the bottom quintile of the income distribution,
children in the US have only half the income available to children in Norway, and more must be
purchased out of this income bynféies in the US (e.g., health care). When we compare direct
evidence of child “functioningsising microdatdrom the 3 countries, it is clear that Norwegian
children are bettesff than children in the US or Canada. These results are generally consistent
with the idea that it is deprivation rather than average incomes levels which matter most for
childreris well-being. If we are interested in improving the well-being of Canadian children, we
should study policies available in Norway.



Introduction

The goal of this paper is to establish benchmark comparisons of the current well-being of
children living in Canada, Norway and the United States. The perspective taken is that the well-
being of children today matters. Children, while they are children, often “disafspear
economic models which use an investment perspective. That is, n@momac models of
childreris well-being or childre’ls attainment (e.g., Becker991; Becker and Tomes, 1979;
1986) are interested in the eventual well-being of children, once the children become adults.
Examples of the sorts of questions often asked by economists include: what is the role ‘sf parent
income and educatidor the childs eventual education/income level; what is the effect of
parental divorce on chilel own eventual childbearing experiences (see Haveman and Wolfe,
1995 for a survey). These issues are obviously extremely important, but children are people now,
too. They are not simply "human becomin@vortrup, 1990, p. 8) and their current well-being

should count in any assessment of “social welfare.

! See Phipps, 1998b for a further development of these ideas.
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There is already a large and excellent literature which compares currggtif@omes
for children living in different countrie’s.From this, we know thagtes of childpooverty are
much higher in Canada and patrticularly in the US than in most other affluent industrialized
countries (see, for example, Raater and Smeedin995). Microctafrom the Luxembourg
Income Study indiate that in.994, 18 percent of young children (i.e., aged 0 to 11 years) living
with two parents were poor in the US versus 5 percent in Norway, for example. Canada was on
“middle groundwith 13 percent poor. &es ofpoverty for young children living with lone
mothers are much higher everywhere, but particularly in Canada (43 percent poor) and the US
(60 percent poor). This contrasts with the Norwegian experience where 16 percent of young
children living with lone mothers were po%r.

While income may be an extremely important input to the well-being of chitdreitself
it is probably not the best measure of childsemell-being. Yet, we know relatively little about
outcomes for children other than income. For example, are outcomes such as physical and
emotional health better or work®w Canadian children than for children living in other countries?
Until very recently, a lack of suitable midata hagimited our ablity to ask such a quest.

The goal of this paper is simply to try to establish some benchmark international comparisons of

% Much of this literature makes use of the Luxembourg Income Study -- a set of
internationally comparable microdata setsised in Luxembourg but available to remote users
via the internet. Consult the LIS web-site fetails: http://lissy.ceps.lu.

% A child is designated gmor if he or she lives in a household with income less than 50
percent of median equivalent after-tax income. OECD equivalence scales are employed. See
Phipps, 1998b.

* Ross, Scott and Kelly, 1996 and Dooley and Curtis, 1998, for example, present evidence
of the important associations between income and child physical and emotional well-being.



current outcomes for children (other than income).

Canadian outcomes are compared with those experienced in the US and in Norway. Why
these two countries? The US is an obvious choice for comparison with Canada, given the
proximity and similarities between the two. Norway is chosen as an exampl®@wohaycwith
policies and a child-poverty record which is very different from Canada. (Of courseessary
condition was also that both countries haegeessible mimdata on child outcomes, which was
actually a venlimiting condition.)

While the focus of this paper is not on policy, it is important to note at the beginning that
there are important differences in the policies available for children in Canada and the US (e.g.,
universal health care is available in Canada but not in the US; paid maternity leaves are available
in Canada but not the US; child benefits are paid to all middle to lower-income families in
Canada but such a benefit does not exist in the US). There are even larger policy differences
between Canada and Norway (e.g., all Norwegian children receive extremelyuse gy
Canadian standards, family allowanceatennity/parental leaves are very extensive and well-
paid, very generous programmes are available to assist single motBéffsrences in policy
setting add to the interest of the midata comparisons. While conclusionameat recessarily
be drawn about the link between policy and outcomes for children based on the work presented
here, if better outcomdsr children are observed in countries with more generous programmes,
further research is certainly suggested.

The remainder of the paper is divided into 4 sections. Secpooviles more etail on

the data used. To set the contextthe discussion of outcomes which followscfon 3

> See Phipps, 1998b which discusses these programme differenetsilin d
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discusses relative and absolute income differences for children in the 3 countries stedimt. S
4 presents differences in 10 physical and emotional dimensions of child well-bettgpn$

concludes.



. Data

Canadian estimates are based on the National LongitudinadySof Children and Youth
(NLSCY). The Statistics Norway HealthiiSey and the National Survey of Children for the US
are reasonably comparable microdata sets obtainexhthict cross-national comparisons.

In locating data seffer the non-Canadian countries, a key condition was that the surveys
contain reasonably similanformation to that available in the NLSCY. For the US, this was not a
problem, since content is extremeimgar. The content of the Norwegiaarsey is mordimited
in focus to health-rated issues, since the chilelated questions which we use were a subset of
the 1995 ftistics Norway HealthiBvey. Unlike the Canadian and US studies, there were no
guestions about problem behaviours, for example.

One difference across the surveys is whether or not the population of children in the
country was the primary focus of the study. In Canada, children aged 0 to 11 years were the
principal focus. The main component of the survey consists of children living in households who
had recently been part of theliaur Force Survey (thus households living in the North, on
Indian Reserves or in institutions are excluded). In Norway, the survey was designed with the
population of principal interest being adults who, if they had children, were adkatkd set of
guestions about the health and happiness of their children. In this case, there was no restriction
on the age of the child, though, of course, for compléiyalve restrictour attention to 0 to 11
year old children.

For the US, the parents were also the original focus of the survey, with the questions
about the respondéstchildren added at a later stage. The child data wiutee US are

based on questions asked of the original NLSY respondents about their children. The survey was



not designed to obtain a nationally representative sample of children, as was tinee

Canadian data. Fortunatdtyr the sake of making the international comparisons proposed for
this paper, the key litation of the srvey is that given the current ages of the parents, the child
sample is most representativeyolungerchildren (mothers in the US would be between the ages
of 30 and 38 in 1995). Estatesfor the US are considered fully repretive of the national
population of children for younger children, but notteens oyoung adults.

Since the first wave of the Canadian NLSCY only contains information about children
aged 0 to 11 years, and thus we only compare outcomes for children in this age range, the
relative youthfulness of the US parents is not a serious problem for this analysis. Moreover,
while the range of parental age is gredeiCanada and Norway than for the US, mean age of
mother is nearly identical. We choose to focus on the full samples for Canada and Norway since
this gives the best information about child outcomes in these cothtries.

In the Canadian survey, the person answering the questions is the “person most
knowledgable about the chilPMK) -- the mother in 97.7 percent of cases for the Child
Questionnaire. For the US survey, only female respondents with children were asked about their
children. Thus, the child sample consists of all children born to NLSY female respondents who

were living in their mothés household at the survegtd (severalisveys have been carried out

® Also, we have performed sensitivity tests involving restricting the age of mothers in the
Canadian sample to match the US sample. Estimates in no case changed by more than 1
percentage point.
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-- we use the 1995 survey). In Norway, the respondent to the health survey would answer the
child-related questions, regardless of the sex of theoregent.

For each data set, a small number of individuals did not answer particular questions a
childrenis well-being. These observations are excluded as apgiesiorn the reporting of levels
of child outcomes. Sample size is much the largest for Canadian children, with 21,045
observations for children aged 0 to 11. In contrast, we have only 3961 observations for the US
and 1644 observations for Norway (see Appendix Table 2). Andcinwe most often analyse
even fewer observations since many questions were only relevant for sub-sets of the population

(e.g., only children of school age can be "disobedient at sghool

1] Comparison of Family Incomewr Children in Canada, Norway and the US

To put the discussion of physical and emotional outcomes which follows in context, this
section outlines differencestslarities in incomeseceived by faiilies withyoung children in
the 3 countries. First, as mentioned in the introduction, we already know that child poverty is
higher in the US and in Canada than in Norway. Since negative outcomes for children are
associated with living ipoverty (e.g., Ross, Scott and Kelly, 1996; Dooley and Curtis, 1998), we
might thus expect to se®yr example, children with poorer physical and emotional health, on
average, in Canada and especially the US than in Norway. But, while 20 percent is a very high
rate of childpoverty, this obviously 8tmeans that 80 percent of children in the US are not

poor.7 Even if poor children have very bad outcomes, average numbers for the population as a

” All of the income comparisons reported here are carried out using the Luxembourg
Income Study. We use LIS rather than the child outcomes mai@@ihce incomerformation is
more complete in LIS.
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whole will also reféct children who are affluent and may have verydgoutcomes. As Table 1a
demonstrates, while 20 percent of children in the U®aoe, 20 percent of children are also
“rich’® (versus 10 percent in Canada and 6.5 percent in Norway).

The comparisons provided in Table 1a are relative comparisons. For the purpose of
understanding differences in child outcomes, it is also interesting to compare absolute standards
of living across the countries, though this is a harder task. Followingttgand Blank1992),
we convert all currencies to 1994 Canadian dollars, using the 1990 OECBtesiipurchasing
power parity (PPPfor individual consumption by households (OECD, 1990, Table 1.5, pp.
30/31, line 1). We extrapmie PPP to the gproprate year usingauntry-specific deflators for
private final consumption (OECDO96, pp. 102,104, 123). This is, arguably, the best procedure
available to us, but there are liations which Bould be noted. First, it would have been
preferable to have had the PBRr the year of our conversion. Second, even if we did not have
to extrapolate the PP there will always be differences across thentries in what is included
in final consumption (e.g., medical and health care must be priyatethased in the US).

Third, families withyoung children Wl likely consume a differenbundle of goods than the

average household (e.g., relative prices of childrelothing, minivans and daycare will be more

® “Rich means that the children live in families with gross equivalent incoesegrthan
1.5 times the median.
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important).

With these caveats in nd, Table lkattempts some absolute comparisons of incomes for
families withyoung children in Canada, Norway and the US. A first important point to note is
that average incomes for allhfdies withyoung children are veryrsilar across the three
countries (as Wolfson, 19xx also notes, median gross income is somewhat lower for the US, given
the greater degree of income inequalitgugh median after-tax income is very close to the other
countries, given somewhat lowetes of income taxatn). However, it should again be
emphasized that there are differences across the countries in mitiesfenustpurchase with
these incomes (e.g., more private health care in the US; less private daycare i) Norwa

The most significant differences in absolute incomes occur at the bottom and top of the
income distributions. For example, in the US, median ginssme for fanilies in the bottom
quintile is only 50 percent of that received bynilies withyoung children in the bottom quintile
of the Norwegian income distribution. On the other hand, median incomenfitiesawith young
children in the top quintile of the Norwegian income distribution is only 75 percent of the US
equivalent. It is better to h@oor in Norway, but to be rich in the US (from a purely self-
interested point of view). Canada is again on ‘middle graarttiese comparisons.

On the basis of these comparisons, it is not, a priori, clear what we shoetd exferms
of average outcomes for children. Is it the extent of deprivation, the extent of iné&lmiitye

average standard of living which is most important for observed average outcomes for children?

® We focus here on gross income figures, not because this seems more desirable, but
because this matches what is possible with the child outcomexiatia.

% Health experts argue that the extent of inequality in a country is a crétesthdnant
of health (see, for example, Wilkinson, 19xx).
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It is not entirely obvious what we should exp to see in terms of over-all child outcomes in the

cross-country comparisons.

\Y Comparisons of Young Childres Well-being for Canada, Norway and the US

While economists often conceive of individual well-being as a subjeftination of
income, U(Y), in practice they oftgroxy well-being using personal income. This seems
particularly inappropatefor a study of the well-being of young children. As argued in the
previous sectin, income is presumably a key input, but it is surely an insufficient proxy for
childrens well-being. First, as a growing literature on the distribution of well-being within
families points out, “family incomés probably not the best measure of the well-being of any
individual family member. Sincgoung children, in particular, have so littleatit access to
income of their own, they may not always share equally in the benefits associatedaniyth fa
income (e.g., see Phipps and Burton, 1994). Second, household produattities (reading
stories, playing games, cooking a healthy dinner) seem especially important for the well-being of
young children and are missing from a simple income proxy.

An approach to understanding economic well-being ealtex by Sei1993) seems
better-suitedor studying the well-being of children. Sen suggests that we think about economic
well-being as a set of “functionirige "beings and doingsExamples of basic “functionirigsre:
"being adequatelgourished "being in good health avoiding escapable morbidity/premature
mortality; ‘having a good edwation: This seems an extremely reasonable approach to
understanding the well-being of children, since children themsehexdIgiexperience “health

or "good nutrition,etc. Thus, | use théunctionings idea to motivate the choice of variables in
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the remainder of this sectidh.

Unforturately, data compardiby/availability issues have constrained tluactionings
which we can examine, so what follows is far from ideal or cetaplin particular, it is worth
noting that we have restrictedr attention to outcomesr which the surveys have basically

asked exactly the same guestion. We do this because in earlier versions ofkhsome

Canadian readers were extremely sensitive to results showing Canadian children to have worse
outcomes than, in particular, children in the US. People, frankly, did not believe this could be
true, and so looked for reasons to explain away the findings. For example, Phipps 1998b reports
that 19 percent of Canadian children “destroy things belonging to self or amditeonly 12.9
percent of US children are reported to be destructive. However, in the US question, the word
“deliberatelyis inserted (i.e., "how often does your child delibely (emphasis added) destroy

things belonging to self or another). This, of course, somewhat alters the meaning of the
guestion, particularly with resgt toyounger children (e.g., 4 to 11), who are prone to break

things without having planned to do so. Another example of the subtleties of question wording
can be found in the question used to assess "worhaigviour. In Canada, 48.8 percent of

children were reported to “worrwhile only 35.8 percent of children in the US "worry too much.

! see Phipps, 1998a for a more cogtpldiscussion of how we might thinkaut the
economic well-being of children.
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Obviously, the questions on worrying or destructive behaviour are actiggomparable.
Thus, for this paper, gat care has been taken to findvey questions worded in the same way.

(Exact question ardings are included in the tables for readers to judge whether or not this is so.)

Of course, there Walways remain th@roblem that the Norwegian survey was
conduwcted in Norwegian, and we arexking with a translation. Moreover, of course, many
Canadians would have been asked the question in French, while presumably some US
respondents worked in Spanish.

"Physical healthseems a first key functioning to study. We consider 3 dimensions of
physical health for which we have eatly comparablenformation: low birth-weight; experience
of accidents/injuries; asthma. First, low birth-weight is very predictive of future health and social
problems. Table 2 records the incidence of low-weight births for Canada and the US. (Since this
guestion was only asked of parents with children aged 0 to 3 in Canada, we similarly restrict the
US sample. The Norwegian microdata do nooreédirth weights.) In Canada, 5.2 percent of all
children were born weighing less than 5.5 pounds; in the US, 7.0 percent had low birtﬁ-%/veight.
On this dimension, Canadian performance is superior to US performance. On the other hand,
OECD data, rported in Appendix Table 1, indicate that Norwegian children are less likely to be
born with low birth-weight than Canadian children (5.5 percent for Canada versus 4.6 percent for

Norway).

12 Since restricting the US sample to children aged 0 to 3 reduces sample size to about 300
observations, Appendix Table 1 presents OECD estimates of the incidence of low-weight births
for the US. In 1989, the mostaent yeafor which we could find this information, the OECD
reports 7.05 percent of US children weighed less than 5.5 pounds at birth.
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In both Canada and the US, the incidence of low-weight births is higher for less affluent
families, with the difference between bottom and average besagegt in the US. Table 2
reports that 6.3 percent of Canadian children in the bottom quintile of the income disttoution
had low birth-weight; 11.2 percent of children in the bottom quintile of the US income
distribution had low birth-weight. It is also true for both countries that children currently living in
a lone-mother family are more likely to have been low-birth-weight b&§®iegpercent and 13.1

percent, respectivgl.

'3 Children are orderedccording to gross equivalentridy income. Equivalent income
is calculated using the OECD equivalence scale.
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Tables 3 focuses on the incidence of accidents or injuries requiring medical attdation
all children (0 to 11 years) in Canada, Norway and the US. The experience of accidents might be
regarded as a good iditor of unsafe physical environment or laclkatienton. In the past
twelve months, 10.6 percent of children in the US have experiencectmient;10.2 percent of
Canadian children have had an accident or been injured7 @hjfyercent of Norwegian children
have had an accidentiimy. Thus, children in Canada and the US have basically the same
experience of accidents; Norwegian children are less likely to have had accidents than children in
the US or Canada.

Less affluent children (i.e., those in the bottom quintile of the country income
distribution) have very comparaldecident rates to theoantry average in all cases. While less
affluent children may live in less safe environments, affluent children may be more likely to

participate in ports, with an assaaied increase in the experience ofiigj Children living with

 For the US and Canada, the parent is asked whether the accident was setighge@
‘requiré medical attentin. For Norway, the parent was asked ala@gidents or injuries for
which the child ‘receivédnedical attentin. While this is an important distinction, we hope that
universal medical coverage in Norway means that there is a very close correspondence between
needing and receiving medical attention.
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lone mothers have slightly higher rates ofingjthan children over-all.

Table 4 reports the incidence of asthma, a partially strestedproblem, for children
aged 4 to 11 in Norway and Canada. Note that in this case there is a slight difference in the
wording of the question asked of parents. In Canada, parents are asked whether their child ever
had asthma “that was diagnosed by a health professidt@lvegian parents are simply asked if
their child has “ever been bothered by asthrifaanything, this wording difference should result
in more reporting of asthma in Norway than in Canada. Since we find that children in Norway
are less likely to have asthma (8.2 percent) than children in Canada (13.2 percent), we can be
quite confident about the conclusion that Norwegian performance in thectesgupedr. It is
interesting that the incidence of asthma is actually slightly lower in lmothtges for children in
the bottom quintile compared to children over-all. However, children living with lone mothers
are more likely to experience asthma in Canada (17.1 percent), pegcapséd asthma can be
stress-induced and children living with lone mothers have or have had somewhat more stressful
lives? (Excellent supportive programmes for lone motheiliéss in Norway might somewhat
alleviate stress. See Phiph898b for a programme survey.)

The final measure of physical well-being considered is whether the child has any long-
term condition/health problem whidimits his/her ability to particiate at shool, at play or in
other activitiesnormal for a child of the same age. Futail on the wording of the question is
provided foreach ountry in Table 5. In the US case, results from 3 sg¢pajuestions were
aggregated to obtain a comparable measurelifnged in ability toattend shool, to do regular
schoolwork, to do usual childhood games, play, sports). Once again, Norwegian outcomes are

better than thostr Canada or the US (3.6 percent of children hesterity limitation versus 4.7
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percent in Canada and 5.2 percent in the US). For Canada and #eiiy, limitation
increases for children in the bottom quintile of the income distribution (to 5.4 percent and 8.7
percent, respectivg)l. This is not true for Norway, though since this is a low-incidence problem
and the Norwegian data set is not large, we may have a small gaoigéEm in this case.
Activity limi tation is also more conmwn, in all three countries, for children living with lone
mothers. In fact, activitymitation is highestor children living with lone mothers in Norway
(though again, the small sample eavmust apg). There is, here, the positly of an
endogeneity problem insofar as the serious health problem/pHhisitation may have been a
stressor leading to marital break-down.

Tables 6 through 11 focus oneetiedproblem behaviours which may signal lower levels
of emotional well-being for children. Unfortately, inorder to focus on questions worded in the
same way, we have been left with more “acting tain “withdrawingsorts of behaviours: being
disobedient at school; being cruel or a bully; being restless or aatie; lying/cheating versus
having trouble concentrating and being anxious or frightened. As summary Tablechfemdi
this leaves the impression that boys have lower levels of well-being than girls in all 3 countries.

For each of thelave behavioursttention is restricted to children aged 4.1q for
whom these behaviours seem more relevant (generally, 4 to 11 year olds; 6 to 11 year olds if the
guestion relates to being inheml). With the exception of fear/anxiety, this information is only
available for children living in Canada or the US. We choose to study individual behaviours
rather than aggregating to some index of problem behaviours in order that we can point out subtle
differences across the countries which might otherwise become buried.

The first two behaviours studied are potentially relevant for school performance: trouble
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concentrating and being disobedient at school. Withertdp touble concentrating, children in
the US and Canada are very similar. In Can@8a& percent of all children (aged 6 to 11)
sometimes or often have trouble concentrating; in the US, 39.4 percent have this ptolblem.
both countries, children living with lone mothers or children living mifias in the bottom
quintile of the income distribution are more likely to have trouble concentrating.

Parentsreports of the chitd disobedience at school are also vanylar for children in
Canada and the US. In Canada, 17.8 percent of children are sometimes/often/always disobedient
at school; in the US, 20.6 percent are sometimes/often disobedient (at school). The reported
incidence of this problem increases both for children livingmnilf@as in the bottom quintile of
the income distribution and for children living with lone mothers.

Tables 8 through 11 study other potentialdgadors of emotional “ill-health.First, Table
8 reports that Norwegian children are much less likely to be anxious/frightened than are children
in the other countries under study. For 4 to 11 year old children, 35.9 percent of Canadian
children are "sometimes or oftetoo anxious/frighteneéd31.8 percent of US children are
“sometime/often’too anxious frighteneédbut only 11.3 percent of Norwegian children are "a
little/quite/extremely ioubled by “constant anxiety or fear.

Note that this is a case where we continue to analyse aboategvhich there is a slight

difference in wording. While the Canadian and US questions actlgxhe same, the

® Readers may have empathy for these children at this stage of the paper.
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Norwegian question differs. Nonetheless, since we have few "emotional wellibdiogtors
available for comparison with Norway, wetain the question and caution readésud the
wording difference.

For the remaining categories, we can only compare Canada and the US. First, Table 9
reports that the incidence of "lying oregtting is fairly similarfor children in the two countries
(37.3 percent in Canada versus 40.0 in the US). Again, reported lyingeatthghncreases for
children living with lone mothers or in the bottom quintile of the income distribution.

Table 10 reports that children (aged 4 to 11) in the US are much more like to be cruel or
to bully others than are children in Canada (11 percent in Canada versus 26.4 percent in the US -
- a 16 percentage point difference). In both countries, the reported incidence of bullying/cruel
behaviour increases for children in the bottom quintile and for children currently living with lone
mothers. The large difference between Canadian and US children persists.

On the other hand, children (aged 4 to 11) in Canada are much more likely to be
restless/overly active than those in the US (see Tdbleln Canada, 57.6 percent of children
are sometimes or often overly active; in the US, the equivalent figure is only 41 percent -- a 16
percentage point gap. There are particularly large gaps for the' @itegry -- nearly 20
percent of Canadian children are reported to be overly actitea’ while this is true for only 8
percent of children in the US. Again, in both countries, the incidence of this behaviour is higher
for children in lower-income failies; for children in lone-mother failies. And, the gap between
the Canadian and US experience actually widenk®ne-mother faiilies --25.7 percent of
children with lone mothers are “oftesver-active while only 13 percent of US children exhibit

this behaviour.
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In thinking about these results, a general point to make is that when answering questions
which contain a subjective element, parentgboases W inevitably be medated by social
norms. While we have tried to set questions which mmize thisproblem, it remains, for
example, in parental assessment of whether the child is "too fearful or anihet is "tod
fearful? Each parent W have to make this assessment, aadh vill presumably regond
relative to what they know -- that is, relative to standards of their community. Appendix Table 1
reports some crimaagisticsfor the 3 countries studied. It is clear, for example, that intentional
homicides are much higher in the US than in Canada or Norway. Drug crimes are also more
common, thought the difference is not searin this case. The point to be made is that a parent
may not respond that her child is ‘too fearful/anXidusveryone else is “fearful/anxicuend,
indeed, this is a rational response given the environment. Of coursentimalactivity
statistics rported are national statistics. Ther# lae enormous differences between, say, south-
side Chicago and a small faming community in Idaho -- and this is also true for comparisons
within Canada.

But, even for less subgtive reponses, parentsihhanswer questions given what they
know. For example, "how often is your child a bullgf?"how often is your child overly
active?® The parent is left to define for herself whaaetly constitutesbullying or “overly

active behaviour. Thus, her responsi ke conditioned by standards of the community in

1% preliminary regressions resultgoeted in Phipps, 1998a suggest, for example, that
parents with other children are less likely to state that the child in questiveity active:
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which she lives. Such problems are inherent to international comparisons of th&eymeted
in this paper.

To help summarize the results presented thus far, Table 12 reports incideacé of
the 10 problem outcomes studied, as available, for young children over-all in Canada, Norway
and the US. First, how do young Canadian children fare relative to their counterparts in the US?
As Table 12 indicates, the answer to this question is not entirely clear-cut, which is perhaps not
surprising when we begin to consider many different dimensions of well-being. First, if we
consider the components of physical health for which we are able to make comparisons,
outcomes for children in Canada are at least as good as those for young children in the US, and
sometimes better. The incidence of low-weight births is lower using either tralata
estimates or OECPpublished reports; infant mortalitptes are lower, aoeding to OECD
reports. The experience atcidents/injuries requiring medical attention is vemyilar in the
two countries; ates of activitylimitation are sgnilar. (We do not have comparabitgarmation
about asthma.)

In terms of behaviours which might lead to problems at school (ie., trouble concentrating,
disobedience at school), children in Canada and the US appear very com]ﬁa@ﬂhler
indicators of emotional well-being give mixed results. The incidence of lying/cheatinguis a
the same in the two countries. Canadian children are more likely to be anxious/frightened than

children in the US and much more likely to be hyative. They are much less likely to be

71t seems reasonable to pay more attention to small differdocesample, in
outcomes which can be more objectively measured (e.g., low birth-weight, incidence of
accidents) than to small differences in the more subjective measures. In fact, Canadian outcomes
are slightly worse in terms of concentration and disobedience at school, but | do not think these
small differences warrant attention.
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bullies.

But, average disposable incomes fanilees withyoung children are nearly identical for
Canada and the US, so perhaps it is not surprising that average outcomes are basically not that
different. On the other hand, as Table 1 dematest; not only are rates of chpdverty higher
in the US than in Canada, but if we compare mean incomes of the poorest 20 peragitiesf fa
(with young children) across the countries, it is clear that the poorest Canadiaetenafib
(mean income = $21, 239) than the poorest Americans ($15,888), presumably at least partially a
result of somewhat more extensive social programmes. Perhaps, then, we should leakdor gr
differences in outcomes for children in the bottom quintiles of the income distribution.

Table 13 summarizes outcomes for the poorest 20 percent of childrachrountry. A
first point to notice is that for all countries and all outcomes, poorer children are almost always
worse off @ccidents and asthma are two exceptions). However, the extent of the deterioration is
nearly always greatdor the US than for the other countries. That is, there is a bigger difference
between the outcomes experienced by the average child and the outcomes experienced by poorer
children in the US than in Canada or, especially, Norway. Despite this difference, however, the
basic patterns describedave hold. Again, it is not entirely clear-cut whether poorer Canadian
children are betteoff than poorer children living in the US. With regp to the dimensions of
physical well-being studied here, poorer Canadian children are proletdydif than their US
counterparts, since activitynitationfor poorer US children is higher than for poorer Canadian
children (in addition to the incidence of low birth-weight being higher in the US). With respect to
dimensions of emotional well-being, much the same pattern fovlgsorer children as was

described for all young children. Poorer Canadian children are more likely to be anxious or
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frightened and to be hypastive;poorer children living in the US are more likely to bdliesi
and to lie/cheat (lying and cheating is much more prevalent apmmrgr children living in the
US; while the incidence of this behaviour increased for poorer Canadian children, the magnitude
of the increase was not so great).

If we compare Canada and Norway, it is clear that children are-odtia Norway,
regardless of the outcome we choose to consider. Using the ateegtimates, children are
less likely to have accidents, to have asthma, to have a pealitlem whicHimits their ability
to participate in activitieaormal for children their age and they are less likely to be
fearful/anxious. The conclusion that outcomes for children ettetin Norway than in Canada
is supported by aggrate datdrom the OECD -- the incidence of low-weight births is lower in
Norway and infant mortality rates are lower.

Notice that the superiority of outcomes for young children in Norway relative to Canada
is despite the fact that mean incomeddleor after tax) are slightly higher in Canada.
However, rates gboverty are much lower in Norway than in Canada, and those at the bottom of

the income distribution have noticeably higher absolute standards of living in Norway.

\Y Conclusions
This paper has attemptedpmvide benchmark comparisons of the economic well-being
of children in Canada, Norway and the United States, arguing that the well-bgmgngf
children, today, while they are young children, is an important component of social well-being.
Since income is an important input to child well-being, evidence is presented of both relative and

absolute income differences across the 3 countries studied, usingatad¢rooh the
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Luxembourg Income Study. Evidence iraties that while average income levfelsall children

are similar across theuantries, there are very large differences in the extent of economic
deprivation. First, relative povertgtes are much lower in Norway than in Canada or,
especially, the US. Second, despite varylar average incomes, there are very large differences
in the absolute incomes received by plo@rest 20 percent of children in the 3 countries. For
example, children in the bottom quintile of the Norwegian income distribution redeiNde the
income of children in the bottom quintile of the US income distribution.

If we compare direct evidence of chilthctionings across the countries (e.g., incidence
of low-weight births, asthma, activitynitation, accidents/injuriesybuble concentrating,
disobedience at school, bullying, lying, hypetivity, anxiety/fed), it is clear that Norwegian
children fare better than Canadian children. This findingmscwith the idea that it is
deprivation rather than average living standards which are most important for child well-being.
Finally, given that outcomes for children argtier in Norway, wherprogrammes for failies
with children are very extensive by Canadian standards, we should consider the role played by
policy, both as policy affects income (e.dugh taxes/transfers) and as policy shapes social
institutions (e.g., education systems, health care systems, daycgr@mmes, parenting leave

programmes).
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Table 1a
Relative Income Comparisons
Canada Norway United States
Children 0-11 in 2-Parent
Families 12.6 4.6 17.9
Percentage| Children 0-11 in Lone Mother
Poor Families 42.5 15.7 60.7
Children 0-11 in 2-Parent
Families 10.2 6.5 19.0
Percentage| Children 0-11 in Lone Mother
Rich Families 1.3 0.3 3.5

Note: For these calculations, it is assumed that the child shares equally the pemfasd of livingPoor means
family equivalent income is less than 50% of the median country equivalent irf€bofé;means family income is
greater than or equal to 1.5 times the country equivalent in¢&epaivalent Inconmieéadjusts for family size using the
OECD equivalence scale.



27

Table 1b
Absolute Income Comparisons For Children0-11
Incomes in 1994 Canadian Dollars*
Canada Norway United States
Gross Family] mean 56,351 52,530 58,152
Income ]
median 50,600 49,848 45,651
Equivalent | mean 18,601 18,079 18,978
All Children 0-11 | Gross Family _
Years of Age | Income median 16,562 17,027 14,368
Gross Family] mean 27,682 29,304 27,443
Income ]
median 21,261 23,844 19,897
All Children 0-11 | Equivalent | mean 11,173 13,717 9,390
Years of Age with | Gross Family _
Lone Mothers | Income median 9,097 10,679 6,753
Gross Family| mean 21,239 26,821 14,933
Income ]
_ _ median 20,316 28,382 14,319
All Children 0-11 in
the Bottom 20% of| Equivalent | mean 6,686 8,800 4,310
the Income Gross Family .
Distribution** Income median 6,904 9,461 4,604
Gross Family| mean 103,338 85,608 130,022
Income .
_ _ median 90,599 75,624 109,140
All Children in the
Top 20% of the | Equivalent | mean 35,866 30,929 44,950
Income Gross Family .
Distribution** | Income median| 37 535 26,692 37,346
After Tax mean 45,216 39,956 46,474
All Children 0-11 | Family _
Years of Age | Income median 41,689 38,280 39,374
Ratio of mean all | gross
kids to mean of the equivalent
bottom 20% income 2.78 2.05 4.40

Note: * Incomes for Norway and United States were converted using the purchasing power parity rate for household
consumption as calculated by OECD.
**Qbtained using the Luxembourg Income Study data, kids files. Incomes were ordered by equivalent gross
income to obtain the bottom and top 20%.Equivalent income adjusts for family size using the OECD equivalence
scale.



28

Table 2

Low Birth weight*

Note: Ages 0to 3
inclusive.

Actual Question Responses Response Response Response Ratio of the
Asked Frequency Frequency Frequency bottom
(percent) (percent) (percent) quintile to
-all children -children -bottom the average
living with quintile
lone moms
Canada What was his/her birth | 1. Yes 5.2 6.5 6.3 1.21
1994 - 95 weight in kilograms and
grams or pounds and
ounces?
Note: Ages 0to 3
inclusive.
United weight of child at birth in| 1. Yes 6.3 9.0 9.2 1.46
States ounces
1994 Note: Ages 0 to 11
inclusive.
United weight of child at birth in| 1. Yes 7.0 13.1 11.2 1.60
States ounces
1994

* Note: Babies born less than 5.5 pounds.

C:\CILN\WPXLS\SHARPE\SHARPE.DOC
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Table 3
Accident/Injuries Indicators

Actual Question Response| Response Response Response Ratio of the

Asked Frequency Frequency Frequency bottom

(percent) (percent) (percent) quintile to the
-all children -children -bottom average
living with quintile
lone moms

Canada | The following questions refer to injuries, such..Yes. 10.2 11.8 10.0 0.98
1994-95 | as a broken bone, bad cut or burn, head

injury, poisoning or sprained ankle, which

occurred in the past 12 months, and were

serious enough to require mediattention by,

a doctor, nurse, or dentist.

Was the child injured in the past 12 months?

Note: Ages 0 to 11 inclusive.
Norway | (Has your child had medicattenton) due to | 1. Yes. 7.9 9.7 6.5 0.82
1995 treatmenfor an injury oraccident that

occurred during the past 12 months?

Note: Ages 0 to 11 inclusive.
United | During the past 12 months, has your child hal Yes. 10.7 12.2 11.0 1.03
States | any accidents or injuries that required medical
1994

attention?
Note: Ages 0 to 11 inclusive.
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Table 4
Asthma
Actual Question Response Response Response Response Ratio of the
Asked Frequency Frequency Frequency bottom
(percent) (percent) (percent) quintile to the
-all children -children -bottom average
living with quintile
lone moms
Canada Has (your child) 1. Yes 13.2 17.1 12.6 0.95
1994 - 95 ever had asthma that
was diagnosed by a
health professional?
Note: Ages 4to 11
inclusive.
Norway Is s/he, or has s/he | 1. Yes 8.2 8.8 6.6 0.8
1994 ever been bothered

by asthma?
Note: Ages 4to 11
inclusive.
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Table 5
Limited in Activity
Actual Question Response | Response | Response | Ratio of the
Asked Response| Frequency | Frequency | Frequency bottom
(percent) (percent) (percent) | quintile to
-all -children -bottom the average
children living with quintile
lone moms

Canada | Does (your child) have any long-term 1.Yes 4.7 7.1 5.4 1.15
1994 -95 | conditions or health problems which prevent or

limit his/her participation in dwol, at play, or

in any other activityor a child of his/her age?

Note: Ages 6 to 11 inclusive.
Norway | Does s/he suffer from anljness or disrder of | 1. Yes 3.6 9.1 3.7 1.03
1995 a more long-term nature, and congenital

disease or the effect of anuny [which cause]

difficulties getting hrough the day

(school/homework) or taking part in games and

activities?

Note: Ages 6 to 11 inclusive.
United | Does (your child) have any physical, emotional Yes 5.2 6.0 8.7 1.67
States | or mental difficulties that limit his/her ability
1994

to:

a) attend dgool on a regular basis?
or b) do regular schoolwork?

or ¢) do usual childhoodctivities such as play

or sport or games?
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Table 5

Limited in Activity

Note: Ages 6 to 11 inclusive *

Note: For the United States, there were three separate questions dskgdi{éhe response was yes for any of the three questions
then the child was considered to be limitedativity.

Table 6
Trouble Concentrating
Actual Question Possible Response | Response | Response | Ratio of the
Asked Responses Frequency | Frequency | Frequency bottom
(percent) (percent) (percent) | quintile to
-all -children -bottom the average
children living with quintile
lone moms
Canada | How often would you say | 1. Never or not true. 60.2 53.1 54.4 0.90
1994 -95 | that (your child) cat 2. Sometimes or somewhat true.  32.0 34.0 33.9 1.06
concentrate, canpay 3. Often or very true. 7.8 12.9 11.8 151
attentionfor long?
Note: Ages 6to 11
inclusive.
United | He/She has difficulty 1. Not true. 60.6 50.9 52.2 0.86
States | concentrating, cannot pay | 2. Sometimes true. 30.7 37.1 34.9 1.14
1994 attentionfor long. 3. Often true. 8.7 12.0 12.9 1.48

Note: Ages 6to 11
inclusive.




33

Table 7
Disobedient at School
Actual Question Possible Response | Response | Response | Ratio of the
Asked Responses Frequency | Frequency | Frequency bottom
(percent) (percent) (percent) | quintile to
-all -children -bottom the average
children living with quintile
lone moms
Canada | How often would you 1. Never or not true. 82.2 75.4 78.7 0.96
1994 -95 | say that (your child) is | 2. Sometimes or somewhat trug¢.  16.2 21.5 18.8 1.16
disobedient at school? | 3. Often or very true. 1.4 3.0 2.5 1.79
Note: Ages 6to 11 4. Always 0.2 0.1 0.0 --
inclusive.
United | He/She is disobedient af 1. Not true. 79.4 69.9 72.7 0.92
States | school. 2. Sometimes true. 18.5 26.5 24.3 1.31
1994 Note: Ages 6 to 11 3. Often true. 2.1 3.6 3.0 1.43

inclusive.
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Table 8
Anxious/Frightened Indators
Actual Question Possible Response Response Response | Ratio of the
Asked Responses Frequency | Frequency | Frequency bottom
(percent) (percent) (percent) quintile to
-all children | -children -bottom the average
living with quintile
lone moms
Canada | How often would you say | 1. Never or not true. 63.9 54.1 58.2 0.91
1994 -95 | that (your child) is too 2. Sometimes or somewhat true.  31.7 39.2 35.4 1.12
fearful or anxious? 3. Often or very true. 4.4 6.7 6.4 1.45
Note: Ages 4to 11
inclusive.
Norway | Has s/he been constantly| 1. Not at all. 88.8 83.1 83.2 0.94
1995 frightened or anxious? 2. A little troubled. 9.5 12.7 14.8 1.56
Note: Ages 4to 11 3. Quite troubled. 15 3.1 2.0 1.33
inclusive. 4. Extremely troubled. 0.3 11 0.0 --
United | He/she is too 1. Not true. 68.2 65.6 65.0 0.95
States | fearful/anxious. 2. Sometimes true. 29.1 30.8 31.1 1.07
1904 Note: Ages 4 to 11 3. Often true. 2.6 3.7 3.9 1.5
inclusive.

CACILN\WPXLS\SHARPE\SHARPE.DOC
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Table 9
Lies or Cheats
Actual Question Possible Response Response Response | Ratio of the
Asked Responses Frequency | Frequency | Frequency bottom
(percent) (percent) (percent) quintile to
-all children -children -bottom the average
living with quintile
children
living with
lone moms
Canada | How often would 1. Never or not true. 62.8 52.1 58.7 0.94
1994 - 95 you say that (your | 2. Sometimes or somewhat tru¢.  35.1 44.4 37.4 1.07
child) tells lies or 3. Often or very true 2.2 3.5 3.8 1.73
cheats?
Note: Ages4to 11
inclusive.
United He/She cheats or | 1. Not true. 59.0 49.1 49.0 0.83
States tells lies. 2. Sometimes true. 38.7 47.0 47.1 1.22
1994 Note: Ages 4 to 11 | 3. Often true. 2.3 3.9 3.9 1.70

inclusive.
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Table 10
Cruel/Bullies Indicators
Actual Question Possible Response Response Response Ratio of the
Asked Responses Frequency | Frequency | Frequency | bottom
(percent) (percent) (percent) quintile to
-all children | -children -bottom the average
living with quintile
lone moms
Canada | How often would you say | 1. Never or not true. 89.0 80.8 83.6 0.94
1994 -95 | that (your child) is cruel, 2. Sometimes or somewhat true| 10.3 18.3 15.3 1.49
bullies or is mean to others? 3. Often or very true. 0.7 0.9 1.1 1.57
Note: Ages 4 to 11 inclusive.
United | He/She bullies or is cruel to| 1. Not true. 73.7 69.4 70.5 0.96
States | others. 2. Sometimes true. 24.8 27.9 25.9 1.04
1994 Note: Ages 4 to 11 inclusive|. 3. Often true. 1.6 2.6 3.6 2.25

C:\CILN\W PXLS\SHARPE\SHARPE.DOC
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Table 11
Restless/Overly Active Indators
Actual Question Possible Response | Response | Response | Ratio of the
Asked Responses Frequency | Frequency | Frequency bottom
(percent) (percent) (percent) quintile to
-all -children -bottom the average
children living with quintile
lone moms
Canada How often would you 1. Never or not true. 42.4 33.5 37.8 0.89
1994 - 95 say that (your child) 2. Sometimes or somewhat true.  37.9 40.8 39.3 1.04
cant sit still, is restless, | 3. Often or very true. 19.7 25.7 22.9 1.16
or hypenctive?
Note: Ages 4to 11
inclusive.
United He/She is restless or 1. Not true. 59.0 50.0 49.8 0.84
States overly active, canot sit | 2. Sometimes true. 32.9 37.0 36.7 1.12
1994 still. 3. Often true. 8.1 13.0 13.5 1.67

Note: Ages 4 to 11
inclusive.
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Table 12
Summary of Outcomes

All Children
Incidence of Problem Canada Norway Unitedt8s
Low Birth Weight 5.2 na 7.0
Accidents/Injuries 10.2 7.9 10.7
Asthma 13.2 8.2 na
Limited in Activity 4.7 3.6 5.2
Trouble Concentrating 39.8 na 39.4
Disobedient at School 17.8 na 20.6
Anxious/Frightened 36.1 11.3 31.7
Cruel/Bulies 11.0 na 26.4
Restless 57.6 na 41.0
Lies 37.3 na 41.0

CACILN\WPXLS\SHARPE\SHARPE.DOC
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Table 13
Summary of Outcomes
For Children in the Bottom Quintile of the Income* Distribution
Problem Canada Norway Uniteda®es
Incidenc | Ratio of | Incidenc | Ratio of | Incidenc | Ratio of
e Bottom e Bottom e Bottom
to to to
Average Average Average
Low Birth Weight 6.3 1.21 na na 11.2 1.60
Accidents/Injuries 10.0 0.98 6.5 0.82 11.0 1.03
Asthma 12.6 0.95 6.6 0.80 na na
Limited in Activity 5.4 1.15 3.7 1.03 8.7 1.67
Trouble Concentrating 45.7 1.15 na na 47.8 1.21
Disobedient at Schoo 21.3 1.20 na na 27.3 1.3p
Anxious/Frightened 41.8 1.16 16.8 1.49 35.0 1.1
Cruel/Bulies 16.4 1.49 na na 29.5 1.12
Restless 62.2 1.08 na na 50.2 1.23
Lies 41.2 1.10 na na 51.0 1.24
*Observations ordereaccording to the equivalent grossiiy income using OECD
equivalence scale.
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Table 14
Summary of Outcomes

Top Quintile and Ratio of Canada to US

Incidence of Problem Top Quintile Ratio
Canada/United States
Canada United States Top Bottom
Low Birth Weight 3.6 4.2 0.86 0.56
Accidents/Injuries 10.3 9.0 1.14 0.91
Limited in Activity 4.9 2.4 2.04 0.62
Trouble Concentrating 37.3 30.3 1.23 0.96
Disobedient at School 18.9 13.8 1.37 0.78
Anxious/Frightened 31.3 29.8 1.05 1.19
Cruel/Bdlies 8.3 22.3 0.37 0.56
Restless 55.5 30.2 1.84 1.24
Lies 31.0 31.3 0.99 0.81
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Table 15
Summary of Outcomes
By Gender of Child

Incidence of Problem Canada Norway Unitedt8s

girls boys girls boys girls boys
Low Birth Weight 6.0 4.4 na na 8.4 5.5
Accidents/Injuries 9.0 11.3 6.6 9.4 8.2 13.2
Asthma 10.5 15.8 8.9 7.5 na na
Limited in Activity 4.2 5.2 2.8 4.4 4.1 6.3
Trouble Concentrating 31.8 47.5 na na 33.6 451
Disobedient at School 10.0 25.2 na na 13.9 273
Anxious/Frightened 35.9 36.2 10.8 11.7 34 .4 29.B8
Cruel/Bdlies 9.0 12.8 na na 23.6 28.9
Restless 51.0 63.8 na na 33.7 47.9
Lies 33.6 40.7 na na 38.2 43.8
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Table A1

Criminal Activity, Infant Mortality and Low Birth Weight

(percent of neonates
weighing less than 5.5
pounds)

Canada Norway United States
Intentional Homicides by 2.7 1.6 12.4
Men
(per 100,000 people,
1985-90)
Drug Crimes 225 116 234
(per 100,000 people,
1980-86)
Infant Mortality Rate,1994 0.68 0.51 0.85
(as a percent of live births)
Low Birth Weight, 1989 5.5 4.6 7.05

Source: UNDPHuman Development Report 1997
Organisation for Economic Co-operation and Development (1088)D Health Systems: Facts and
Trends 1960 - 1991, Volume 1
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Table A2

Number of Observations for Age Groups

Age of Child Canada Norway United States
0-11 years 21,045 1,644 3,961
4-11 years 13,073 1,099 2,854
0-3 years 7,972 n/a 1,107
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