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FOREWORD

This National Report on Population is submitied as part of Canada's preparations for the International Conference
on Population and Development to be held in Cairo in September 1994. Through the sharing of the information
in this report, Canada wishes to contribute 1o the preparation of an analysis and synthesis of the varied experiences
of countries which may serve as a useful tool for the design and modification of future population and development

sirategies.

INTRODUCTION

Canada occupies a land mass that is among the largest
of any country in the world. Yet its population is scarcely
half that of the United Kingdom, whose territory is a small
fraction of Canada’s. A glance at a demographic map
also confirms the extremely uneven way in which its
population is distibuted. The overwhelming majority of
Canadians live in the southern portion of the country,
mostly concentrated within a relatively short distance of
the long border separating it from the United States. The
vast hinterland fo the north is sparsely seffled, with huge
tracts inhospitable for physical and climatic reasons to
permanent human setflement on a large scale. The sheer
physical size of the country, combined with the uneven
pattern of setlement, has obvious implications in a wide
variety of public policy areas, notably the cost of
maintaining adequate transportation and  comr
munications infrastructures, and for meeling the objective
of providing quality services to people wherever they
may live.

Ethnically, culturally and linguistically, Canadians are a
diverse people. Aboriginal inhabitants comprise roughly
3 percent of the population, while the balance is made
up of the descendants of the original French-speaking
European sefflers, of Englishspeaking colonists who

followed, and then of waves of migrants from all quarters -

of the globe. Since 1951, foreign-born Canadians
have accounted for around 16 percent of the total
population, ~ with  their  concentration  ranging
considerably higher in the large urban centres which
attract the most immigrants. However, while through this
period the proportion of foreign fo nativebom has
remained quite steady, the composition of the
immigration movement has changed from one
dominated by Europeans to one where Asians, Latin
Americans, and Aficans represent about 65 percent,

with Asian predominating. It is reasonable to conclude

that the growing diversity of Canada’s population will
result in a continued call for greater attention to culturally
sensitive programs in the health and social service sector
generally.

Canada is a federal state composed of 10 provinces
and two terrifories. It has two official languages, English
and French, and is governed as a parliamentary
democracy. In common with other industrialized nations,
Canada has not adopted explicit population policies.
Instead, Canada has articulated separate groups of
policies, programmes and legislation concerning
employment, immigration, health, income security and
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social welfare which constitute the main elements of
implicit population policies. A possible exception to this
general absence of an explicit overarching approach fo
demographic issues should be noted in the case of
Quebec.  With its seven million people, Quebec
represents one-quarter of Canada’s population. As a
province, desiring fo preserve ifs linguistic uniqueness,
Quebec has always placed demography among its
chief concerns. While the rest of Canada’s population is
80 percent Englishspeaking, Quebec’s is 82 percent
Frenchspecking. In addition, 85 percent of Canada’s
Francophones live in Quebec. As North America’s only
Francophone society, Quebec has always viewed
demography as central fo its concerns as it has sought to
preserve ifs relative importance within Canada.  Its
governments have adopted specific policies concerning
families and immigration that are quite different from the
other provinces.

On the basis of the size of its economy and average
income per capita, Canada ranks among the most
prosperous of the world's developed countries. National
stafistics, however, mask sharp regional disparities in
wealth and employment opportunities. A crucial
challenge of Canadian federalism is the alleviation of
regional inequities through fiscal policies and economic
programs aimed at assisting the less prosperous
provinces.

A similar observation applies in the health field. Canada
enjoys a welHounded reputation for the outstanding

quality of its healthcare system, in terms both of
professional standards and accessibility. On a national
basis, its record in reducing matemnal and infant mortality
is exemplary. Nevertheless, the situation can certainly
not be described as universally satisfactory. Access to
health services is ofien a problem for those residing far
from major centres, especially for native people living in
remofe sefflements.  Among aboriginal people, life
expectancy rates, although improving, fall short of
nafional levels. And the same holds true fo a lesser
degree among lowerincome groups generally, where
there is a special requirement for disease-prevention
programs and services geared o fostering healthy living
habits. ~ The challenges involved in adequately
addressing the interrelationships between ill health and
poverty are among the most important confronting
Canada today.

Many of the programs outlined in the following pages
are currently the subject of comprehensive reviews and
public consultation processes as announced by the
federal government early in 1994, These include

“incomesecurity programs, the healthcare system and

immigration. In addition, Canada has embarked on a
thorough foreignpolicy and defence review, including
foreignaid policy.  As reflected in this report, several
provinces provided information on their programs and
initiatives. ~ As well, it should be noted that several
provincial govemments have begun reviews of their
social programs.
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DEMOGRAPHIC CONTEXT

Population Size and Growth

Canada'’s population is currently esfimated at 29 million.
Although historically subject to significant fluctuations,
reflecting, in particular, surges in immigration flows,
annual population growth in the past two decades has
gradually declined relative fo that registered in the
“baby-boom” period of the fifties, when exceptionally
high fertility rates pushed annual growth to 3 percent. At
the same time, it is noteworthy that in comparison to
other Organization for Economic Cooperation and
Development (OECD) nations, Canada’s rate of
population growth remains strong: at 1.1 percent
between July 1992 and July 1993, it was one of the
highest in the group.

Canada’s Total Population, 1976-2041
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Source: Statistics Canada, Demography Division.

Since reaching a peak in 1959, the fertility rate has
been declining. Notwithstanding a recent modest
reversal in this general trend and higher rates for groups
such as aboriginal people, it continues [at about
1.7 percent) well below the replacement level.
Assuming this phenomenon persists, immigration will
become an increasingly important factor determining
population growth in the years to come. Depending on
the projection assumptions chosen, Canada’s populatfion
is expected to reach the range of 32 to 35 million by the
year 201 1.

The loss of momentum in Canada’s population growth
resulting from lower fertility rates would not, even in the
absence of migration, halt a slow expansion continuing
until about 2006. This is aftributable fo the relatively
high number of women of childbearing age among
Canadians over the period. Thereafter, as noted, unless
fertility levels increase dramatically, the size and pace of
Canada’s population growth will be largely a matter of
immigration volume.

Quebec’s population development has been different
from that of Canada as a whole. At one time it was able
to maintain a growth rate equal to that of the other
provinces. This ceased fo be the case during the 1960s.
Having lost the advantage of its high birth rate, receiving
proportionately fewer immigrants than the rest of Canada
and with a deficit in migratory interchange among
provinces, it was no longer able to maintain a growth
rate equal fo that of the rest of Canada, and its
demographic weight was on the decline.




Structure

Changes in age structure are a major factor shaping the
characteristics of tomorrow’s society. In Canada’s case,
the ageing of its population is accelerating as ‘a
necessary consequence of the decline in fertility
combined with improvements to health. In this, the
Canadian situation is now more similar to that of most
other OECD countries. That was not always the case;
20 years ago, for example, the number of persons in
Canada aged 65 and over represented about 8 percent
of the total population, af the low end of the scale in
comparison to other OECD nations. Today, the
corresponding figure is about 12 percent, approximately
average for the group. Under reasonable assumptions,
the proportion of Canadians aged 65 and over will
double in the next 35 years or so, to roughly 25 percent
of the population, and the proporfion of people aged 85
and over will quadruple.

The extent to which this phenomenon will represent a
burden on social programs, the capacity of Canadian
society to adjust to the challenges involved, and the
changes to public policies that may be called for, are dll

As far as public expenditures are concerned, the impact
of the ageing population falls principally on three major
social programs: health, education and pensions.
Clearly, an analysis of the future “affordability” of these
costly programs is beyond the scope of this report.  The
whole field is immensely complex and strewn with
uncertainties. Among the latter are such crucial questions
as the policies that may be adopted by federal and
provincial governments in response to their fiscal
situations, or the assumptions to be applied regarding
the trend of female participation in the labour force
(which has risen from one third of the male rate in 1960
to nearly four fifths in 1993) and the effect this will exert
on dependency ratics. Nevertheless, some authorities
(including experts at Statistics Canada) argue that the
public costs of an ageing Canadian society may not be
the central issue. What may be predicted with some
confidence is that significant shifts in the relative costs of
social programs will occur.  Thus, it is likely that in
50 years education could come to represent only about
20 percent of the expenditures on the three maijor social
programs, as compared to some 40 percent today. This
expenditure does not include adult education, training
and lifelong learning, which could possibly experience

currently subjects of study and debate. significant growth.
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The prospect that the elderly will account for an
unprecedented proportion of society will demand from
Canadians unprecedented responses across  the
political, economic and social spectrum. It will affect the
approach fo health care, with, among other things,
greater emphasis accorded to the prevention of, and
care of those with chronic disease. More flexible
refirement policies and allerative living arrangements
will become increasingly desirable. It will be necessary
to leamn how best to take full advantage of the
experience and energies of a larger cohort of healthy
older people who are equipped to make a valuable
confribuion in the workplace and in other fields.
Innovations in pension strategies will be inevitable.
Above all, stereotypes about the place of older people
will need to be replaced by aftitudes and policies
favouring new and creative roles for them in the
Canadian society of the future. ~ At the level of
govemnment, and among opinion-makers generdlly, the
challenges involved in addressing this profound
demographic change effectively are receiving
increasingly systematic atfention.

Quebec, for its part, will be faced with another
considerable challenge. If birth rates remain at current
levels, and if the numbers of immigrants from the various
countries of origin received there remain the same in the
medium and long term, the resultant ethno-cultural
diversification will present a major challenge to the
province in terms of language.

Mortality

Over the decade 198090, the mortality rate fell by an
average of 1.5 percent annually for men and
1.3 percent in the case of women. This has yielded a
current life expectancy of 74 years for men, and
81 years for women. The comparable figures in 1931
were 61 and 64. Since 1950, infant mortality has
declined steeply. From a level of 41.5 per thousand, it
currently stands at about six deaths per thousand live

births.

Among Canadian adults, the majority of deaths are due
fo chronic diseases. Coronary heart disease ranks first,
followed among men by lung cancer and stroke; and,
among women, by stoke and breast cancer  lung
cancer remains one of the leading preventable causes of
death in Canada. Reflecting the changes in smoking
habits between men and women, deaths due to lung
cancer have shown litle change during the past decade;
although death rates for men have been declining slightly
but regularly, female deaths due to lung cancer are on
the rise. Generally speaking, mortality due to chronic
disease has decreased over the past 15 years.
Exceptions 1o this frend include deaths due to malignant
melanoma and prostate cancer.  Among respiratory
illnesses, pneumonia is the chief cause of death.

in years

Life Expectancy at Birth, Canada, 1971-2016
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OVERVIEW OF THE HEALTH CARE
| AND
SOCIAL WELFARE SYSTEM

Canadians are justly proud of the accessibility and quality
of the healihcare services they enjoy. This century has
witnessed steady progress in the evoluion of Canadian
publichealth programs, and today the system ranks among
the finest in the world. More particdarly, in the period
following World War |, great strides were made toward
the establishment of the curent system, under which
Cancdians benefit from universal access to publicly funded
insurance, which covers the cost of all necessary hospital
and medical treatment.

The same era sow a dramdtic increase in measures directed
to income maintenance and other social services. These
include nofably an cld-age security program providing a flat
rafe pension to dll people aged 65 and over, the Canada
Pension Plan infroduced in 1966, which is compulsory for
all employed Canadians ond protects them and  their
families against loss of income in the event of refirement,
disability and death; child benefit programs designed to
assist lowerincome families; and the Unemployment
Insurance Program.

Constitutionally, the provinces have primary responsibility for
delivering health and welfare services.  However, the
federal government plays a central role in establishing
national standards and, through its spending power, in
participating in the funding of te system through transfer
payments  administered  under  federal-provincial
agreements. An important function-of these arrangements is
to ensure the application of nationdl standards.  Federal
health legislation, for example, sets out basic principles and
condifions for payment of federal contribuiions to the

operation of the provincial plans. These include criteria
stipulating that provincial plans must be administered on @
norprofit basis; that they must be comprehensive in their
coverage; that they extend to dll legal residents of each
province; and that they must be poriable. It should be noted
that within this framework the provinces and territories have
often taken the initiative- in developing and implementing
innovative policies and programs which reflect their
particuar priorities.  The federal government also funds
national income-security and health-profection programs. It
provides sustaining grants fo voluntary organizations, which
work in partnership with all levels of government to play @
vitld 1ole in assisiing families, youth, seniors, disabled
persons and native people.

In oddition, the federal government ensures the provision of
community health services to Indian people living on
reserves, and fo Inuit. Although there has been a subsiantial
improvement over the last twenly years, a wide gap
continues fo exist between the health status of Indians and
Inuit and that of other Canadians. This problem is being
fackled through a variety of special inititives addressing
such issues as solvent, alcohol and drug abuse, AIDS, and
mental health problems. In consuliation with Indians cnd
Inuit, work is proceeding toward the transfer of control of the
management and delivery of health services to Indian and
Inuit communities.  The fransfer proces serves as an
important element of the federal govemnment's commitment
to enhancing Indian and Inuit control over their own dffairs.
Discussions among aboriginal groups, provincial, territorial
and federal governments are ongoing about aboriginal self
government. At the provincial and territorial level, the

RREMN )

5
X
g2
ki
o
®
#
%
H
3
¥
2
3
B
E
3




Government of the Northwest Territories has adopted and is
vigorously pursuing the Primary Health Care approach
advocated by The World Health Organization (WHO).
Covemnment policies have emphasized the development
and incorporation of additional health workers into the
hedlth system as providers of care and the empowerment of
communities in the management of their health services
through the creation of regional health boards. I the case
of the Province of Ontario, it is working in parinership with
Aboriginal organizations to develop strategies to address
family violence and health issues through a comprehensive,
holistic framework for dedling with the physical, mental,
emofional and spiritual health of Aboriginal people in
Ontario. The Province of Quebec has noted that, in terms
of health, living condiions are clearly improving, thanks to
the establishment of hedlth facilifies in each community, and
to befter housing conditions and sanitary infrastructures.
However, many communities in all parts of Canada are stil
facing high rates of mortality, infection, suicide and drug
and alcohol consumption. Economically, natives are tuming
increasingly toward development focused on the
surrounding economic markets and networks.

As a percentage of gross domestic product (GDP), health
care accounted for about 10 percent in 1991, or roughly
US$57 billion annually.  Spending on hedlth absorbs up to
one third of provincial budgefs. To put these substantial
figures in perspective, Canada’s nearest neighbour, the
United States, has been devoting some 13 percent of GDP
to health care, or over $2800 per capita. Organizational
simplicity resuliing in lower administrative costs is a major
factor in controlling overall expenditures within the
Conadian system.  For patients, this simplicity translates
principally into a single source of insurance and funding —
the public purse; for physicians, into a single negotiated fee
schedule and relief from billing problems.

In Canado, there is currently about one doctor for every
450 people. The ratio of hospital beds o population
stands af an average of seven beds per 1000.  Although
this ratio has remained fairly constant over the last decade,
a shift has occurred in the mix of shortstay versus longstay
beds; an increase in the latier has been caused by the need
to care for the growing number of eldedy patients. The
human  immunodeficiency  virus/acquired  immune
deficiency syndrome (HIV/AIDS] remains a major public
health concemn in Canada, and the National AIDS Strategy

provides a framework for action in AIDS prevention and
control.

The National AIDS Strategy was announced in June 1990,
with funding for the first phase tofalling $112 million over
three years. This phase has resulted in the creation of the
basic infrastructure required to address HIV/AIDS issues,
including: a better definition of the epidemiclogy of HIV
transmission; a national capacity to facilitate the tesfing of
new drugs entited the Canadian HIV Trials Network; an
improved capacity for infemational cooperation; and a
crossCanada, community-based network o deliver
prevention education, health promofion, community care
and support inifiatives more effectively and efficiently than
could be done by governments alone.

The Strategy was renewed in March 1993, with a financial
commitment of $203.5 million over five years. This phase
reflects the evolving nature of ADS, and emphasizes the
need to strengthen and enhance existing partnerships —
between govemments, non-governmental organizations

. [NGOs), the private sector and the community.

Canada has been involved in the development of
multilateral HIV/AIDS prevention and contrel policies since
the establishment of the World Health Organization Special
Program on ADS, and continues fo confribute to
infernational efforts to combat the disease. Canada has
consistently advocated an integrated intersectoral approach
to AIDS issues, the adoption of nondiscriminatory measures
against people with HIV infection and AIDS, and a greater
interagency coordination on AIDS matters within the United
Nations (UN]) system.

A cardinal principle that has shaped Canada'’s healthcare
system, which continues fo inform the approach to policy, is
one of partnership among levels of government, NGOs,
and volunteer organizations. Recent initiatives,
corresponding to a shift in focus toward disease prevention
and the promotion of healthier lifestyles, have all depended
on utilizing this approach to the fullest advantage.  They
include strategies to combat substance abuse and smoking,
to promote health and the environment, and to prevent
HIV/ADS. To implement these inifiatives, partnerships were
developed among federal, provincial and territoricl
authorities, NGOs, health providers and research
organizations.
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FAMILY PLANNING
AND SEXUAL AND REPRODUCTIVE HEALTH

Fundamental to Canada’s approach to the field of family

-planning is the recognition of the right of free individual
choice concering the number and spacing of children.
Family planning is situated within the larger confext of
sexual and reproductive health. It has evolved from a
concentration on the number and spacing of children to
encompass the protection of sexual health, the promotion
of healthy sexuality, the prevention of reproductive tract
diseases, and care in the form of appropriate treatment
and services. Canada does not currently have either
quantitative ferfility nor family-planning targets.  The
provision of sexual and reproductive health services falls
primarily within the jurisdiction of provincial governments,
and delivery varies regionally.

Number of Children per Women
Canada, 1950-2016

4.2 4.2
F 4 237
C Projected ;3
g ' 232
g 227
- Assumptions
L 222
C High =
{ " Netalum - ~| 7
L OW —
) o} © Lo I \oJ \e] \o
\Q(') \Q(') d(p \d\ \QQJ \d:\ r]/QQ qu\

Source: Statistics Canada, Hedlth Statistics Division. and

Demography Division {Total Fertility Rate).

iy e T AR i G, D tCoen N S M o AR TN T T A Wy = P o TITs g W N e e e 2 P gt Wbage o e gt

ot st day TR

In Canada, there have been no legal restrictions on the
use of confraceptives since 1969.  The quality of
contraceptive drugs and medical devices is regulated
under the Food and Drugs Act. The restrictions on
aborfion previously existing in the Criminal Code were
removed in 1988, and there are currently no resfrictions
on abortion other than those imposed by standards of
medical practice.  Every province and territory in
Canada currently provides for insured coverage of
medically necessary abortions, although access varies
both within and between individua! provinces.

In keeping with Canada’s approach fo family planning
and sexual and reproductive health, governments
generally provide information about the purpose and
methods of family planning, the prevention of sexually
fransmitted diseases and the promotion of heohhy
sexudlity.  These programs also promote research
conceming sexual and reproductive health, and the
prevalence and prevention of sexually fransmitted
diseases and their negafive sequelae. The federal
government is also providing financial assistance to
selected national offices and foward activifies of national
voluntary associations active in the field of sexual and
reproductive health.

A Royal Commission on New Reproductive Technologies
was established in 1989 to “...inquire info and report on
current  and  potential  medical and  scientific
developments related fo new reproductive technologies,
considering in particular their social, ethical, health,
research, legal and economic implications and the
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public interest, recommending what policies and
safeguards should be applied.” The Commission’s work
had two main components: firstly, the gathering of
information and consulting about the issues surrounding
reproductive technologies and, secondly, research and
evaluation.  Its report, which was published late in
1993, provides interested Canadians and  their
governments with an ample base of information and
analysis for further consideration of the important
questions involved.

The concems surrounding reproductive technology are
not confined to the care and freatment of the estimated
7 - 10% of Canadians unable to conceive and bear
children when they wish. The causes of infertility are
sometimes known and can be prevented — in cases, for
example, resulting from sexually transmitted diseases.
Generally Canadian reproductive health  indicators
reflect a high standard of care and access to services.
However, statistics for sexually transmitted diseases and
unintended pregnancies indicate that there are
significant gaps in addressing healthy sexuality in certain
populations such as adolescents, isolated individuals
and aboriginal people. '

Awareness is growing that environmental and workplace
hazards affect reproductive health in both men and
women.  Although it is known that the reproductive

system s sensitive to the toxic effects of hazardous
chemicals, very few chemicals have been adequately
studied in this regard.  More research is required fo
assess the specific impact of pofential hazards on
reproductive health. More research is also needed to
evaluate the effects of combinations of chemicals over
the long term, taking into account individual biclogical
makeup and lifestyle.

The federal government seeks to provide leadership and
experlise by acting as a catalyst to promote cooperation
among governments, professional groups, healthcare
organizations and the voluntary sector. Recent intiafives
in the field of reproductive and sexual health include the
development of sexual health education guidelines, as
well as the distribution of publicafions on  sexually
fransmitted diseases, adolescent reproductive health,
and guidelines to prevent child abuse.

In addifion, a federal/provincial/territoricl advisory
commitee on population health has recently been
established to advise the Conference of Deputy Ministers
of Health on national and interprovincial strategies that
should be pursued to improve the health status of the
Canadian population, and fo encourage a more
integrated approach fo health programs.

10
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FAMILIES

Societal changes affecting the family have had an
impact on the development of programs in the field of
maternal and child care and support to youth.  Since the
turn of the century, Canadian families have undergone
dramatic changes. The interdependent and largely self-
sufficient family is now a thing of the past. In today's
industrialized, overwhelmingly urbanized and mobile
society, the typical family has not only become much
smaller but has radically altered in other respects as well.
For example, less than 14 percent of Canadian families
now conform to the tradifional pattern of two parents and
one breadwinner. In more than 60 percent of two-parent
families, both parents work outside the home. The

number of singleparent families is on the rise (now

13 percent) and most of these are headed by women.
Of women with children under the age of six, 58 percent
are in the labour force. One half of all divorces involve
families with children, while the rate of marriage
continues to decline with a comresponding increase in
commorrlaw unions.

Family violence is @ matter of great contemporary
concern. Violence or abuse, whether it be physical,
sexual, psychological or financial, affects all groups, but
women, children and seniors are parficularly vulnerable.
It is being increasingly recognized that adolescents are
also a highisk group. The first federdl initiative to
address family violence, taken in 1988, concentrated on
raising awareness of the need for. preventive measures,
and the creation of more effective protection and
freatment services for victims. -
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A second fouryear initiative was launched in 1991 to
mobilize individuals and communities to prevent violence
and, by forming partnerships, to improve the capacity of
the health, social service, and jusfice systems fo help
victims and stop offenders. It also focusses on
establishing shelters for abused women; sharing
resources and knowledge; and creating a database on

the extent of violence. Special attention is being devoted

fo the needs of those most vulnerable, or those for whom
services are less accessible, including the disabled,
minority groups, aboriginal people, and people living in
remote and rural areas. The costs of many of the
services involved in these projects are shared by the
federal and provincial governments through the Canada
Assistance Plan, which also funds foster homes and
speciakcare establishments such as shelters for the victims
of family violence and rape crisis centres. In 1993, the
Canadian Panel on Violence Against Women released
its findings and made recommendations for action.

An example of provincial efforts in this area is the
Wife Assault Prevention Inifiative and the Sexual Assault
Prevention Initiative coordinated by the Ontario VWomen's
Directorate. ~ At present, the two initiatives fund
68 programs in nine ministries.  The initiatives deliver
programs in three areas - services, public education, and
prevention and justice. Currently, the Government of
Ontario is reviewing the two initiatives with a view to
integrating them info a Violence Against VWomen
Prevention Strategy that will address this issue in a
coordinated, accountable and accessible manner.
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The special challenges involved in caring for and
protecting children in today’s world are being met
through a broad range of services provided by both
government and nongovernmental sources. The federal
government  supports  a brood-ronging program,
undertaken in 1992, to advance the interests of children.
This initiative, called Brighter Futures, is based on four
principles: early infervention, parinerships among all
sectors of society, the primary importance of children and
parents, and the targeting of support o those in greatest
need.

In addition to federal funding for the program, a number
of support services are costshared with the provinces
through the Canada Assistance Plan.  Municipalities are
also engaged in support of families, providing
community centres and a variety of outreach programs.
As well, several voluntary organizations are devoting
increased efforts to meeting the needs of children,

furnishing homemakers and home support counselling,
rehabilitation and adoption services.  Of special
importance are measures to profect abused or neglected
children.  Reflecting a  growing trend toward
collaboration between NGOs in pursuit of a’ specific
objective, the Canadian Codlition for the Rights of
Children unites more than 50 organizations in the

common cause of support for children’s rights.

An example of provincial efforts in this area is Quebec’s
family policy which rests on the following principles:
recognition of the family as a basic collective value,
cohesion and stability of the family, parental
responsibility and the interests of the child. Its government
takes the reality of the family info account in a number of
areas, including economic support for the costs of child
rearing, housing, organization of work, relations
between school and family, social and health services,
and family law.
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AN OVERVIEW OF THE IMMIGRATION PROGRAM

The Government of Canada has begun a thorough
review of all immigration policies and programs. To
place this review in context and to provide background
for the outline of existing immigration programs and
policies that follows, it is appropriate to consider the
following excerpts from a statement by the Minister of
Citizenship and Immigration in presenting the Annual
Report to Parliament, Immigration Plan 1994:

"Immigration policy represents one of the most
important and complex challenges facing
Canada today. It is, perhaps more than any
other area of public policy, closely tied to our
history — to the development of our values, our
cultural diversity, the regional and economic
dynamics of our nation. It will, in the long run,
help to defermine the character of our country in
the years ahead.”

‘| am committed to an open and progressive
immigration policy. Canada’s immigration policy
should not be about closing doors to those who
need our help. It should not be about barring the
way to those who can help our country grow
stonger. ~ Our govemment is defermined to
maintain a dynamic immigration program — a
program that will achieve the fundamental social,
humanitarian and economic objectives set out in
the Immigration Act.”

"Periodically throughout our history — especially
during economic downturns — there have been

calls to slam the door shut to immigration. That
sentiment, at fimes, has been franslated by
governments into restrictive laws and policies.
| believe that such sentiments indicate a lack of
vision of what this country can become. | believe
that if such senfiments had prevailed in the past,
Canada would be a much lesser country than it
is now. Canada would not have flourished and
progressed if we had locked ourselves into a
restrictive mind-set that excluded the people who
have helped make us grow and prosper.”

"The Government's election campaign document
(the Red Book) identified a pressing need to
develop effective international means to manage
the displacement of over 20 million people by
war, persecution and natural disasters. The roof
causes of such movements — racial, religious
and ethnic intolerance, poverty, and polifical
repression — must be dealt with through

concerted multilateral action.”

"I believe it is vital that we develop cooperative
approaches to address this need. In response fo
increasing migrafion pressures, many countries
have acted alone and simply closed their front
doors — only 1o find more people trying to gain
entry illegally through back doors.  This
approach also increases, unfairly, the number of
people who arrive on the doorsteps of those
nations whose doors are still open.”
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‘More infernational cooperation is needed in
order to resolve these matters. For many years,
Canada was recognized as a leader in fostering
international co-operation to help refugees.
| want Canada to maintain our position of
leadership on this critical humanitarian issue.
That is why we continue to advocate strongly in
the international arena for the need to maintain
support for the role of the United Nations High
Commissioner for Refugees.”

Canada and the World

Growing numbers worldwide are looking to the
developed world for aid and, increasingly, for safe
haven and economic opportunity. A number of factors
have combined to compel or encourage an estimated
100 million people fo seek better lives in other countries,
often outside regular immigration channels. The impact
of “migration pressures” in Europe and North America,
while pronounced, is only beginning to be felt. I
addition to contributing to the profection of refugees,
Canada will increasingly be called upon to participate
in international efforts to address the root causes that
push people from their homes. With a long experience
of enlightened stewardship in refugee matters, and a
sustained policy of managed immigration, Canada is
uniquely positioned to assume a leadership role.

As the United Nations High Commissioner for Refugees
(UNHCR) has noted, the irmegular migration flows the
international community is experiencing are complex. As
a resull, it is becoming more difficult to distinguish
between refugees in need of profection and migrants
motivated by other factors.  Iregular migration
challenges us to alleviate socioeconomic conditions that
compel people to leave their countries, as well as to
avert conflicts and human rights abuses that produce
refugees.

The government takes the view that two basic responses
are required of governments in the face of the challenge
of imegular migration.  Firstly, active immigration
programs and refugee protection systems are needed to
manage migration effectively, efficienty and in a
humanitarian way when it does occur. Canada is one
of the few countries in the world today that operates a

planned and acfive immigration program. Hundreds of
thousands of people from all corners of the world are
provided with a “legal” opportunity each year to make a
new life for themselves and their families in Canada.
Each year we afford protection and an opportunity for
permanent resettlement in Canada to thousands of the
world's refugees. We also provide funding to the
UNHCR, and cooperate with other nations under its
auspices, to relieve the suffering of many thousands more
of the world's refugees who have been forced to leave
their homes for safety and protection.

IMMIGRATION BY SOURCE AREA: 1965, 1975 AND 1992
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73%
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Europe Asia and Pacific
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Africa and Middle East

Source: Citizenship and Immigration Canada Annual Report to Parliament.

Secondly, because the limitations of a purely curative
approach to the problems created by irregular migration
are increasingly obvious, govemments must increasingly
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turn their atfention fo prevention. They must pool their
energies and coordinate their acfions to improve the
conditions that are leading to the increase in irregular
migration. Basically, they must work together to improve
the “stay” option in countries with high emigration
pofential.

This will require new efforts and new approaches to
longstanding challenges of development, human rights
protection, population stabilization, military/arms
spending and environmental protection all of which have
an impact, direct or indirect, on emigration pressures
and forced migration. Comprehensive and coordinated
sirategies are needed to make the “stay” option a viable
alternative to flight. Given the range of internal and
external factors fuelling irregular migration, such
strategies, if they are 1o succeed, will require the co-
ordinated application of a broad range of foreign and
development policy inferventions, including trade, aid
and good govemance initiafives. It is in everyone’s
interest to work foward a future when everyone has the
choice of staying in their homeland with the hope of a
secure, safe and sustainable future.

Federal-Provincial Relations
for Immigration

While the federal government exercises primary
responsibility for immigration, it shares jurisdiction in this
area with the provinces. Under the Immigration Act, the
following are stipulated:

* requires consultations with provinces on
immigration levels and on sefflement measures;

o provides for federalprovincial agreements to
facilitate the formulation, coordination and
implementation of immigration policies and
programs; and

o limits the authority of the federal govemment to
the extent that provinces have selection powers
[currently, Quebec is the only province with such
powers).

Immigration agreements are currently in place with seven
provinces [all but Onfario, British Columbia and

Manitoba), dating from the period 1978-85. They
establish formal mechanisms for the provinces to express
their views about levels, research and general
immigration policies. In addition to these mechanisms,
the agreement with Alberta provides for a larger
consultative role and for coordination between federal
and provincial seftlement activifies. In February, 1991,
Quebec signed the most comprehensive agreement to
date. The Accord specifically gives Quebec sole
responsibility for selecting independent immigrants {with
joint responsibility for selecting assisted relatives) and
refugees abroad, as well as for providing basic
infegration services {linguistic, cultural, economic) for
permanent residents of Quebec.

In December 1990, the Quebec government adopted a
policy of immigration and integration, followed by an
action plan in June 1991. The policy rests on the
following objectives: demographic recovery of Quebec,
economic prosperily, perpetuation of the French fact and
openness fo the rest of the world.  From this perspective,
its selection of immigrants aims to increase the
percentage of immigrants who already know French;
maximize economic spinoffs by the selection of
independent immigrants; uphold family reunification and
infernational adopfion; receive refugees under the
principle of international solidarity; and increase
immigrafion volumes in accordance with needs and
ability o receive. To this end, it has developed a series
of instruments, including increased presence of its
immigration services in about ten countries, and targefed
itinerant missions enabling it to adjust its selection to suit
the pace of infemational migratory movements.

Review of
Canadian Immigration Program

Objectives

There are three main objectives of the immigration

~ program sef out in the Immigration Act. These are:

¢ family reunification;

¢ fulfilling Canada's infernational legal obligations
and compassionate and humanitarian fraditions
with respect to refugees; and




o fostering a strong and viable economy in all
regions of Canada.

These objectives are supported by the three main
components of immigration: family class, refugees, and
independent (economic) immigration.

Selection Criteria

The immigration program is subject to the Canadian
Charter of Rights and Freedoms.  This means that
immigrants must be selected without discrimination
regarding race, national or ethnic origin, colour, religion
or sex. All selection criteria are universal: an applicant
in one part of the world is assessed against the same
criferia applying fo his or her particular immigrant class
as an applicant in any other part of the world. Al
immigrants, regardless of the type of application, must
be in good health and of good character. In addition,
applicants must meet the criteria relevant o their specific
cafegory.

Family Class

Family class applicants are “self-selected” — that
is, they may qualify to come to Canada on the
basis of their close relationship with a family
member alieady in Canada, who agrees to
sponsor the applicant for up to 10 years. The
sponsorship undertaking is an enforceable
agreement fo provide the necessities of life.
Sponsors, other than sponsors of spouses and
their dependent children, must meet minimum
income requirements. No one can sponsor if he
or she is in default of another sponsorship
undertaking.

Refugees and Designated Class Members

Successful inCanada refugee claimants are
eligible to be granted permanent resident status.
In addition, refugees and members of designated
classes — people in refugeelike situations — are
admitted from abroad. Their ability to become
successfully established in Canada is assessed
by an informal review of the factors in the
immigrant selection system.

Refugee Women

In recognition of the special problems faced by
refugee women, Canada has developed and

- promoted infernational measures designed fo
respond fo their needs. For example, Canada
was the first country to institute a special refugee
program, known as “Women at Risk”.  This
program assists refugee women in particular
need of profection.

Skilled Workers

The independent immigrant selection system, or
"point’ system as it is often called, assesses
factors such as age, education, knowledge of
one or both of Canada’s official languages,
specific vocational preparation, job training,
occupation, arranged employment or designated
occupation.

Business Immigrants

Business  immigrants  comprise  investors,
_enfrepreneurs  and  self-employed  persons.
Investors and entrepreneurs are admitted on the
basis of an approved investment, or the
applicant’s ability and commitment to manage a
business that will create or maintain jobs for
Canadians. Selfemployed persons, a small part
of the program, are required to confribute
significant economic or other benefits o
Canada; there is no jobcreation requirement.

Immigrant Sources and Destinations

In 1965, about 85 percent of immigrants to Canada
came from Europe and the United States. Today, people
from those areas represent about 20 percent of
immigration, while about 50 percent come from Asia.
The change reflects the nondiscriminatory nature of
immigration policy, which is consistent with the Charter as
well as changing pressures fo migrate. The share of
Canada's immigrants from various world areas reflects,
more o less, those areas’ shares of the warld population,
although Asia is slightly underrepresented and South and
Central America are slightly overrepresented.




Asia/Pacific - 128 667

Source: Citizenship and Immigration Canada.

Immigrants Landings by World Arec - January to December 1993

Africa/Middle East - 36 219

\\ Evrope - 38 782

United States - 7 933

/ South and Central America - 33 577

‘ \Greot Britain - 6 959

Principal Source Countries

The top five source countries for immigration in
1993 were Hong Kong, India, Philippines,
Taiwan, and People’s Republic of China.

Provincial Destinations

Onfario is the original desfination of about half
the immigrants to Canada followed by Quebec
and British Columbia; the Prairies; and the
Atlantic region and the Terrifories. Ontario is also
an important secondary destination; up to eight
percent of immigrants who first go to other
provinces eventually move to Ontario.

Metropolitan Destinations

About 60 percent of immigrants seftle in three
cities: Toronto, Montreal and Vancouver.
Ottawa-Hull, Edmonton and Calgary account for
almost another 10 percent. In all provinces but
Ontario, the major metropolitan area receives
some 90 percent of the province’s newcomers.
Toronto receives about 57 percent of immigrants
destined to Ontario. :

Immigrant Integration

An essential part of a successful immigration program is
the effective integration of newcomers into Canadian
sociely. Integration is a two-way process that requires
adaptations on the part of newcomers and acceptance
and accommodation by Canadians.  In 1993, an
exercise was initiated to examine the best ways to
achieve integration. This work will continue, and more
opportunities for involvement of interested and affected
parties will be provided. Preliminary feedback from the
many partner groups that were approached as part of
the review exercise has resulled in a number of new
policy directions, which will be pursued over the coming
years.

For its part, the Quebec government has introduced the
concept of the "social contract,” an expression of the
reciprocal obligations of immigrants and the sociely.
Immigrants and members of cultural communities are
expected to adhere fo the democratic values of Quebec
sociely on the one hand, and on the other, to be willing
to understand their host sociely and to develop a sense
of belonging fo it. The society and its government must in
turn recognize each person’s right fo live in accordance
with his or her own values. They undertake to promote
attitudes favourable to immigration and to the diverse
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origins of immigrants, and fo uphold rapprochement
among communities. This moral contract is now part of
Quebec’s activities in matters of selection, reception and
infegration.

Our knowledge base of information about how best to
facilitate integration will be expanded through new
research and demonstration projects.  Policy work will
promote cooperation in addressing the quesfion of
labour market access for newcomers, particularly with
respect to the problems associated with barriers to
recognition of foreign skills and basic labour market
orienfation needs. More emphasis will be placed on
public educafion policies conceming integration and
immigration in general. Government leadership in this
area can go a long way toward creafing a more
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welcoming environment for new arrivals.  The potential
for further cooperafion in the area of immigrant
integration and newcomer seflement between the
federal government and provincial governments will be
developed. This work will focus on the elimination of
any overlaps in services and better role clarification in
the interest of good client service. Finally, the links
between immigrant integration and the process of
citizenship acquisition will be befter defined. It should
be noted that under the CanadaQuebec Accord, the
federal govemment has withdrawn from providing
integration services in Quebec, which is now the
responsibility of that province.  Under the Accord,
services provided by Quebec must correspond to those
offered in the rest of the country.
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INTERNATIONAL CO-OPERATION IN THE FIELD OF

POPULATION

Perspectives on Major Population
and Development Issues

Population growth, movements and composition shape
the very nature of a society’s development. Population
dynamics, in turn, are conditioned by the environmental,
social, economic and political contexts. Efforts to better
understand these complex relationships must be pursued,
and this knowledge must be integrated into strategies for
sustainable development.

People are the core of development, its driving force and
primary beneficiaries. Safisfying human needs and
improving people’s quality of life are the fundamental
thrust of development. At the same time, rapid population
growth is a serious challenge to sustainable development
and improved quality of life for both individuals and
groups. Rapid population growth can delay or even
reverse essential social development, and puts pressure
on the economic infrastructure, employmentgenerating
capaciies and efforts to combat poverty. It exerts
pressures on the biophysical environment that will be
compounded as developing countries increase  their
standards of living ‘and percapita consumption.

Population pressures are most effectively addressed by
the mutually reinforcing effects of social development
(such as female education, improved women's health,
modem labour force participation and decreased infant
and child mortality), and quality family-planning services.
Family-planning services furnish the information and

technology needed to realize reproductive choices.

In the past, the major population challenge was the
creation of demand for family-planning services.
Presently, the expressed need for family-planning services
in developing countiies outstrips the supply. This
imbalance between need for services and supply of
resources will grow considerably over the next decades,
as large numbers of children and young adults move into
their reproductive years. Meeting this need would have
a significant impact on addressing population pressures.
It would facilitate the achievement of sustainable
development objectives, and would contribute to
improving the situation and status of women.

It has become clear over the last two decades that the
quality of family-planning services needs to be improved
and expanded to reflect the broader context of
reproductive health care.  The latter also includes
education and counselling on sexudlity and infertility;
prevention, screening and freatment of diseases and
infections of the reproductive tract {in particular sexually
fransmitted diseases which increase susceptibility to
AIDS); prenatal care; supervised delivery; postpartum
care; promotion of breastfeeding; and infant health care.

While AIDS might have significant impact on some
segments of the population in some geographic areas, it
will have a limited impact on overall population growth
in developing countries. AIDS, however, has clearly
defined the social and human costs of not including
reproductive health services such as the screening and
freatment of sexually transmitied diseases in previous
family planning programmes. In addition to their
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relationship with AIDS, sexudlly transmitted diseases
(STDs) are a serious problem in themselves; prevention,
diagnosis, and treatment of STDs should be associated
with family planning programs.

Improvements in the quality of services, oriented tfo
meeling clients” broader needs, has led fo increased
demand and confinued use of family planning. There is
growing evidence that population programs focusing on
helping people meet their own reproductive goals, rather
than on attaining national demographic targets, could be
more successful than targetdriven programs.

Because population growth is the cumulative result of
individual reproductive choices and behaviours, it is not
solely a macrorissue critical to sustainable development.
It is just as critically a human rights, health and gender
issue.

Both men and women have a fundamental human right
to raise a family and to control their own reproductive
behaviour, and services should be made available to
both sexes. Changing attitudes and behaviours of men,
including youths, regarding their responsibility for their
sexval behaviour and its consequences for themselves,
their partners and children should be part of the overdl
objectives of population programs. Nevertheless, the
immediate cosfs of insufficient access fo femily planning
and reproductive health services are sfill borne mainly by
women. Primary and secondary education for girls is a
critical factor influencing fertility behaviour, but
unplanned adolescent pregnancy too often ends their
education. Smaller family size and better-spaced births
can make it possible for women, their families and
communities to achieve higher retums from female
education and employment.

CIDA's policy on Women in Development has been in
place since 1984. In 1992, the Agency adopted a
new Women In Development Policy Framework for the
1990s. lis goal is to strengthen the full parficipation of
women as equal partners in the sustainable development
of their sociefies. Iis objectives closely mirror and
complement those on population: to increase women's
participation in economic, political and social
processes; fo improve women’s income levels and
economic conditions; to ameliorate women's access to

basic hedlth and family-planning services; to increase
women's levels of educational achievement, and to
protect and promote the human rights of women.

Infant mortality levels in developing countries are sill
about 10 times as high as Canada’s, but the
comparable maternal mortality levels are dramatically
worse: they can be 100 times as high. Effective
family-planning and reproductive hedlth services lower
the mortality of both mothers and children by reducing
highrisk births and women'’s recourse to unsafe
abortions.  Unsafe abortions not only lead to high
maternal mortality, but also leave even larger groups of -
women with serious health problems. CIDA does not
promote abortion as a method of family planning, but
recognizes that women require complete access to the
full range of safe reproductive health care services.

Population Co-operation Policies
and Priorities

Policy Statement on Population and Sustainable
Development:

In the context of its policy on population and sustainable
development, CIDAs objectives are:

* o promote a better understanding of the impact of
population  dynamics on progress toward
sustainable development;

* 1o support the development of policies and
sirategies aimed af addressing pressures of
population on sustainable development,

* to support the provision of comprehensive client
oriented reproductive health care for women, men
and adolescents centred on high quality family
planning services that include information,
education and communication components; and

* fo support development programs that emphasize
health, education and income generation for
women, in order to foster population levels
consistent with sustainable development.

20




To achieve these objectives, CIDA uses a multi-pronged
approach:

1. didlogue with our partrers in Canada, in the

donor community and in developing countries
regarding population dynamics, policies and
programs;

. inhouse capacity strengthening to  better
infegrate population considerations into CIDA
policies and programs;

. support to capacity development initiatives in
developing countries related to data collection
and analysis, policy formulation and program
design at national and regional levels;

. support to information, education and
communication programs on population issues;

. support fo programs and aclivities related 1o
reproductive health care, on the following basis:

a} CIDA promotes family planning based on free
and informed choice, enabling individuals 1o
exercise, in a safe and responsible manner, their
reproducfive rights;

b} CIDA provides support to culturally sensitive,
clientoriented and high quality family planning
programs that build toward full reproductive
health care, with due attention to the role and
responsibility of men;

c} CIDA does not promote abortion as a method
of family planning, but recognizes that women
require complete access fo the full range of safe
reproductive health care services.

d} CIDA promotes respect for human rights in the
provision and development of contraceptive
drugs and devices, giving primary consideration
to user safety and client needs, with due regard
to licensing regulations in countries of use.

. ufilization of various service delivery channels
public, private and voluntary secfor; given the
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necessity fo relate directly to community needs,
nongovernmental organizations, both national
and international can play a very critical role in
population cooperation.

7. continved support to  population-related
programming  conducive to  sustainable
development, particularly the education of girls
and women and other measures enabling
women fo exercise wider choices and have
greater control over their lives.

Programming and resources allocation decisions with
regard fo population assistance will be made through
CIDA corporate planning cycle exercise.

Co-ordination

CIDA will confinue to pursue coordination with other
donors, both at the international and country levels.
CIDA will dlso work more closely with its Canadian
partners, namely Canadian NGOs that are already
active in population issves, and those Canadian
universities that have considerable expertise in capacity
development in demography, health and associated
social sciences. Several Canadian provinces also have
development assistance programs involving NGOs
active in population and development issues. In the
years to come, Quebec will confinue to confribute to
international co-operation programs to improve the status
of women and the health and living conditions of less
developed countries, fo regulate migration, to infegrate
immigrants and to develop policies and programs suited
fo countries experiencing population aging.

Trends and Experiences in International
Population Co-operation

Canada has provided populafion assistance since the
early 1970s over the full range of population activities:
family planning and matemal/child health; basic data
collection and analysis; insfitution building and research
in  demography and  population/development

relationships. CIDA's assistance for population grew
significantly from the early 1970s through the late
1980s — from $1.5 million in 197071 to $12 million
in 1980:81 and to a peak of more than $50 million in




1988-89. Initially, support was  channelled
predominantly through multilateral and  international
NGO channels, with bilateral assistance growing
considerably in the 1980s. Since 1988-89, support
has fluctuated, largely according to  bilateral
program/ project cycles. With overall cuts to the Official
Development Assistance {ODA) budget in recent years,
population assistance declined 30 percent in absolute
terms in 199192, as well as in relative terms, but has
since remained stable.

During the 1970s, population assistance was
channelled mainly through the United Nations Population
Fund, the International Planned Parenthood Federation
and the Infernational Union for the Scientific Study of
Population.  Bilateral support was also provided to
women's income-generating programs in Bangladesh
within the larger context of the Bangladesh population
program. During the 1980s, support fo these
organizations and programs continved and expanded to
cover a larger number of infernational and Canadian
NGCOs. Institutional support to the Latin American
Demographic Cenfre began and continues.  Bilateral
support in Bangladesh expanded to more direct support
for family-planning services, including provision of
contraceptive supplies and capacity development in
associated logistics and monitoring, and salary support
for female family-planning workers.  As well, CIDA was
an active member of the World Bank Donor Consortium,
first via parallel financing and later as a cofinancier.
During this period, a number of muliibilateral projects, in
both Asia and Africa, were also supported.

In the late 1980s and early 1990s, institutional support
to research and education in population and
development and to family-planning management
information systems in the Sahel was provided fo the
Centre for Applied Research on. Population and
Development, and considerable support was made
available to the African Census program in a number of
Sahelian countries. In Bangladesh, CIDA continued its
support to health and family-planning  service
management and delivery, and developed a gender
strategy for the Health and Population program that was
adopted by the Government and the Donor Consortium.
CIDA also provides assistance fo refugees and internally
displaced persons. ~ Within CIDA, the International

Humanifarian Assistance Program and the Food Aid
Cenfre respond fo appeals from UN agencies, the Red
Cross movement and specialized Canadian NGOs to
provide emergency relief and food aid to victims of
conflicts and natural disasters.  Funding is provided to

refugees and intemally displaced persons for care and

maintenance and repatriation. In 1993-94, assistance
to refugees and internally displaced persons totalled
some $135 million.

Since 1970, the International Development Research
Centre’s (IDRC) fofal investment in projects explicitly
related to population and development research has
been over $42 milion. The largest category of
spending between 1970 and 1972 was on
understanding and evaluating the diverse elements that
contribute to successful family-planning programs.  The
highest expenditure period for IDRC of population-elated
research occurred in the mid-1980s. By 1989, in the
face of growing budgetary constraints, priorities for
research were being debated across IDRC. At present,
population issues are addressed on a cross-sectoral basis
within the confext of the six themes of IDRC's Corporate
Research Framework, namely: Integrating Environmental,
Social and Economic Policies; Technology and the
Environment; Food Systems Under Stress; Information
and Communication for Environment and Development;
Health and the Environment; and Biodiversity.

Over its 23-year history, IDRC has supported research on
a variely of aspects of population dynamics and their
impact in diverse contexts. It has encouraged the
discussion of population issues, not just in a
demographic framework but within the wider and more
complex matrix of people and their social, culural and
physical environments.  Major research areas have
included the relationship between socioeconomic and
population variables, a large part of which has been
directed to issues such as the determinants of fertility and
mortality, and research info the consequences of
emerging patterns of migration.

In the 1970s, IDRC emphasized descriptive research to
increase awareness of population trends and problems. -
Census methodologies were established and/or
improved in “several countries, especially in Africa.
Training in quantitative analysis skills was carried out and
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networks were established. During the mid-1980s, two
areas that drew significant support were “population and
agriculture” and "population and health.”  Studies that
were supported developed concepts and methods for the
diagnosis of emerging problems and the assessment of
policy initiatives. Innovative anthropological, survey and
demographic techniques were also investigated.

IDRC's earlier inferest in census methodologies has been
rekindled more recently through the REDATAM (Retrieval
of Data for Small Areas by Microcomputer] project in
Chile, which has resulied in the development of a

quantitative  population database composed  of
information from more than one source. Various natiorial
agencies for stafistics and planning in Latin America, the
Caribbéan and Southeast Asia have shown interest in
this innovative package. In IDRC's Health Sciences
Division, “population” as a discrete area for attention is
part of the division's “reproductive choice” focus. The
most significant populationrrelated project currently being
undertaken by IDRC is that on the development of a
contraceptive vaccine at India’s National Institute of

Immunology.

Future Policies and Priorities for International Population Assistance

The policies and pricrities for infernational population assistance of the Government of Canada are currently being
considered as part of a comprehensive review of foreignpolicy including foreignaid policy. Nonetheless the
population sector has been an important one for Canada and is one that can be expected to remain a priority.
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