
PUBLIC HEALTH.,. 

A STUDY PREPARED FOR THE I 

ROYAL COMMISSION ON DOMlNlON·PROVINCIAL RUAnCP4S 

BY 

A. E. \ GRAUER 

OTTAWA \ . 

1939 



PUBLIC HEALTH -

DhananJayarao Gadgll Library 

1111111 ~lllllm mil 11111 11111 mil 
GI.PE-PUNE-161936 

A STUDY PREPARED FOR THE 

ROYAL COMMISSION ON DOMINION-PROVINCIAL RELATIONS 

BY 

A. E. GRAUER 

OTTAWA 
1939 



L ~ s. 72. N4tLr 
GI~ 

" '193(;, 



PUBLIC HEALTH 

EDITORIAL FOREljORD 

In this study Dr. Greuer reviews the development and 

adequacy of public hua1th services in CGnada. and examines their 

important public finance and jurisdictional aspects. The method 

of presentation and any expressions of opinion are sololy the 

responsibility of the author./and not of the Commission. 

The provinces bear tho major responsibility for 

protecting health, traditionally a function of local govern-

ment, but the Dominion has some specified duties, chiefly con­

nected with interprovincial and foreign movement (immigrants, 

seamen and sea passengers, railway passengers, etc.), and with 

Indians. Dr. Grauer dovotes a considerable part of his study 

to a detailed description of tho public health services which 

havo been developed within the framework of the present con­

stitutional and financial system in danad~. He finds many 

instanoes of poor organization, lack of co-operation, lack of 

planning, lack of knowledge, lack of adequate funds at any time, 

lack of adequate funds at the right time, - and consequent waste. 

Statistical comparisons between different parts of Canada show 

wide and unnece3sary variations, and the tragic results of grossly 

inadequate services in many cases. Quite apart from the human 

factors involved, there are impressive calculations of the economic 

loss resulting from preventable sickness and death. 

In considering the problem Dr. Grauer draws attention 

to the fact that modern conditions of urban concentration and 

rapid transportation demand increasing emphasis on preventive 

treatment and on a much broader front than in earlier times. 

Suggested steps are an extension of conditional subsidies, more 

active research, educational work, and leadership by the federal 

department. 
The Dominion grant-in-aid for en attack on venoreal 

diseases (1920-31) is held up as one of the most (end one of the 



few) satisfactory examples ot a conditional subsidy. This sale 

experience in the public health field suggests that where specific 

conditions, fixed by protessional standards, can be leid down for 

a clearly defined obJect, where the sum involved can be determined 

in advance. and results can be measured with some exactness. the 

c~nditional subsidy may be a usetul instrument ~n attacking both 

general and special health problems. 

Particular attention is drawn to the unsatisfactory 

position ot the Indian wArds of thc Dominion, and it is thought 

that many ot their problems, such as tuberculosis, could be more 

efficiently handled by provincial health services. 

Beginning with a sketch of the history and present 

tendencies of public health legislation, which is steadily 

. toward preventive work, Dr. Grauer in Chapter II gives a general 

description ot public health services in Cane.de. In Chapter III 

he discusses their scope and adequacy under ten headings. Later 

parts of the study deal with gaps end overlapplng (Dr Grauer 

finds that gaps are much the more frequent). the cost of illness 

in Canada and the possibility of redUcing it, and the use of 

oonditiona~ grants-in-aid. An appendix (pages 82 to 126) desoribes 

in conSiderable detail ell the publio health services now given by 

the provinces and the Dominion. 

The first draft of this study was completed in August 

1938, and after having been circul~ted to the Dominion e.nd 

provincial governments for comment. was reVised where necessary 

and put in its present form in the spring of 1939~ 
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PUBLIC HEALTH 

Chapter I - History and Present Tendencies 

Organization for public health is a modern development. 

In Britain, where it grew first, the pioneers were social 

reformers rather than doctors or savants. John Howard, with 

his programma for the sanitation of prisons in 1774, was the 

first great figure. By the middle of the next century, Lord 

Ashley, the Earl of Shaftesbury, was wielding his weighty 

influence to protect the health of the industrial worker. MOst 

important of all, Edwin Chadwick, while secretary of the Poor 

Law Commission in 1838, was so impressed by the extent to which 

poverty was produced by sickness that he had an investigation 

'made of the relationship between environmental conditions and 

ill health. Chadwick's resulting "Report on the Sanitary 

Condition of the Labouring Population of Great Britain", 1842, 

had a world-wide influence and was responsible ~or the tunda­

mental steps towards clean water, sewerage and the eradication 

of filth. 

The latter quarter of the eentury saw a second type 

of public health measure, the protection of the public agaInst 

the spread of communicable diseases. This development had to 

await Pasteur's discovery of the microbic origi~ of disease 

(1870) and Koch's description of the tubercle bacillus, (1882). 

It was made all the more important by the intervening develop­

ment of the steam railway, the steamship and better roads, 

which greatly increased the danger of spread of infection. 

And both the microbic and sanitary approaches to public health 

became of crucial importance with the continued growth at 

large industrial cities and the highly complex social 

organization characteristic of mature industrial society. 
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As long as countries were domdnantly rural F urban centres 

small and the movement of population very restricted between 

either places or classes~ public health was not an essential 

service. But When the nineteenth cen~ saw the passing of 

all these conditions, public health became one of the fundamental 

servioes without Which the modern industrial state could not fUnoticn. 

So tar. the aima of public health could be adequately 

achioved through the use of the police power of the state. But 

it was one thing to enforce proper sanitary regulations and 

another to promote proper infant and maternal hygiene. This was 
: 

the problem that faced public authorities when emphasis began to 

shift from the negative role of preventing the spread of disease to 

tho positive role of developing healthy practices in the daily ~ife 

of the individual. The new attitude called for public oducation, 

primarily, 1n the field of communicabla diseases itself. The old 

scourges, like typhOid, had been brought fairly we~ under control 

by sanitary regulation and immunization. The most import~t 

diseases, remaining to be fought, such as tUberculosis and veneroal 

disease, were only eradicable by the educational method. Th1s 1s 

also true of publio health problems whose importance has since 

developed, 'such as cancer, heart disease and the promotion of 

mental hygiene. As a result there has been a marked stressing 

of the tield of "health education" and of such agencies as the 

public health nurse. 

This positive attitude of the modern movement for 

publio health has inevitably caused greater and greater emphasis 

on preventive medicine in a broad sense. The aim is not only 

to develop facilities for detocting illness in its earliest 

stages but also to scan criticnlly the material and social 

environment for possible bad effects upon the public health. 

In a sensa we are going buck to Chadwick's concern with environ­

mental conditions except that where he believed that people wero 

~oor bocause they were sick, we find inc~oasing evidence that 

they are also sick because they nre poor. Malnutrition, poor 
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and crowded housing. and overwork. especially on the part of 

the mother, are causes of illness beyond the limits of medicine 

in the accepted sense and link up the field of public health 

with the general field of welfare. Thus any steps - legisla­

tive, social or economic - that help do away with poverty •. 

are tundamental contributions to the field of public health~ 

The minimum wage and adequate housing may be as potent forces 
(1) 

for public health as vaccine. 

The modern broad view of the scope of public health 

with its inevitable concern with the health of all classes in 

the state has led in Europe to the general introduction of . 
compulsory health or sickness insurance for the wage-earning 

class, supplemented by other forms of social in~rance such 

as maternity allowances and invalidity pensions. But these 

developments have not been accepted in Canada and the United 

States. The economic organization of medicine in these two 

countries shows an empirical development unde~ various auspices -

governmental, lay, religious and professional. However, the 

facts of low and intermittent income, high-speed industry that 

raises the "old at forty" problem with its attendant health 

aspects, drought and "rural slums", have caused a great deal 

of discussion in Canada about the organization of health and 

medical services. Whatever may be done in other directions, 

an extension of the public health services could do a great 

deal to meet the se problems. The provision of free services 

for chronic and infectious diseases like tuberculosis and a 

growing interest in industrial hygiene are examples indicating 

that a trend to more Widely conceived public health services 

is already under way. 

(1) The effects of bad hou:~ing and. low wages' on health are 
discussed in Appendix ~ Housing by A. E. Grauer and 
Labour Legislatlon. Clapter 3, by A. E. Grauer. 
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Chapter 2 Governmental Organization for Public Health in canada. 

1. The Constitutional Allocation of Powers in the Field of 
Public Haol. th: 

In the light of historical background, it is obvious 

that the framers of the British North America Act in 1867 could 

have had no conception of the modern problems of public health, 

and it is not surprising, thorefore, to find meagre referenoe to 

the publio hoalth in that document. Tho only sp.ecifio delegations­

of responsibilities for health nere that the Dominion Parliament 

was given jurisdiction over "quarantine and the establishment and 

maintenance of marine hospitals" (Sec. 91, ss.ll}; and the 

provinces jurisdiction over lithe establishment, maintenance, and 

management of hospitals, asylums, charities, and eleemosynary 

-institutions in and for the provinces, other than marine hospitals":. . . ' 

(sec. 92, ss.7). In addition certain responsibilities for health 

flowed from other speoified powers as, for instance, those of the 

Dominion over Indians; militia, military and naval servioe; and 

the census of statistics. But the residuary power for public 

health has been generally accepted as being in the pronnces by 

virtue of provincial jurisdiotion over "property and oivil rights 

in the prov,i.nce" and "generally all matters of a merely local or 

pr1vate nature in the province". {secI/9Z, SSe 13 and l6} 0 

Several organizations and some of the provinces have 

argued that, as publio health was not mentioned specifically in 

seotions 91 and 92 of the British North America Act, several 

aspects of public health are a Dominion responsibility under its 

residuary power because they are no longer matters of "a merely 

local or private nature in the province". New Brunswick, for 

instc.nce, maintains that "Tho care and trea~ent of tuberclllosis, 

of cnncer, or leprosy, of venereal disease~, of other contagious 

and infeotious diseases, of mental hygiene, of the feeble minded 

and of the insane, and other similar matters are far reaching in 

their effects nnd have become of interest to the nntion •• o ~ 
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submission is that SQch services can be mare effectively carried 

on by the local administration of the Province but that the 

Province should have some fair adjustment mnde by the Dominion 

as compensation in respect of such expense so incurred". 

Since the early days in Canada when legislation was 

of a panic type, - hastily enncted wben epidemic raged or 

threatened~ only to be forgotten when the danger had passed.­

an impos1ng structure for the public health has slowly been 

bUilt. Most of this structure lies in the provincial-municipal 

field~ but all three levels of government participate. 

2. The Provincial-Municipal Organization for Public Health. 

Every province has a service specifically for tho 

public health, ~though in some provinces it is much more 

adequate than in others. It is perhaps impossible to get away 

from this unovenness ns long as some provinces arc much less 

populous and poorer than others. This situation is complicated 

by the drought on the prairies. Under favourable conditions tho 

Prairie Provinces are in a position to carry out an adequate 

programme of public health; but the variabili ty of their income 

is such that tneir problems may require spocial financial treatment. 

Five provinces, - Alberta, Saskatchewan, OntariO, 

Quebec, and ~ova scot~a, ~ have separate Departments of Health 

6r of PUblic Health. In British Columbia the v.ork is carried 

out under the Provincial Secretary, in Manitoba through the 
(2) 

Depnrtment of Public Health and Welfare, in New BrunsWick through 

the Dopartment of Health and Labour, and in Prince Edward Island 

through the Department of Education and Public He~ the Most ot the 
(2} There is some difference ot opinion as to whether a Department 
of Health or a Department of Heelth and Welfare best suits current 
needs. Those in favour of tho latter point out that in practice 
the fields of health and welfare are closely related and that the 
neoessary co-operation can be better obtained uhen the two services 
are under the jurisdiction of ono depnrtment~ The medical 
profession is, on the whole~ in favour of a sepernte department 
of health because, it says, the field of health is n distinat 
fiold nnd should be entirely under medical control up to the 
nnnister in cha~ge of the department. 



provinoes have a Provincial Board of Health, or an equivalent, 

to act in an advisory oapaoity, but in British Columbia and 

Alberta 1 t has a more posi t1 ve ro Ie wi th executive and admini stra tive 

powers. All the provinoial department~ ha.ve, of course, supervision 

over the municipal health organization. 

The local organization for publio health may be summarized 

as follows: 

British Columbia. 

Local boards of health, Which consist of the councils of 

cities, towns, villages and municipalities, are responsib~? for the 

local administration of the Health Aot and its regulations. An 

amendment to tho Health Act in 1936 (S.46) gaTe authority to two or 

more municipalitios and their respective school boards to establish 

~ union board of health which would take full responsibility for the 

administration of health functions delegated to municipalities and 

to school boards under the Health Aot and the School Act. This 

nmendment was particularly designed 10 permit the City of Vancouver 

and several neighbouring municipalities to collaborate in the 

establishment of the Greater Vancouver Metropolitan Health Area which 

was set up in 1936. The participating municipalities and schOol 

boards now include those of Vancouver, North Vancouver City and . . . 

District, Richmond nnd the University of B.C. District. consequentlr~ 

the greator part of tho Vancouver Metropolitan.Area is now under a 

unified system of public hea;l th adm.inistration. This scheme is 

made possible by grants from the Rookefeller F~undation for a limited 

period and from the provincial Board of Health. For a number of' 

years the provincial board of health has encouraged tbe establishment 

of full-timet haalth units and has obtained support from the 

Rockefellor Foundation for several of these. There nre ful~-t~me 

services in tho three rural districts of Saanich, Peace Rivar and 

Kclowna , but there is as yat no full-time doctor in charge of the 

Matsqui-Sumas-AbbotsfOrd area. Victoria h~s a fUll-time health 

officer J but othorwi se, health om cers throughout the province 
servo on n part-time basis. 
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certain specialized services Which were originally the 

responsibility of the local authorities under the broad provisions 

of the Health Act have now been taken over for all admdnistrative 

purposes by the provinoial government. These are notably 

tuberculosis control, venereal disease control and laboratory 

service, each perfor.med by a division of the provinoia1Board 

of Health. While there is a general obligat1on upon the 100a1 

Board of Health to take measures to deal with tuberculosis and 

venereal disease and to provide laboratory service if neoessary, 

the fact that this work is actually done by divisions of the 

provincial Board of Health means that the local boards make 

little or no provision for tuberculosis, venereal disease and 

laboratory service. 

Neither the provincial Board o~ Health nor the local 

Boards of Health have anything to do with the admdnistration of 

mental hospitals (inoluding psychiatric clinios), grants to and 

supervision of general hospitals or institutions for the 

chronically ill, ~ich are separate branches of the Department 

of the Provinoial Secretary. 

The provincial Board of Health, ~ich is the Cabinet 

and Which in praotioe, therefore, works through the responstble 

minister, the Provincial Secretary, has full responsibility for 

health work in unorganized territory, administers certain services 

like tuberoulosis control directly, and supervises the work of 

tho 100al boards of health. 

Alberta: 

The local boards of health nre oreated under the 

Fublio Health Aot and nre responsible far the enforoement o~ 

health laWs and regulations in their respeotive munioipa1ities. 
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!he Provincial Board of Health is granted wide powers of supervi­

sion over the local boards. Edmonton and Calgar7 have full-time 

health services. There are two rural health districts with full­

time staff that serve grouped rural municipalit1es and the towns 

and villages within their boundaries. All the remaining munici­

palIties have part-time medical officers of health but in most 

only obligatory duties are performed. The Minister of Health 

is given power to declare any area a full-time rural health district. 

Under the Municipal Hospitals Act, a group of municipalities may 

combine to provide themselves with hospital facilities. 

§ASKATCHEWAN 

The Council of each municipality is the Local Board of 

Health; 1n cities a committee of Council may be chosen. Each 

municipality must appoint a medical officer of health. The 

Minister of Public Health may pr_epare a scheme for organizing a 

number of adJacent municipalities into health districts suitably 

staffed. SUch schemes must be approved by the ~unicipal councils 

concerned. Under the Public Health Act. the Health Services 

Board is empowered to approve contracts made by municipal councils 

for medIcal, surgical, hospital, dental and nursing services and 

to supervise_ such schemes. 

The provincial-municipal organization for public 

health 1n Saskatchewan warrants fuller treatment because of 

its particular development to meet the problems at a dominantly 

agricultural economy and thinly settled area. (3) From the 

first, sparsely settled wheat growing areas faced a 

difficult problem in supplying themselves with adequate medical 

and health services. In 1916, the Province recognized this situation 

and passed le~islation which allowed a municipality to subsidi~G a 

(3) Fo~ a full treatment o~ this question in its broader setting 
see G.E. Britnell's excellent study, The Wheat Economy; A study 
of the Economic and Social Development of Saskatchewan. published 
by the University of Toronto Press. 



-8-

dootor or nurse or both to attract them to the municipality. 

This devioe proved helpful to a number at municipalities and in 

1919 rural municipalities were further empowered to employ a doctor 

full time at a maximum salary of ~5,OOO. Even this system, however. 

did-not meet the needs of many less prosperous rural districts that 

oould not attraat a private doctor and were too poor to develop a 

municipal plan. The establishment of a full-time health unit by the 

Department of Health in cooperation with the Rockefeller Foundation 

in 1929, with headquarters at Gravelbourg, marked a further effort 

to meet the health problems of rural areas. Several rural munici­

palities and villages and one town were combined for health pur­

poses comprising a total population of22,OOO of which more than 

80% was rural. By this arrangement the whole area was able to 

obtain the full-time services of a medical health officer, a 

sanitary officer. a public health nurse and a secretary-technician. 

The cost of about $14,000 was shared equally by the province an~ 

by the areas comprising the uJt~. 
The legislation of 1916 also allowed two or more 

municipalities to cooperate to organize and operate a union 

~unicipal ~ospital. This was found necessary because of the 

great distance separating many communities from hospital facilities. 

Some twenty-two union hospitals have since been built, usually 

financed by debenture issues. Expenses of operation are covered 

by the maintenance grant of fifty cents par patient per day paid 

by the Provincial government to all hospitals meeting certain 

requirements. by fees and by taxation. There is a good deal of 

variation in the extent to which hospital charges are met from 

local taxation or from fees charged to individual patients but in 

all casas the oooperating municipalities must make up any deficits. 

0f.ij The health unit idea is. of course, not peculiar to 
Saskatchewan and is fully in accord with current principles of 
public health. It has seen its most extensive development in 
Canada in the Province of Quebec, where, however, a greater density 
of population makes the problem of organization and operation a ~ 
rather different one. 
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Saskatchewan has for some yoars granted maternity 

allowances, which again reflects the fact that many families have 

very lIttle cash income. 

The two-fold impact of the depression and the drought 

made the problem of providing health services all the more 

complicated. The municipal doctor plan was extended because the 

private doctor in the drought area saw his income practically 

disappear. (5) Over a hundred other rural municipalities 

give grants to physicians. Many rural municipalities, however. 

are in such a bad financial condition that they cannot afford 

to employ a doctor with the result that several doctors have 

had to leave their communities. The Gravelbourg health unit, 

situated in the centre of the drought area, ceased operation in 

1932. DespIte the increased need, provincial services such as 

were supplied by the Public Health Nursing Division had t~ be 

curtailed. 

The inability of many rural districts to obtain 

ordinary health facilities even in good times plus the difficulties 

encoUntered over a much wider area during the depression has built 

up a strong -sentiment for a system of state medicine for the whole 

rural population, a sentiment expressed by farmers' organizations, 

municipal associations and medical men.(6) This would be an 

extension of steps towards state medicine already called forth by 

Saskatchewan conditions, such as the municipal doctor and the 

union hospital. 
(6) According to the S~bmission of the Government of Saskatchewan 

(p.281) " ••• 78 municipalities either wholly or in part, are contained 
in 76 municipal physician schemes. These schemes serve a popula-
tion of 153,354 or 26 per cent of the 650,690 people residing in 
rural municipalities and local improvement districts. In addition. 
42 villages have made similar provision as well as 2 towns". 

(6) See the SUbmission of the Government of Saskatchewan. pp.28l-
283. This submission appears to proposa a scheme of National Health 
Insurance to take the place of the Saskatchewan system ast des­
cribed. However, it should be noted that health insurance is not 
state medicine and that a national scheme of health insurance, 
affecting chiefly industrial and uranworkers, would bo complementary 
to rural state medicine rather than a substitute for it. 
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MANITOBA 

The Minister of Health and Welfare may, on the advice 

of the Provincial Board of Health, divide the Province into 

health districts and may appoint for each district a district 

health officer, public health nurses and sanitary inspectors. 

At the present time there are four health districts in Manitoba 

with full-time staff: City of Winnipeg, st. Boniface, st. Jnmes­

st. Vital and Brandon. Each municipality not a port of a ful1-

time health district must appoi~t a medical health officer whose 

duty it is to enforce the Public Health Act, its regulations, 

and any health by-lows. There are no local boards of health, 

except where full-time health districts have been created. 
Municipal doctors are 81lowed but are not numerous. 
ONTARIO 

Every municipality (not including countios) must have 

a local Board of Health. In health units (combined municipalities 

or counties) local boards are to be appointed ~der special 

provisions. Such boards shall "superintend and see to" the 

carrying out of the Public Health Act, its regulations and health 

by-laws. Every municipality must appoint a Medical Officer of 

Health who 'may or may not, as agreed, act as medical attendant 

for the indigent in his municipality. The local board may. by 

agreement with school boards,provide medical and dental inspect­

ion for school children. In addition to local services provided 

by the Provincial government» including the Eastern Counties 

Health Unit, there are ten cities which hove full-time services. 

The remaining municipalities (approximately nine hundred) have 

part-time health officers. 

No cOQnties have as yet taken advantage of the statutory 

prOVision made in 1934 for the est9hl1.~h!I19nt of county health units. 

A government subsidy jg pl~vj~ed for, but the extent of such aid 

is not defined. A demonstration unit covering four counties known 

as the Eastern Counties Health unit has been set up for a period 



-11-

of five years (it is now in its fourth). Funds are be1ng 

supplied by the Department of Health of Ontario and the 

International Health Division of the Rockefeller Foundation. 

Q.UEBEC: 

The Health Act declared existing local boards of 

health to be Looal Boards of Health under the Act; and where 

nona had existed previously the municipal oouncil became the 

looal board of health. Joint boards are permitted. Municipalities 

with over five thousand inhabitants, when not part of a county 

health unit, must organize and maintain a health service directed 

by a physiCian appointed by the Lieutenant-Governor,'Iin-Council 

on the reoommendation of the municipal council. The Lieutenant­

Governor-in-Council may make an appointment, after due notice, 

where the counoil fails to make a recommendation. The Local 

Board of Health is an advisory body to tho, municipal council. It 

may directly enforce the Act and regulations, but this power is 

subject to veto by the council. However, an executive officer 

must be appOinted to enforce the "decisions of the sanitary 

authori ty". 

Under the Health Units Act of 1925, the existing 

units were deolared permanent and the Lieutenant-Governor-in 

Council was given power to create others as he deemed expedient. 

Distriots inoluded must pay annually to the Provincial Treasury 

li cents per $100.00 of taxable value of property therein. Such 

units are under the direotion and control of the Deputy Minister. 

The Medical Officers of Health are appointed by the Lieutenant­

Governor-in-Council, other employees under the Outside Service 

Act. 

Full-time health services are provided by the munici­

palities in Montreal, Quebec and a few other cities. The popula­

tion of the rest of the province is served either by health units 

or through a district health organization, paid by and responsible 

to the Provincial Department. Thero are now thirty-six full-time 

health units, onch staffed by a health officer holding a degree 
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in publio health. three to five pub1io' health nurses, one 

sanitary inspector and one secretary. 

Those parts of the Provinoe not served as already 

desoribed are divided into health districts whioh make no 

finanoial oontribution for health to the Province and, therefore, 

receive only such supervision as may be given by an unassisted 

health offioer who, however, must hold speoial qualifioations 

and be a fUll-time employee. 

In any disoussion of the organization for health in 

Quebec, it should be remembered that the Church also plays an 

important role. The activities of the Churoh are discussed 

in Professor Minville's study of the sooial servioes of Quebeo. 

NEW BRUNSWICK: 

The Minister of Health and Labour, subJec~ to approval, 

may deSignate any area a health district, and shall appoint a 

Distriot Medical Officer who must devote his whole time to the 

duty. Tbe Provinoe is now divided into ten health distriots. 

Eight of the ten District Medical Health Offioers hold diplomas 

in publio health and six hays also reoeived~speoial training 

in tuberoulosis work. They oonduot tuberoulosis control, 

school hygiene and oommunioable disease oontrol. Nominally, 

they are responsib}e for food and milk oontrol, but untrained 

part-time sanitary inspectors are imm~diately responsible. The 

salaries and expenses of the Distriot Medioal Officers are 

paid by the Provinoial Department of Health. 

Sub-health distriots may be oreated at the Minister's 

d1soretion and sixteen have been formed. Each sub-distriot 

has its own staff. In the cities, - Saint dohn, Moncton and 

FrederIcton, - the staff of the sub-distriots oonsists of a 

seoretary, sanitary inspector and other food inspectors, a~l 

of whom are full-time officers. In the rural sub-districts, 

most of the staff are part~tlme. In these areas provision is made 

tor boards of health. Munioipal Councils must provide the funds ,. 

required by the sub-district'boards for the performanoe of 
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their duties, namely, enforcement of ~he Health Act and r~lated 

,acts. and regulations under them. 

NOVA SCOTIA: 

County Boards of Health may be oreated by the 

Lieutenant-Governor-in-Council, subject to recommendation of 

the municipalities, but with one exception, local authorities 

have not taken advan~ge of this permissive legislation. 

Municipalities, not part of a county scheme, must have local 

boards of health to enforce the provisions of the act through a 

Medical Health Officer. Sanitary inspectors must also be 

appointed. No part of the cost of local boards of health is met 

by the Provincial government. 

The Province may be divided into health districts by 

tho Lieutenant-Governor-in-Council and he may appoin~ Divisionsl 

Medical Health Officers. The Deputy, as Provincial Health 

Officer, may exerciso the powers and authorities of any loca~ 

board or medical health officer. Subject to approval, he may 

appoint public health nurses. 

Existing local services for public health are made 

up of those provided by the cities of Hali~ax and Sydney~ 

two Divisional Health Officers, and a full-time county health 

service. Elsewhere, the service is provided by part-time medical 

of~icers and sanitary inspectors. 

An Experimental Health Unit is now being established 

in four counties by the Department of Public Health with the 

purpose of determining if the unit system is the one best 

adapted ·to the health needs of the Province. 

~INCE EDWARD ISLAND: 

The City of Charlottetown constitutes one health unit; 

elsewhere school dihtricts are declared to be health districts 

and the school trustees constitute tho local board of health. 

Power is given to local boards to make regulations affecting 

their own districts and they must enforce all health laws and 

regulations. None of the health districts has a full-time servioe. 
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3. The Dominion Organization For Public Health: 

(7) 
in 1919. 

Tho Dominion Department of Health was established 

By this time a growing population. increasing and 

more rapid facilities for travelling, the stimulus of the 

Great War and a feeling that provincial health services needed 

co-ordination, all helped create a sentiment for a natIonal 

service for publio health. 

Section 4 (a) of the Health Aot speoifies -

"Co-operation with the provincial, territorial, 
and other health authorities with a view to the 00-
ordination of the efforts proposed or made for pre­
serving and improving the publio health, the oonserva­
tion of ohild life and the promotion of child welf~ren. 

Eut Seotion 7 makes it clear that no idoa of giving Dominion 

health officers Jurisdiction over provinoial or munioipal Boards 

of Health was intended. The machinery for co-ordination was 

set up in Section 6 of the Act whioh created a -

"Dominion Council of Health, oonsisting of the 
Deputy Minister of Health, who shall be Chairman, 
the chief executive offioer of the Provinoial Department 
or Board of Health of each Provinoe, and such other 
persons, not to exceed five in number, as may be 
appointed by the Governor-in-Council,'who shall hold 
office for three years. The Dominion Council shall 
meet at such times and places as tho Minister may 
direct, and shall be charged with such duties and 
powers in respeot to this Act as the Governor-in-Council 
may prescribe". 

Certain existing Dominion health services were bro~ht 

together under the new Department and it was made responsible 

for the inspection and medical oare of immigrants and seamen 

and the administration of marine hospitals; the superviSion, 

as regards public health, of railways, boats, ships and all 

other methods of transportation; the supervision of federal 

public buildings and offices, with a view to cons~rving 

and promoting the health of the Qivil servants and other 

government employees therein; enforcement of rules and 

regulations oonoerning boundary waters, so far as they 

(7) With the enactment o£ the Department of Pensions and 
National Health Aot in 1928, the Department ceased to exist 
as a separate Department but most of its functions oontinued. 
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oonoern publio health; the administration of the Food and Drugs 

Aot, the Opium and N~rootio Drug Aot, the Quarantine Aot, the 

Publio Works Aot, the Leprosy Aot and the Proprietary or patent 

Medioine Aot. 

Bew branohes were oreated to deal with venereal disease 

oontrol, child welfare, publicity and statistics, ~nd housing; 

and later laboratory and hygiene, ~nd public health engineering 

were added. Publioity and statistios, housing. venereal disease 

oontrol and ohild welfare were subsequently disoontinued on the 

grounds of economy. but the Division of Ohild and lmternal Hygiene 

has again been recreated, a step warranted by the rather high rate 

of maternal mortality in Canada. Reoently too, Divisions of 

Epidemiology and Industrial Hygiene have been formed and arrange­

ments have been made for the establishment of a Division of 

Publioity. 

The venereal disease programme was signifioant because 

it gave conditional grants to the provinces, the conditions being; 

first, the provision of equivalent sums by th~ provinoes; seoond, 

a provinoial programme satisfaotory to the Dominion Department. 

The soheme went a good way towards its obJeotive of a national 

co-ordinated programme to eradicate venereal disease as far as 

possible, but the Dominion government grant terminated in 1932. 

Other departments of the Dominion government are also 

concerned with the publio health. The Department of Agriculture 

carries out health activities such as the inspection of meat and 

the control of oommunicable disease among domestio animals; and 

the Department of Fisheries looks after certain minor health 

matters. The Department of Mines and Resources has quite 

important health funotions, chiefly supervision of the health 

of Indians and sanitation on reserves, supervision of the health 

of Eskimos, assistanoe to hospitals for the care of Indians and 

Eskimos, and town planning and sanitation within the National 

Parks. 

To round out the pioture, mention should be made of 
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national voluntary health agenoies in receipt of govcrnm&nt 

grants. These are the canadian Tuberculosis Assooiation, the 

st. John Ambulance Association, the canadian Dental Hygiene 

Council, the Victorian Order of Nurses, the Canadian Red Cross 

Sooiety. the Canadian Welfare Oounoil, the Canadian National 
• Institute for the Blind and other organizations for the blind, 

the Health League of Canada, and the canadian National Committee 

for Mental Hygiene. These organizations have done a great 

service in instigating and promoting interest in various impor­

tant problems 'of public health. One of their great assets is 

that they feel much freer than governmental departments to 

organize a definite oampaign of publicity and eduoation to 

aohieve health objectives. 
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Chapter 3 - The Scope and Adequaoy of Existing Services 
for Public Health. 

Within the framework of this Dominion-Provincial­

Municipal organization, What public health services are being 

offered and how adequate are they? In answering these 

questions we shall review the canadian services under the 

classifications commonly aocepted for standard public health 

services. The purely descriptive parts of this review will be 

found in Appendix I. 

A. Vital Statistics. 

Although vital statistics as suoh are very good 

in Canada chiefly through the woIk of the Dominion Bureau of' 

Statistics and the co~opera~ion of the prOvinces, statistics of 

public health in a broad sense are inadequate. The main weak­

ness lies in municipal statistics. Most provinces have not been 

very alert in obta1ning information from the municipalities. 

On the side of' costs an almost insuperable difficulty at the 

present time is that the municipal.ities hawnot had a uniform 

system of ciassifying their accounts. It would be desirable to 

bring about' a common acoounting system at the earliest possible 

time because until there is certainty about the basic statistics, 

policy will always be in part a matter of guesswork. 

Table I, shows the total and per capita expenditures 

on vital sta~1stics in the provillces for the year 1936-37. 
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Table I. 

Expenditures on Vital Statist1cs 1n 
The Prov1nces, 1936-37. (a) 

Total 
E!l2enditures Per 

British Columbia $ 23,000 

Alberta 18,900 

Saskatchewan 19,900 

Manitoba 11,000 

Ontario 53,000 

Q.uebec 31,000 

New Brunswick 3,400 

Nova Scot1a 12,000 

Prince Edward Island 355 

Total $ 172,555 

CaEita 

.031 

.025 

.021 

.015 

.015 

.01 

.0077 

.022 

.0066 

.0156 

(a} Based on reports or the provincial departments concerned. 

B. Control of Communicable Disease. 

Two communicable diseases, venereal disease and tuber­

CUl09is, are so important as to warrant separate treatment. Generally 

speaking, organization for the control of other cammunicab1e diseases 

is adequate-in Canada, but diseases like measles and inrantile 

paralysis have not yet been brought under control even to the extent 

that modern technical knowledge permits. Perhaps the chief weak­

ness in the control of communicable disease is the ract that local 

health services are often inadequately staffed and the personnel 

unqualified. 

(i) Tubercolosis 

Tuberculosis is an unusually costly infectious disease 

because it requires treatment in a sanatorium for at least a year 

and the average amount of time lost is about two years. It haa 

a disastrous effect upon the family where the wage earner is 

affected and it is precisely during the wage-earning years that 
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tuberoulosis strikes most often. If the worker continues working 

because he feels he oannot afford to take off the long period 

necessary tor treatment his early death will leave his family public 

charges. It he goes into a sanatorium his family will probably be 

public charges in the meantime. Obviously the latter course is 

both desirable socially and cheaper for the state in the long run, 

but even more desirable is the availability of widespread faoilities 

for diagnosis because it the disease is caught in its earliest 

stages both the length of treatment and the eventual effect on the 

physique of the patient and therefore on h1s employability can be 

greatly reduced. A full programme of tuberculosis control including . 
prevent10n, although necessitating higher outlays for the present, 

will therefore effect definite and immediate savings of both a 

social a~d monetary nature. 

A striking feature of tuberculosis in Canada is the high 

rate in Quebec and the Maritimes, with Quebec having the highest 

rate of any province. Of the total deaths trom tuberculosis in Canad~ 

exclusive of Indians, 62% occur in these two areas, which contain 

about 37% of the population. Statistics given fn Table 2, (which 

cover both provincial and municipal expenditures) would seem to show 

that the rate 1s high in Quebec partly because less money per capita 

is being spe~t on diagnosis, treatment and preventive work. New 

Brunswick and Nova Scotia, however, compare favourably with the other 

provinces in their total per capita expenditures. This statement is 

equally true when provinCial expenditures alone are taken (Table 4). 

The chief difficulty in these two provinces seems to be the prevalence 

of low incomes in certain districts. In New Brunswick for instance, 

where the cost ot tuberculosis is shared about equally by the province 

and the municipalities, the rate of tuberculosis is except10nally 

high in the poor northern and eastern municipalities. The death 

rate per one hundred thousand ot population in selected counties for 

1935-37 ran as follows: 

lrS) TubercUlosis caus~d the death of 6,763 Canadians in 1936, of 
whom 748 were Indians. It was the first cause of death for the age 
group from 15 to 45 years. 



PRn~CE E1JlNARD ISLAND 

NOVA OOOTIA 

NEVI BRUNSWICK 

q,UEBEC 

ONTARIO 

MANITOBA 

S.ASKATCHE'N.AN 

ALBERTA 

BRITISH C OLUMBL.\ 

Cl.l.N'lJl.\ 

TABLE 2 
(a) 

STATISTICS REGARDTI-m TUBERCULOSIS CONTROL nr CAnADA, 1936 - 37 

Rate of deaths Per Capita 
per 100,000 Ratio of Beds Expenditure lJothers' JU10wances for 
120Eu1ation per death (b) on treatment cases of tuberculosis(d) 

White Indian Total and prevention(c) 

65 429 66 .98 39¢ No allowances. 

89 319 90 1.11 74 $21,600 

80 534 82 1.13 73 lIo allowances! 

92 319 93 .6 42 (Estima. te ) No allowances. 

33 362 36 2.41 65 $495,635 

37 1,040 59 1.6 72 $ 62,219 

22 485 30 2.53 77 No figures available. 

29 1,036 49 .86 55 No figm-es available. 

52 752 75 1.36 95 $ 44,190 

55 631 61 1.25 

Ca) Chiefly from the Memorandum submitted by the Canadian Tuberculosis ~ssociation to the Royal Commission on Dominion­
Provinci~l Relations.For 1937-38, the per capita expenditures of Nova Scot~ (84¢) and New Brunswick {77¢} increased 
markedly. ~ 

-

I 
t'I) 
0 
I 

(b) The desirable ratio of beds per annual death is 2 to 2.5: 1. . 
(c) Includes both Provincial and Municipal expenditures, private donations and receipts from paying patients. 
Cd) iloll the provinces but Q,uebec, New Brunswick and Prince Edward Island have mothers' allowances. They are granted, among 
others, to wives whose husbands have died from or (in some cases) are disabled by tuberculosis, for t~e 
bringing up of dependent children. ~uebec announced the introduction of mothers' allowances in 1938. 
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Kent - 1.64 
Gloucester - 132 
Fredericton - 71. 
Charlotte 71 
~ueen's 34 
King's 29 

The poorest municipalities, therefore. have by far the highest 

rates for tuberculosis; but they find it impossible to pay for all 

the cases that should be receiTing treatment, and as a result they 

continue to have high rates. Thus the root of the trouble is 

poverty. The rate is low in the well-to-do counties of the St. 

John River Valley, unusually high in the poverty stricken counties 

of the north and east. A similar si tuation exists in Nova Scotia. 

This condition VQuld be overcome if the provinces paid the whole cost 

as in OntariO, but they do not 1'eel able to carry additional 

financial burdens. The Canadian TUberoulosis Association suggests 

grants-in-aid to the provinces with the highest rates of tuberculosis. 

especially, as in Nova Scotia and New BrunSwick, mere they are. al..­

ready spending as much per capita as the provinces with a low rate. 

~ble 3 discloses another aspect of the si tuat1on~ It shows that 

the length of time elapsing between diagnosis and admission to 

sanatoria is much longer in the Maritimes than in the western pro­

Vinoes. All the sanatoria in the Mari times have waiting 1ists, 

This condition has resolved itself into a vioious oircle because 

the more advanced cases are the first to be admitted When space is 

needed and they are the ones that require longest treatment. Con­

sequently insUfficient bed accommodation is complicated by a slow· 

rate of turnover, and in the meantime the m1nima1 cases may not be 

receiving adequate attention and tend to become 1'ar advanced. 

An entire1y free service has been introduced by three 

provinces. Alberta, Saskatchewan and now Ontario provide tree ser­

Vice on the grounds that the number of paying patients a1ways 

was 1nsigniticant. Free service is the greatest possible incentive 

tor people to take treatment and thus allows the province to make 

1ndirect saVings through such 1'aotors as the smaller spread 

Of infection. In saskatchewan, before the free service was 



TAB L,E 3. 

TIME ELAPSED BET'iiEEN DIAGNOSIS FOR TUBERCULOSIS 
AND ADMISSION TO SANATORIA, 1936 (Q' 

Prince 
Edward Nova New 

Canada Island Scotia Brunswick'Quebec Ontario Manitoba Saskatchew'an Alberta 
• 

Admitted within one month ot 3.118 8 144 121 834 1,181 308 359 163 
diagnosis 62.3 28.6 42.2 45.1 52.2 67.8 74.0 86.1 80.7 

Admitted trom one to three 865 7 89 65 331 272 47 34 20 
months atter diagnosis 17.3 25.0 26.1 24.2 20.8 15.6 11.3 8.2 9.9 

Admitted trom three to six 326 4 37' 33 133 90 16 7 6 
months atter diagnosis 6.5 14.3 11..1 12.3 8,4 5.2 3.8 1.7 3.0 

I 

Admitted trom six to twelve 215 5 28 17 83 58 16 3 5 N 
,N 

months atter diagnosis 4.3 17.8 8.2 6.3 5.2 3.3 3.7 0.7 2.5 I 

Admitted more than one year 478 4 43 32 208 140 29 14 8 
atter diagnosis 9.6 14.3 12.6 11.9 13.1 8.0 6.9 3.4 4.0 

(a:) From a survey made by the Canadian Tuberculosis Association. 
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introduced, only about 2.5% of the patients treated were paying 

patients; and in a we~lthy province like Ontario only about 5%. 
It is apparent from Table 2 that in most provinces 

some capi~al outlay tor greater bed accommodation is necessary 

if control is to be effeotively exercised. Saskatchewan and 

Ontario are the only provinces ,tbat meet ordinarily accepted 

standards at the preBent time. There is some evidence, however, 

that sound organization and the extension of ou~atient facilities 

make it possible to deal effectively with the tuberculosis problem 

with a smaller number of beds than the standard ratios postulate. 

This seems to be the experience of British Columbia where a thorough­

going reorganization of tuberculosiS control under competent leader­

ship has taken place during the past few years. Tuberculosis officirus 

in that province believe that in spite of the low bed ratio (at 

p'resent about 1.4:1) they have practically enough beds. Although 

the ratio of known cases to deaths in B.C. is one of the highest in 

North America, 9 to 1, there were a few vacancies in institutions 

during 1938. The acute pressure upon beds that was prevalent in B.C. 

a few years ago has been relieved by greatly improved organization to 

deal with tuberculosis through the central control and unification of 

all facilities under the Division of Tuberculosis Control. central 

control of all admissions and discharges, use of a province-wide 

corps of social workers, establishment of stationary and travelling 

clinics to cover the'whole province, prompt hospitalization of 

minimal cases, use of foster homes, etc., have made possible much 

faster olearance of patients and greatly increased bed turnover. 

If the experience of British Columbia could be repeated elsewhere, 

this would represent a more economical method of attacking the problem 

than building bed accommodation up to the standard requirements. 

A most important aspect of the tuberculosis situation in 

Canada is the problem of control among the Indians. This problem is 

of special concern to the four western provinces and Ontario, where 

most of the Indian population is concentrated. The Indians are the 

responsibility of t~e Dominion Parliament under the British North 
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America Act and their affa1rs are administered by the Department 

ot Mines and Resources. The Dominion government has never given 

the Indian the same facilities for diagnosis and treatment as the 

provinces have given the white population. The death rate for 

Indians from tuberculosis is twelve times that ot the white populat1o~ 

This is a matter of concern to the white as well as to the Indian 

beoause infeot1on is spread from the Indian reserves. The most 

ette~tive and least costly way of handling th1s problem is to make 

arrangements with Ontario and the tour western provinces to include 

the Ind1an within their very efficient programmes of tUberculosis 

control. This solution, which of course necessitates some monetary 

adjustment, has already been experimantad with and should be made 

a.permanent arrangement with all the provinces. 

Table 4 gives the expenditures of provincial governments 

an tuberculosis over a period of years. In Nova Scotia and 

New Brunswick, the depression caused a slight decrease in expendi­

tures; while in Alberta and British Columbia a decrease was rollowed 

by a sharp increase when the value of preventive work became more 

elearly realized, The ~organ1~ed attack on tuberoulosis in British 

Columbia is already showi~g results. The known tuberculosis cases 

1n January 1936, were more th~n twice what they were previously; 

and the "tar advanced" eases admitted to institutions by March 1937 

were on11 35% of the total number of new patients compared with 75% . . 
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EXPENDITURES ON 'l'lJBERCULOSIS BY PROVmCIAL GOVERNMENTS OVER 
A PERIOD OF YEARS (a) 

As at fiscal lear ending nearest to 31st December iThousands of DOllars} 

1913 1926 1929 1931 1933 1935 1936 
PRINCE EDWARD ISLAND 

Grants to Provincial Sanatorium 8 18 18 18 

2~ Cap~ta Egenditure 9~ 20~ 20~ ~~¢ 

NOVA OOOTIA 
Sanatoria 85 156 188 169 158 130 

Per Capita Expenditure 16¢ 30st 36¢ 32¢ 30¢ 24st 

NEW BRUNSWICK 
Sanatoria 11 36 57 77 57 75 63 
Tre a tmen t of patient s in hospitals 9 52 72 66 77 79 
Prevention (excluding Sanatoria) 4 12 13 10 I 

N 
~ 

Total 11 49 121 162 133 152 142 I 

P.,:r Ca]2ita Expenditure 3~ 13~ 30~ 40~ 31~ 35~ 33~ 

Q,UEBEC 
Sanatoria (b) 119 137 266 365 395 462 
Prevention (excluding Sanatoria) 11 115 90 75 60 59 60 

Total 11 234 227 341 425 454 522 

Per Ca]2ita EX,Eendit\lTe --- i~ 9¢ 8¢ 12~ 14~ 15~ 17~ ---- ----
ONT .. UUO 
Prevention (excluding Sanatoria) 10 35 47 
Grants 73 382 468 585 482 965 838 

Total ---2..3 382 468 585 492 1 1 000 885 
Per Cap'i ta EXEendi ture 3~ 12~ 14~ 17~ • 14~ 27~ 26~ 

(a) Based on the public Acc ounts Inquiry of the Royal Commission on Dominion-Provincial Relations. 
(b) Not available. 



T;.BLE 4 (Cont'd) 

EXPENDITURES ON TUBERCULOSIS BY PROVINCL'U. GOVERNMENTS 
OVER ;1. PERIOD OF YEl~S 
Thousands of Dollars 

l ... s at fiscal lear endiEg nearest to 31st December 

1913 1926 1929 1931 1933 1935 1936 

W~ITOB;!' 
Sanatoria 13b 143 95 132 133 149 

Per CaEita Expenditure 20~ 21~ 14~ 18~ 18~ 21~ 

SASKATCHEW.AN 
Grants to Sanatoria 187 214 293 286 277 282 

Per Capita Expenditure 23~ 24~ 32~ 30~ 30~ 30~ 

ALBERTA 
I Sanatoria 105 124 100 83 103 238 ~ 

(J1 

Per Capita EXEenditure 
(c) 

17£ 18~ 13~ 11~ 13~ 30~ 

BRITISH COLUMBIA 
Sanatoria, Grants to Hospitals & Prevention 287 398 339 278 327 375 

Per Capita Expenditure 47¢ 60¢ 49¢ 39% 45¢ 50y! 

TOTAL l~L PROVINCES 95 1,459 1,851 2,111 2,016 2,622 2,741 

Per Capita 1i~ 15~ 18~ 20¢ 19~ 24~ 25 It 

(c) During the years 1935 and 1936 a provincial program of reorganization was in process and the figures reported in the 
public accounts for British Columbia do not tell the full story. The figures used in this table were supplied by the 
Department of the Provincial Secretary and are complete. 

• 
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before the oampa1gn was oommenoed. These figures are illustrative 

of the preventive results Of a well organized prograame of 

tuberoulosis control. 

(ii) Venereal Disease 

Venereal disease otten has end results like general 

paralysis or the insane which require the institutionalization of 

the person affected. Dr. Thomas Farran, Surgeon General of the 

Public Health Service of the UnIted States estimates that every 

year $31,400,000 1s spent in that country for the care of the 

syphilitic insane and another $10,000,000 for the care ot the 

syphilitic blind. This does not include the cost of the care of 

the 40,000 who die annually at syphilitic cardiac condltiQn, nor 

the cost of the 160,000 who are treated annually for the syphilitic 

heart disease; nor the half million new cases of syphilis reporting 

tor treatment each year. Syphilis afflicts 60,000 new born infants 

yearly. It is the largest cause of still birth and is the reason 

for the death of many infants in the first week of life. Similar 

statistios do not exist for Canada but there is no doubt that a 

serious situation exists here too. Consequently a complete 

programme of venereal disease control by detecting the disease in 

its early stages and by educating the general public, willf ever 

a period of years effect direct governmental savings in institu­

tional and hospital costs, in mothers' allowances, old age pensions 

and poor telief. 

Other countries have had great success with energetio 

programmes for the control of venereal disease. In Sweden for 
• 

instance, for everyone hundred thousand of population there are 

annually only seven new cases of syphilis. In Denmark there are 20; 

in Great Britain 47; and in the United States 796. In every country 

the programme has been nationally directed and partly financed by the 

cen tral government. 

The remarkable results in Sweden were obtained after 
national legislation was introduced in 1918 to combat venereal 
disease. Some of the fundamental principles of the existing Act 
are, first, free medical treatment for all persons suffering from 
venereal disease. In the cities such treatment is given in clinics 
staffed with specially trained doctors; elsewhere, it 1s given by 

• 
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practising physicians. The state pays the medical practitioners 

for their services and defrays the cost of necessary medicines, 

etc. Any other costs are paid by local authorities. Second, 

compulsory powers are provided to force venereal1y infected 

persons to tollow the doctor's orders. Third, state aid is given 

for a national programme of education about venereal diseases. 

Fourth, changes in the Penal C~de make the transmission of 

venereal diseases subject to a minimum pena1ty of fifty kroner 

and a maximum of two years' hard labour. 

In the United States the LaFollette-Bu1wink1e Bill was 

recently passed by Congress to bring about a thoroughgoing 

programme for the control of venereal disease. By this Act the 

federal government appropriated $3,000,000 for 1938-39j $6,000,000 

for 1939-40; $12,000,000 for 1940-41; and $25,000,000 for each of 

the ten fiscal years thereafter. The Durgeon General is empowered 

to allot these sums to the several states upon the basis of, (1) 

the population, (2) the extent of the venereal disease problem 

and (3) the financial means of the respective states. A Federal 

Division of Venereal Diseases is established in the Bureau of the 

Public Health Service and provisicn is made for a full programme 

of research, publicity and education. 

In Canada, statistics in this field are incomplete 

because an indeterminate number of people are treated by private 

doctors who often do not report the cases. All evidence, however, 

points t~ the conclusion that the campaign inaugurated in 1919 

was very successful in getting patients treated early and in 

effeoting some measure of control over the diseases. Hospitals 

and other institutions like gaols which conduct routine Wasserman 

tests show a consistent and marked decline in the percentage of 

pe~ple admitted who reaot positively. A very important result of 

the grant was the enactment of basic provincial legislation in 

this field. Every province but Quebec has on its statute books a 

standard act modelled on the Ontario legislation of 1918. These 

statutes recognized venereal disease as~a serious communicable 

disease; required its reporting by physicians to medical officers 
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of health; gave new POW&~s·to medical officers of health and 

made possible the creation of entirely new machinery which has 

assisted Daterially in the devel~~nt of a co-ordinated 

programme in the Dominion. Quebec is the only province where a 

person with venereal disease cannot be campelled to take 
(9) 

treatment. 

Despite these improvements, Canada 1s not one ot the 

progressive countries in the control of venereal disease. In 

the last year of the venereal disease grant in 1932, the 

Dominion Department of' Health reported that "Venereal diseases 

are at least being better controlled year by year but a marked 

lowering of incidence cannot be hoped for until such time as the 

general public is better educated in the matter and eventually 

demands that the present day scientific knowledge with regard t~ 

these diseases be wholly put into operation, both for-the benefit 
. (10) 

ot the present generation and for posterity"o The statistic~ 

for venereal diseases at the present time are shown in Table 5. 

It is dangerous to deduce that there is a downward trend because 
. 

the deoline since 1934 may simply mean that, with better ttmes, 

more people attend private doctors rather than provincial olinios. 

A cautious estimate of the total number of venereal disease cases 

in Canada during the sixteen year period, 1921-1936, is 937,785. 

Table 6 gives the absolute and per capita expenditures of the nine 

provinces on venereal disease control ~or the year 1936-37. 

(9) The .Montreal Health SUrvey Committee, "Survey of Public 
Health Activities" (1928) reported, "in 1925 out of 160 new cases 
of syphilis registered at the men's clinic (of the Montreal 
General Hospital), 14 attended regularly, 137 dropped out, of 
whom 23 attended once, 12 tWice, 12 three times and 15 four times 
only. In 1925, out of 423 new cases of gonorrhoea registered at 
the men's clinic, 23 attended regularly, 86 attended once, 58 
twice, 44 three times, 31 four times only. These f~gures. it 
would seem, are sufficient to prove that cases do not continue 
treatment, and so they are a :public menace". p. 60. 

(10) De:partment of Health Annual Report, 1932, ~. 127. 



-

TAB r. E 5. 

NUMBER OF CASES OF VENEREAL DISE1...sE· TREATED IN PROVINCIAL 
CLINICS ANNUALLY FOR THE PERIOD 1932-1936 (1) 

--- 1932 1933 1934 1935 1936 

British Oolumbia 2,506 2,612 2,810 2,724 2,649 

Alberta 2,003 2,136 2,183 2,135 2,123 

Saskatohewan 1,786 1,856 1,740 1,789 2,151 

Manitoba 1,633 ~,344 1,391 1.308 1,326 

Ontario 11,642 12,097 10,216 10,949 10,005 

Q,uebeo 13,917 13,883 12,025 10,953 8,586 

New Brunswiok 1,146 1,155 1,030 ~,055 1,077 

Nova Sootia 1,371 1,208 1,073 1,050 995 

Prinoe Edward Island 162 188 140 118 129 

TOTAL 36,166 36)479 32,598 32,081 29,041 

(1) Based on figures of the Department of Pensions and 
National Health. 

TAB L E 6..:., 

EXPENDITURES ON VENEREAL DISEASE CONTROL IN THE PROVINCES, 
1936 - 1937. (a) 

Expendi ture Per CaEita 

BritiSh Columbia $ 44,000 $ .059 

A1b.erta 1.9,600 .025 

Saskatohewan 22,900 .025 

Manitoba 12,000 ,,01.7 

Ontario 56,000 .015 

Q,uebeo 40,000 .013 

New Brunswiok 9,800 .023 

Nova Sootia 14,000 ,,026 

Prince Edward Island 1,200 .013 

TOTAL 9219 ,500 $ .020 

(a) Based on reports of the provinoial departments oonoerned. 
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Present needs in the field of venereal disease are 

indicated by the resolutions passed at three regional conferences 

of clinicians dealing with various phases of venereal diseases 

held in Edmonton, Montreal and Toronto in 1931, the last year of 

the Dominion gfant. The chief needs expressed were as follows: 

(1) more clinics, and more attention to the provision 

of treatment by private physicians; 

(2) more personnel, especially in the larger clinics. 

It was felt that a great deal of educational work, 

valuable from the preventive point of view, was 

not being done because of lack of personnel. 

(3) reasonable remuneration for clinic personnel, 

especially by giving time and facilities for study 

and methods of treatment. A large number of physi­

cians were giving their services gratuitously. 

(4) the extension of hours of treatment in clinics to 

enable people to obtain treatment in hours off duty; 

(5) the provision of tacilities for the treatment of 

infected persons, especially women and children, 

living in sparsely settled areas of the country; 

(6) more attention to the reporting and following up of 

venereal disease cases~ the investigating of con­

tacts is most important; 

(7) more intensive venereal disease propaganda by means 

of lectures, moving piotures, literature and public 

addresses, etc. 

The need for unceasing educational work and at the same 

time tor the greatest possible consideration in clinics is show~ 

by the findings of a recent survey of a group of unemployed men. 

"It became evident, in the course of the examinations, that some 

of the men with venereal disease placed great dependence on the 

efficacy of some patent medicine or nostrum which coul~ be secured 

at a drug store. In this more than most fields of mQdicine, the 

pharmacist is frequently the medical adviser. But in too many 

cases he may be little more than an untrained clerko It appears 

also that the oonscientious physiCian, who emphasizes the need 



- 31 -

for prolonged treatment and follow-up so as to be on the safe 

side, albeit at some cost to his patient, becomes the target for 

a great deal of adverse criticism. On the other hand, it is 

clear that to be successful, a preventive service must be more 

considerate of the individual. Those who, for financial reasons, 

attend clinics resent the publicity incurred. Especially do they 

resent ha v1ng to wai t for-along period of time, usually as one of a 

large number, and having their names called out by someone who 
(11) 

appears to them to be an officious orderly." 

At the present time these various needs are still 

unfilled. Until they are met, Canada will not have a first-

rate programme for the control of venereal disease. But a first­

rate programme will cost money. The estimated expenditures for 

the fiscal year 1937-38 in British Columbia, which is making a 

determined effort to control venerea1~disease, are $79,640, as com­

pared with $29,830 spent during the fiscal year 1935-36. Even so, 

moderate increases in e~enditures over the per10d of the next two 

or three years will be necessary to ensure a first class programme. 

Sums spent on problems of public health are not large when compared 

with other governmental expenditures and in view or the importance 

of the problems. But with the control of vene~ea1 disease as with 

other aspects of public health, it is the contention of many prov­

inces that the basic difficulty is a financial one, that they would 

be willing to go ahead with a really effective programme if the 

financial factor could be met. 

(11) L.C. 'Marsh, Health and Unemployment, 1938, p.81. 
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C. "The Hygienes". 

Maternal hygiene, infant hygiene, pre-school hygiene, 

and school hygiene are commonly associated, although they may be 

set up as separate divisions depending upon the size of the health 

department and the type of work it stresses. It is obvious that 

these fields are of fundamental importance and that they directly 

condition the health of the future adult population. 

All would agree that "No health problem can be of 
(12) 

greater consequence to 0. nation th~n maternal and infant welfare-'. 

In Canada, statistics show that protection of the health of 

mothers and young children is not as good as ourrent standards of 

publio health oall for. Table 7 gives the rate of maternal deaths 

per 1,000 live births, province by province. 

Table 7. 

Rate of Matarnal Deaths in Eaoh'Provinoe 
per 1,000 Live Births, 1933-1936, and Five 
Year Averagos for 1926-30 and 1931-35 (a) 

PE! .. NS .. NE. Que. Onto Man. Sask. Alta. BC. CANADA 

.v.1926-30 4.6 5.5 6.2 5.2 5.8 5.6 5.9 6.6 6.1 5.7 

.v.193l-35 5.1 5.1 5.5 501 5.3 4.4 4.5 4.5 5.3 5.1 

~otals ~1933 4.1 4.7 6.0 5.0 5.4 4.1 4.6 4.5 4.7 5.0 

'ota1s ,1934: 5.1 6.2 5.1 5 .. 5 5.6 3.8 4.4 5.0 5.1 5.3 

'ota1s ,1935 4.0 5.3 4.6 5.4 5.0 4.2 4.1 4.3 5.2 4.9 

'otals ,1936 5.6 4.3 6.6 6.0 5.7 5.4 4.5 5.8 4.7 5.6 

a) Canada Year Book, 1937, p.187. 

Table 8 oompa-res the trend of maternal mortality in Canada 

with that of certain other oountries over a ten year period. 

It o~n be seen that about two-thirds of the oountries have 

lower death rates than Canada, some of them distinotly lower. 

(12) J. Munro Kerr, Regius Professor of Midwifery, University 
of Glasgow. 



T~'.BLE 8 

TRENDS IN }.JIi~TERN.:J. MORT~·.LITY llJ C~·i.N;.n: .. L'J~D CERT;.Ln~ OTHER COUNTRIES - 192G-35 (a) 

Countr b} Uaternal Deaths er 10 000 Live Births 

I Uruguay ••••••••• • • • • • • • • • • • • • • , • 

1926 1927 1928 ~ ~ ~ ~ 1933 ~ ~ - - -
30 22 24 24 31 24 24 23 --

FraIlce ......•....•••... " •......• 25 29 29 30 27 25 26 25 I ;rapan ••••••••••••••••••••••••••• 27 28 28 28 27 27 25 25 28 26 
Norway •••••••••••••••••••••• It ••• 32 25 30 36 30 27 26 28 29 28 
Italy ......................•.... 26 26 28 29 27 28 30 -- 27 30 

Netherlands ••.••••••••••••••••• ~ 29 29 34 34 33 32 30 32 32 30(0) 
Newfoundland ••••••••••••••••• : •• 47 51 36 56 53 64 52 45 59 32 
Sweden •••••.•..••••••••.•...•..• 29 28 33 38 35 37 34 33 
Spain •.••••••••••..••••••••••••• 38 39 40 36 36 38 35 36(0) 
England and Wales ••••••••••••••• 41 41 44 43 44 41 42 45 46 41 

Belgi \lm. •••••••••••••••••• : •••••• 62 57 60 82 52 49 48 51 54 42 I 
«J;I 

Hungary ......•• " •••••••••• : • : ••• 32 30 34 34 36 37 37 32 38 42 «J;I 

New Zealand ••••••••••••••••••••• 42 49 49 48 51 48 41 44 49 42 I 

Swi tzerland ..................... 44 37 44 46 43 44 44 46 46 45 
Czeohos1ovakia •••••••••••••••••• 34 36 42 43 41 41 43 48(0) 48(0) 46(0) 

Irish Free State •••••••••••••••• 49 45 49 41 48 43 46 44 47 47 
Union of South ~frioa' (Whites).: 46 48 50 53 53 ·47 53 48 60 47 
C.liN",\D,,\ •••••••• 0 ~ •••••••••••••••• 57 56 56 57 58 51 50 50 53 4':> 
Germ.any •••••••••••••••••••••••• ~ 49 52 55 55 54 51 53 49 49 
Greece •..............•.•••• D •••• 59 61 66 71 58 56 56 50 

l.&.ustralla •........... ; ...•.... ~ . 53 59 60 51 53 55 56 51 58 53 
Northern Ireland •••••••••••••••• 56 48 52 49 53 51 53 54 63 55 
Sal vaG.or •......•...........•.... 56 63 56 53 48 56 65 52 55 
United States ••.•••.• ~ ••• : •••••• 66 65 69 70 67 66 63 62 59 58 
Scotland. ~ .......•...• 0 ••• 0 ••••• 64 64 70 69 69 59 63 59 62 63 

Li thuanla ......••....... e • : ~ •••• 56 50 50 57" 6(' 62 55 61 67 71 
C hil e .. ~ .. . . . . . . . . . . . . . . . . . . . . . . . 58 58 59 78 68 75 71 ~4 91 85 
-(ar Based-on figures of the Dominion Bureau of Statistios. 
(b) Denmark and Finland have low rates of maternal mortality but have not been ino1uded beoause. of doubts 

(c) 
as to the basis of oomputation. 

Preliminary figures. 



Year -
v.192l-26 

v.1926-30 

v.193l-36 

931 

932 

933 

934 

935 

336 

live 

PEI. 

77 

71 

67 

68 

66 

61 

67 

72 

69 

--z~ .... 
Table 9 lists infent denth rates in Canada per 1,000 

births province by provinco for tho years 1931 to 1936; 

Table 9. 

Death Rates of Infants in oach Provinoe and 
Canada per 1,000 Live Births, 1931-1936 and 
Averages for 1921-25;1925-30 and 1931-35(8) 

!§.:. mh Que. Ont. Man. Sask. Alta. BC. CANADA -
94 106 (b) 83 84 83 86 6l (b) 

86 101 127 74 72 73 76 55 93 

73 82 98 61 61 62 60 46 75 

79 87 113 70 64 69 69 49 85 

73 72 94 62 59 63 59 47 73 

71 82 96 60 63 61 60 46 73 

71 86 97 67 55 55 55 43 72 

72 83 92 56 63 61 58 46 71 

66 77 83 55 61 54 60 44 66 

~) Canada Year Book 1937, p.181 
b) Quebec was not included in the registration area prior to 1926. 

Table 10 gives the countries that have a lower rate 

of infant mortality than Canada. 
, 

The lowest rate is less than 

half that of Canada. Here again, it is apparent that Canada 

has a considerable distance to go before its rate of infant 

mortality is as low as that of the most progressive, oountries 

It is an interesting faot that the rate of infant 

mortality is lower in the oities than elsewhere. The following 

figures per 1,000 live births are for 1934, with the provincial 

figure stated in brackets in each case: 

Montreal 89 (97) 

Toronto 49 (67) 

Winnipeg 42 (55) 

Regina 44 (55) 

Calgary 41 (55) 

Vancouver 25 (43) 

These figures would appear to reflect inadequate health 

services in the rural districts. 
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Table 10e 

Infant Mortality per 1,000 Live Births in 
Countries Wi th a Lower Rate than Canada, 

And in the Canadian Provinces. (a) 
Rate or ' 

Year Infant Provinces of 

New Zealend 
Norway 
Netharlands 
Australia 
swi tzerland 
Sweden 
Iceland 
EnglaIld &. Wal.e~. 
United states 

1934 
1934 
1934 
1934 
1934 
1934 
1934 
1934 

(:reg"area) 1934 
union ot So.Africa 

(Whites) 1934 
BritLab Isles 1934 
Irish Free State 1934 
Denmark 1934 
Germany 1934 
France 1934 
Northern Ireland 1934 
CANADA 1935 

Mortality Canada 

32 
39 
43 
44 
45 
47 
52 
59 

60 

61 
62 
63 
64 
66 
69 
70 
71 

Btl t1 sh Columbia 
Ontario 
Alberta 
Saskatchewan 
Manitoba 
Nova Scotia 
Prince Edward 

Island, 
New Brunswick 
Q,uebec 

(a) Canada Year Book, 1937, p.185. 

Rate of 
Year Infant 

Mortality: 

1935 
1935 
1935 
1935 
1935. 
1935 

1935 
1935 
1935 

46 
56 
58 
51 
63 
72 

72 
83 
92 

Nursing care of the mother at the time of delivery 

;is the great need in maternal and infant hygiene in Canada. 

Modern standards call ~or pre-natal and post-natal care too, 

but in Canada the first and basic step, the provision of 

a.dequate medica1 and nursing service for every mother at the 

time of delivery, has not been attended to. The Victorian Order 

of Nurses reaches about one-fifth of the population and the Red 

Cross provides facilities for outposts; but well over 50% of 

the population has no such nursing service. 

The pro~ncial public health nurses conduct educational 

work only, and the local services in this field, where they are 

in existence, are often inadequately staffed. This lack of 

coverage helps explain the high rate of infant mortality in ~he 

rurul and semi-rural areas. 

In Holland, long considered a model country as far as 

its pro gramme of infan t hygiene is conc erne d, a sy stem. of mid­

wifery is used. After a three year COUl'se in which they aro 

givp~ a thorough training in midwifery, nurses operate in close 
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co-operation with qualified medical doctors. Alberta is the only 

canadian province to take steps in this direction. It is developing 

travelling nursing services in ~icb the nurses are trained for the 

function of nddwife, among other things. 

out well for sparsely populated areas. 

This plan appears to work 

• 

A system of infant and child health stations is essential 

for the medical examination and hygienic supervision of infants and 

young children not under care of a privata physician. Vaccination 

against smallpox and immunization against diphtheria are requisite 

aspects of a public health programme at this stage. The remarkable 

results achieved in Canadian cities that hava undertaken toxoiding 

against diphtheria show the benefits to be achieved bJr_such a 

programmes Th1r~een cities with populations in excess of 50,000 that 

adopted general toxoiding had only 10% of total deaths from diphtheria 

(1936) although they contained over 25% of the total population; and 

some of these cities have had no deaths at all from diphtheria for as 

mAnY as six consecutive years. It is not enou~. however, to 

concentrate solely on school children in such a programme because 

experience shows that the occurrence of diphtheri~ in a community 1s 

not diminished. in spite of the immunization of school children. untl1 

at least 50% of children of pre-school age have also been immunizod. 
As far as school hygiene is concerned, there is on the 

whole good medical inspGction in the primary schools in urban areas 

and health units, with the service usually much poorer in rural areas. 

In the secondary and higher levels of schooling, medical inspocti?D 

16 spotty. More extensive medical examinations in the schools 1s , 

houover, not enough. With the growth of medical knowledge, Q 

prossing need is for moro intensi~e examinations. The early symptoms 

of many serious ailments can only ~e discovered by a thoroughgoing 

examination such as is not ordinarily given in the schools at the 

prosent time. 
To sum up, provisions for maternal, infant, pre-sohool 

and school hygiene arc hit-and-miss throughout Canada. Under the 

provincial Henlth Acts tho local authorities arc not compelled 
to take action regarding tho t'Hygienes" as they arc wi th respect 
to vitnl statistics and communicable diseases. Provincial efforts 
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havo been restricted to stimulating the municipalities and 

educating them to do their jeb in these-fie1ds. Most local 

8l1thorities, however, do not feel they hnye the money to extend 

these aspeots or their ~alth services, important os the,y are. 

In the last analysis, theru~ore, the matter becomes a finanoial on~ 

D. Food and Milk Control end Sanitation. 

No provine e has a separate di vi si on. in its' Depar tmen t 

of Public Health for food and milk control; most of them deal With 

it under "Sanitation". 

Food • . -
Where there are fUll-time provincial and local health 

services, meat and other foods receive inspection of varying 

degrees; but looal services, e~ecia1ly are very spotty. A sub~ 

stant1aL portion of the publio receives little protection as far 

as the retailing of meat is concerned. 

Milk. -
The two essenti al requirements are: 

1. methods of produotion on the farm that will 

ensure a clean milk and minimize the possibility 

of infec tion. 

2. subsequent pasteurization scientifically applied 

to prevent any infection which does occur, 

de~pite the precaution in farm produotion, from 

reaohing the consumer. 

The meeting of e1 ther of these requirements a10ne is not suffi­

oient, for although pasteurization is the one safeguard, it is not 

a panaoea, and it cannot make of unolean milk an ideal food, nor 

will the most thoroughgoing inspeotion of the farm prevent the 

oocasional infection of a raw milk supply with germs of one of the 

communicable diseases, or with germs from diseased udders. Neither 

01' these reqUirements has been met in numerous communities in 

Canada. Tho result 1s the occurrenoe of some disease and illness 

that oould be prevented. Ontario now bas the most advanced legis­

lation regarding milk. ,After October I, 1938, for all oi ties and 
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towns in Ontario, and after December 31. 1938, for certain 

villages, the compulsory pasteurization of milk and milk products 

is required. 

Sanitation. 

Only five of the pt"oVinc es lJave sanitary engineers 

and it is doubtful it allot these services are sufn ciently 

staffed. Satisfaotory servioes are provided by cities and other 

distriots With fUll-time staff; elsewhere little or no attention 

is given to the matter. The Report of the Medical Health Officer 

of the Fredericton-York-Sunbury Health District in 1937 is 

applioable to m.any communities outside of New Brunswick~ "If 

the present system of part-time, untrained sanitary inspectors 

1s to be retained, I think it would be an excellent plan for the 

Department of Health to arrange a refresher course for these men, 

as most of them have very vague ideas ot sanitation." 

The broader aspects of sanitation such as town planning 

or "the planning of a stable, well balanced physical structure, so 

designed as to secure health, safety, amenity, ardor and con­

venience and gencr~ly to promote human welfare" have roeei ved re­

latively Ii ttle attention. It is becoming more and more realized, 

however, that density of' population, overcrowding of houses, space 

tor reoreation, the maintenance of ample ~ace for light and air 

about buildings, and zoning to aocommodate various town functions, 

have a direct effect upon the public heal. the These points are 

given fUrther. consideration in Part 5 on Housing. 

E. Indust~ial Hygiene. 

This is an asP3 ct of' publio health that received no 

attention at allan this continent until recent years. With the 

passage of workmen! s compensati on acts, the heads of industrial 

oone erns were brought face to tace wi til the problem of industrial 

hygiene. Soon engineering and medical departments were organized 

in some of the larger plants to study the health problems of em­

ployees from the point of 'View of prevention rather than. cure, 

and thus gradually the new science of industrial hygiene arose. 
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Still~ the movement has not progressed very far, and to 

quote the Professor ot Public Health of. the Yale School o~ Medicine, 

'~efinito leadership is necessary to promote an 
appreciation or the values of industriol hygteno. 
Tho Smk~ler firm cannot possibly socure servico of 
tho right sort without nssist~ce, hence tho only wny 
in which industrial medicino can be brought to the 
~all plant is through co-oporation. The Safety Council 
1S the 10g1cal body to lond in this fiold. Also, in -
over.y grent industrial centre thero should be n well 
equippod central industrial clinio, ablo not only to 
diagnose industrial diseases such as industrial 
POisoning, but to work out pr~ctical methods for their 
oontrol. Such a clinic uould also be in a ~ositio~ to 
offor the oxpert guidance needed in the develop~t of 
sound programmes tor industrial health services wi thin 
the walls of the individunl factory. Finally, it may 
be emphasized thnt the Stnte Health Depnrtmont should 
take cognizance of industrial hygiene and that munioipal 
health departments havo an exoellent opportunity to 
utilize the industrial approach in carrying out 
preventive or educA.tionnl measures." (13) 

In C~Qdn, only ontnrio and Quebec hnve separate divisions 

for industrial hygiene, and the service is not highly developed. 

In tho other provinoes some phnses reoeive attention from the 

Sanitation Division, possibly all that the industrialization of 

soma of tho provinces warrants. If this is so, a greater burden 

falls on the Dominion division as a consultant for thoso provinces 

thnt do not feel justified in estnblishing a full-t~e service 

themselvos. With its recent estnblishment of a Division of 

Industrinl H1Siene tho Dominion is now in a good position to provide 

such assistance and leadership. 

An indu&tria1 hygiene programme has some reJl..ation to 

wider problems of labour in their relation to the state not only in 

decreasing industr1a~ unrest but in lengthening the working lifo of 

the workor and lessoning his chances of becoming a public charge 

through being unemploynble. It is especi~ly vnluable at a time 

When high-speed production and complicatoa chemical and mechanical 

processes are ohnracter~stic of industry. The setting up or 

stc~dards for lighting, noise, fatigue, ventilation, postur~. 

speed, special industrial hazA.rds, etc., arc most important. 

(13' Ira V. Hiscock, Community Health Orgnnizntion~ p. 1920 
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Good working environment, however, is only part of the pioture, 

and more and m?re attention is being paid to the individual health 

of the walkers. FraIm. this point of view," the announcement of the 

~uebeo Minister ot Health on August 22. 1938, that a survey of 

industrial siokness throughout the provinae would soon be under­

taken by the Bureau of Industrial Hygiene, is of prime signifioance. 

Exoept where the industry itself offers medioal services, however~ 

regular phys1oa1 eXamination does not meet the problem of the 

inability of many workers to buy medioal services. Full proteotion 

here can only be given by a state system of health insuranoe. 

F. Mental Hygiene. 

The importance and =amifioations of mental hygiene have 

only reoently been realized. Public healtfu doctors are agreed 

that "There is no problem of publio health which is more important 

and, at the same time more diffioult of solution than that whioh 

relates to mental hygiene. In tho average family throughout a 

community it is probable that the handicap due to mental mal~ 

adjustment is as great as the handicap due to all other diseases 
(14) 

and defeots combined ". The dimensions of tho. problem aro 

enormous. IIIl the first plaoe thera is the problem of major 

psychoses (insanity). As Table 11 shows, there are over 30,000 

such casas institutionalized, oocupying more beds than exist in 

all general hospitals. It has been estimated that 4% of all school 

ohildren Will at some period become patients (i.eo almost as many 

will graduate from univorsities). Dementia praecox is responsiblo 

tor more chronio invalidism than tuberculosis or canoer. The "in­

stitutional oosts hero are over $10,000.000 a year, not including 

the nced for new buildings. Secondly, thore arc the mental 

defectives (feoble minded) comprising at leaet l~ of the population. 

It is estimated that speoial training in public school is needed 

for 40,000 mentally deficient children. There is existing provision 

fer the specialized training of only 6.715 mentally deficient 

ohildren in public schools and 3,264 in residential schools. Thera 
(14) Ira V. Hiscock, ProfessOr of Public Health, Yale School 
of Medicine, op. cit. p. 182. 



Table 11. 

Number of' Insana Patients and Total 
Numbor at Pationts in Residence in 
Mental. Insti t"Utions and Proportion 
Per 100tOOO of Population,Deo.3l,1935 (8) 

Insane Proportion Total 

Province 
Patients in per 100,000 Resident 
Residenoe Population Patients 

canada 30,208 

Frinca Ednaxd Island 250 

uova Sootia 1,673 

New BrULSwl~k 767 

Quebec 8,652 

Onten 0 10,368 

Manitoba 2,094 

Saskatohewan 2,392 

Alberta 1,919 

nritiSh Columbia 2,693 

2?5 

276 

314 

177 

261 

283 

295 

257 

250 

362 

38,261 

256 

1,997 

951 

11,001 

13,090 

2,578 

2,943 

2,265 

3,164 

Proportion 
per 100,000 
Population 

348 

282 

375 

222 

357 

356 

363 

316 

295 

425 

(a) Report on Mental Insti tution~~ 1935, by the Dominion Bureau ot 
·Statistics. 

are at least 8,000 sdul t nental defeoti ves in the Dominic:! requiring 

institutional care, but prOVision has been made for only 4,000. 

This lack o~ aocommodation exaots a heavy price in crime and other 

social problem:. Thirdly, there are the epileptios, a class that 

requires different treatment than. the insane. This Is the group in 

which brilliant people and ngeniusesn are often found. There is 

inslli"fi cien t institutional aooommodation for epileptics aIro. In 

some cases 'they are 'thrown in with the insane, a procedure that 

destroys all possibility of' sucoessful treatment. Fourthly, there 

are psycho-neuroses inal.uding nervous breakdowns, neurasthenia, 

and severe emotional unbalanoe, a group of complaints af'feotlng 

perhaps 10% of the population. Although 1his aspeot or mental 

hygiene is often passed over because the oonditions are not aoute, 

a oomprehensive mental hygiene programme would go far in pre­

venting and alleviating these af'fllotions with a consequent 

addition to national income through the inoreased efficiency 

of thousands of individuals. Finally, there are emotional 

faotors in connection with physical disabllities~ especially of' 
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the more ,chronio type. Where the mental state connected with 

the physical disability is overlooked as is customary, it simply 

means that the period of ~isabi1i ty is greatly prolonged wi th 

resulting increased costs. 

In Canada, no province has sufficient facilities; 

institutional or otherwise, to look after even major psychoses. 

FacilIties for treatment in all divisions of mental hygiene are 

1nadequate, in many cases glaringly SO~ and provisions t~r 

prevention are almost non-existent in most' provinces. Ontario has 

taken the greatest strides towards working out a rounded and 

thoroughgoing programme. 

Overcrowding in mental institutions in Canada is of such 

proportions as to constitute a national disgrace. The Dominion 

Buroau of Statistics' survey of normal bed capacity and the 

actual number of patients in mental institutions in 1935~ 

summarized in Table 12, shows that overcrowding existed in every 

Table 12 .. 

Normal Bed Capacity and Number or Patients 
in Mental Institutions, Provinoe by Provinoe 

Deo. 31, 1935. (a) 

CANADA ~. Ma. Dnt. - ~" Sasko~. M I -

1ents in 
tItut10ns 38,26~ 256 1,997 961 11~OOl 13,096 2,578 2;943 2,265 3)164 

ti tutions 
'orting 

mal 
acity 

56 

35,987 

1 16 1 9 15 4 2 4 4 

I(a) Report on Mental InstitutIons, 1935, Domanion Bureau of Statistics. 

(15) Dr. B.T. MoGhie, Deputy Minister of Health and Hospitals in tho 
P}'ovince of Ontario, in a valuable paper on "The Place of Mental ' 
Hygiene in Publio Healtb."(The Canadian Public Health .rournal,April, 
1938) illustrates how these less acute types of mental difficulty 
affoct all divisions of public health, including maternal and child 
we1farG~ industrial hygiene, tuberculosis prevention and communicable 
disease. Ee concllldes that "mental health problems arc encountored 
in overy branch of public health work. They caMot be regarded, 
therefore, as the solo ooncern of psychiatrists. Such problems 
must be recognized by the physician as qn intrinsio part of his 
responsibility to the patient, no matter in what branch he may be 
specializing. It has been our experienoo that the readiness of the 
medical profession to do this is limited only by the extent to whiCh 
they appreciate the significanco of mantal and emotional f~ctor~ ~ 
the preservation of health~ Thus, the place of mental hyg1ene 1n 
the fiold of public health depends ultimately on the Qxtent to which 
mental hy~ieno is given due emphasiS in the training of medical 
ct1'ccn to ott 
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province but Prince Edward Island and Nova Scotia. At the 

present t1me, however, the Medical Superintendent at the Nova 

Scotia MentSl Hospi ta1 at Dartmouth estimates that "the male 

wards are approximate1y twenty-five per cent overcrowded." 

~uebec ofticials reported in June, 1938, "a general overcrowding 

of the mental. hospital.s or the Province of Q,uebec. About 2,000 

beds more are required tor our insane patients besides 1,000 

beds tor the teeb1e-minded. n The mrvey of the Ontario Hospitals, 

February 1937, finds that "accommodation for approximately 3,000 

more should be early provi ded on the basis 01' present overcrowding.­

In Alberta, the report 01' the Acting Medical Superintendent of the 

ProvinCial Menta1 Hospita1 at Ponoka,in 1937,was emphatio as to 

overcrowding: 

uOvercrowding has increased and again dominates the 
picture. All services are taxed to their utmost, 
and the situation has become not only seriOUS, but 
vary grave. The health and safety 01' the patients 
and staft are at stake, and additional accommodation 
should, and must, be pro'Vi ded if' admissioIB are to 
continue." 

The Slbmission 01' the ProVince 01' Saskatchewan emphasizes the 

acuteness ot: overcrowding in that Pro'Vince. 

"Our two mental hospitals are greatly overcrOWded:; 
Which interteres vary seriously in pronding 
adequate treatment towards the rehabilitation 
of these pationts. In tact the overcrowding is 
so acute that a new institution of one thousand 
beds could be tilled to capacity wi th the present 
patient population." (16) 

Similarly.in Manitoba~ 

-The two hospitals, the Brandon hospital for mental 
diseases and the Selkirk hospital tar mental 
diseases Wi th a· normal caPlci ty or 1,250 and 650 
respectively now house 1,450 and 850 persons •••• 

, OUr present accommodation :tor mental. defectives is 
aqequate tor 300 inmates. Into these ~arters 

(16) At p.280 
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"we have crowded 410 patients. We have on file 170 
applications for admission to the institution and 
these are all u'l"gent cases. There are at least 
200 more known cases wnich re~uire institutional 
care." (17) 

A memorandum from the Provincial. Secretary for Bri tish 

Columbia states, "According to the Mental Hospitals' Report for 

the year ended March 31) 1937, the average annuol increase of 

patients in hospital has been 117 during the past ten years. 

As a consequence of this, together w.i. th the addition ot re-

18 t i vely tew beds during th is pe ri cd, the insti tu ti ons are now 

great1y overcrowded. The rate of increase in patient population 

has been particularly rapid during the past year or two and it is 

believed that this is due in part at least to the tact that our 

preventive and curative tacili ties are inadequatee u 

Such overcrowding, aside trom its human aspect is 

wastefUl and costly because it is impossible to do proper therapy 

~hen mental patients are crowded together. 

Table 13 classifies the mental institu ti ons in Canada 

by proVinces. Nova. scotia is the only province where county 

institutions exist. Public health authorities qo not regard the 

county as a suitable unit for proper work in mental hygiene. The 

relative lack ot ·craining schools and psychiatric hospitals 

throughout Canada is a.pparent. 

Tabla 14 gives the net and per capita expenditures by 

provincial governments on mental illness over a period ot years. 

It can be seen that this form of il.lness is costing the taxpayer 

large sums of money. There are wide variations in the nat per 

capi ta expenditures ot the various provinces. The tour western 

prOVinces, all of Which have a serious condition of overcrowding, 

have the highest net per capita expenditures, exclusive ot 

Prince Edward Island. Th~ influence or the depression is 

apparent with most or the provinces and expenditures were curtailed 

despi te the growing sen-iousness of' the :problem. Here again 

1s the vicious oircle of a prob1em being aggravated by the re­

ductions in appropriations ttat the provinoes feel forced to 

make 0 

(17) A~Pp.34 aiid°-35.-prTilc-e--Edward Is18rid, p.29 end New Bruns­
wick, p o 43 also mention 1~dequate facilities in this tie1d. 



TAB L 1'; 13 - CLASSIFICATION OF MENTAL INSTITUTI0l1S 
IN CA..~lJ)A BY PROVINCES ,1955 (a) 

lffiNTAL HYGIE}:.E - CL~SSIFICLTION OF INSTITUTIONS 

Total Provincial Institu'n. County &.Munici~al Institu'ns. Daninlon Private 
Institulns. Hospitals Training Psychiatric Hospitals Institulns 

, Schools Hospitals Hospitals l..sy1ums Homes 
PROVINCE 

Canada 56 29 5 2 2 5 '1 2 4 

Prince Edward talnd. 1 1 

Nova Scotia 16 1 1 2 5 '1 

New Brunswiok: 1 1 .. 
Quebeo 9 6 1 - 1 1 

Ontario 15 10 1 1 1 2 I 

~ 

Manitoba 4 2 1 1 - 0' 

I 

Saska tohewan 2 2 

Alberta- 4 3 1 -
British Columbia 4 3 1 

(a) Report on Mental Institutions, 1935, Dominion Bureau of Statistios. 



Tl.BLE 14 

NET EXPENDITURES BY PROVINCL"J., GOVERNMENTS 
ON MENT!:L ILLNESS OVER J.\ PERIOD OF YEARS (a) 

Thousands of Dollars 
As at fiscal ~ear ending nearest to 31st December 

1913 1926 1929 1931 1933 1935 1936 
PRINCE EDWARD ISLAND 

Mental Institutions 44 96 107 118 74 107 103 , , 

Per Capita Expenditure 47£ $1.10 $1.21 $1:34 83~ ~h:20 $1:12 

NOVA SCOTIA 
Mental Insti tu tio ns 50 61 34 39 42 60 
Psychiatrist 5 3 2 4 3 
Training school 20 13 16 16 

Total 50 55 57 54 52 79 

Per C a:2i ta EX:2endi t ure 11~ 13~ 11~ 10~ l2~ l5~ 
I 

fI:>. 

NEW BRUNSWICK en 
I 

Mental Institutions 66 93 95 72 26 46 48 

~r Ca:2i ta E292endi ture 18~ 23~ 23~ l7~ 6£ 10~ ll~ 

Q,UEBEC 
Mental Institutions 341 788 979 959 937 1.093 1.311 

__ Per Ca:2i ta EX:2enditure 15¢ 30~ 35¢ 33~ 31~ 35~ 42~ 

ONTARIO 
Mental Institutions 990 2 2175 2 2929 3.332 3.058 2.841 2.978 

Per Ca:2ita EX:2enditure 35~ 59~ 88~ 97~ 88~ 77~ 80~ 

(a) Based upon the Publio ~counts Inquiry of the Royal Commission on Dominion-Provincial Relations. These figures 
include maintenance. 



NET EXPENDrI'ORES BY PROVINC L°..L GOVERm1EI.\IT S 
ON MENT:J, ILLNESS OVER 1 .. PERIOD OF YE..·.RS 

Thousands of Dollars 
As at fiscal year ending nearest to 31st Dece~er_ 

MlJnTOB~· .. 
Mental Institutions 
Psychopathic Ward~ Winnipeg General Hospital 
Care of feeble minded children 

Total 

1913 1926 1929 

145 669 648 
59 77 
13 17 

146 741 742 

1931 1933 

584 524 
57 45 
14 8 

655 677 

==P=e=r==C;a~p=it=a==E=x=p=e=n=d=it~"ur~e============================2=9=¢======$=1=e=1=5====~$=1=.=0=9=======9=3g 95¢ 

SASKATCHEWAN 
Mental Institutions 

Per Capita Expenditure 

• laLBERTA 
Mental Institutions 
Mental Hygiene 
Committal of mentally incompetent 

Per Capita Expenditure 
- -=: .. = 
BRITISH COLUMBL\ (b) 

Mental Institutions 
Mental Hygiene Commission 

Total 

Mental Institutions,Bldgs.,& Furnishings 
Total 

Per Capita Expenditure 
• -=-==== 

191 

34¢ 

75 

3 
78 

18¢ 

286 

195 
481 

$1.11 

513 

62¢ 

354 

10 
364 

650 
5 

655 

$1 0 08 

746 

8421 

535 

11 
546 

80¢ 

767 

702 700 

76¢ 75$! 

612 568 
30 20 

9 2 
651 590 

90sL-_ 79(& 

876 578 

875 578 

$1.25 81~ 
===. 

1935 

614 
47 

6 

667 

94¢ 

765 

8221 

598 
14 

2 
614 

80$! 

573 

573 

77¢ 

1936 

620 
52 

6 

678 

941 , 

617 
9 
3 

629 

8.15L-. 

578 

678 
• 

90¢ 
= -= 

TOTl.L 2,337 5,485 6,977 7,422 6,694 5,768 7,445 
PER CAPITA 31¢ 58L 
-Tbrri':b.e sharp decrease in expenditures from'l933 on is attributable to 

of 50 cents per municipal patient day:' 

70¢ 72¢ "53¢ 52¢. 58¢: . 
the impositfon of a charge on the municipalities .-
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The first step in a campaign to prevent mental and 

nervo~ disorder is to ascertain the size and scope ot the problem. 

This step still remains to be taken in Canada. The second step 

1s to make a frank comparison of existing facilities tor handling 

the problem with accepted standards. In making suoh a comparison 

two aspeots should be kept in mind - treatment and prevention. On 

the side of treatment the minimum needs in Canada are: 

1) 

2) 

3) 

41 

5) 

more institutional aooommodation for major 
psychoses, epilepsy ana mental defectives. 

more and better trained personnel. There are some 
two hundred psychiatrists in all Canada, which is 
not enough for the proper treatment of major 
psyohoses alone. 

earlier diagnosis. The mental hospitals get 
about 50% of their oases too late for remedial 
treatment. This is partly a reflection of the 
fact that medical education until recently paid 
little attention to this side of the doctor's 
training. Training in mental hygiene is also 
needed for nurses and sooial workers~ 

semi-sheltered employment. One of the tragedies 
of mental institutions is that many patients 
could leave if industrial work-shops and other 
types of semi-sheltered employment were available. 

the provision of convalesoent homes. for oases of 
chronio disability including heart disease.{lS) 
This provision would have two effects; first,it 
would take a substantial number of peop1e out-of 
the orowded general hospitals, where it is quite 
costly to take care of them, and thus effect a net 
saving; seoond, it would give them better treatment 
.because the staff would presumably be adequately 
trained in principles of mental hygiene and th'l~ 
be able to deal effeotively with those cases where 
emotional elements were a signifioant faotor. 

On the side of prevention, the fallowing needs are pressing: 

1) 

2) 

a thoroughgoing eduoational progran~e. Ideally, 
such a programme should take into aooount the 
individual needs of people; therefore, it could 
probably be best conducted through item 2. 

a system of clinios throughout the ccuntry for 
diagnosis and advioe. Such a system should keep 
many people out of institutions and hospitals and 
by early diagnosis should out down the length of 
institutionalization of others. Accordingly these 
clinios should pay for themselves from the outset. 

(18) On the basis of Amerioan figures, there should be about 
lSO,OOO oases of chronio disability in Canada, exclusive of 
heart disease. 
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From t~ese olinios there would also radiate an 
eduoat~onal programme Whioh would make known to people 
the prLnoiples of conserv1ng montal health. 

3) the intograt1on of tho mental hygiene programma 
wi th the eduoa tional and welfare programme.. Thero are 
potent1al:tt1os for prevention in ho.ving at least some 
~ersonnel trnined in the principles ot mental hygieno 
~n pre-natal olinics, nursery sohools and tho school 
system. These same potentialities exist in dealing 
with unomployables, relief reoipients and all forms 
at publio aSSistance, whore mental rehabi1itat1on is a 
common need. All tho provinoes and at any rate the 
largo~ oit1es need public hoalth nurses. soo1a1workers 
and. other wolfare personnel whc' nro trained in mantal 
hyg1cneQo 

4} a programma of vocational guid~oe and training for 
mental defeotives, along with the early diagnosis 
mado possible by the olinics. Experience shows that 
tho great majority of feeble-minded cnn be made partly 
self-supporting and steered n~ay from the delinquenoy 
and miscondUct t~ which they nrc prone p Special olo.ssos 
and other educ~tional facilities for the feeble-minded 
in Canada should conservntively be doubled 4 In this 
respoct l Ontario hns made tho greatest advanoes o~ thO 
provinces, although oven thero, tho needs are not mot. 

5) organized community care for cortnin kinds of mental 
defectives~ In Groat Britnin upwnrds of 18,000 
mental defeotives are supervised under a plan to which 
the oentral government oontributes 50% of the fund. (19) 
From a straight cost point of view it has been found 
oheaper to supervise these people than not to supervise 
them. 

Ell a oontroversial proposal, but one made in many quarters, 
is that of provision for sterilization With due sa~e~ 
guards. Two proVinces, Alberta and British Columb1a, 
have such provisions~ The British Columbia act is 50 
hedged about With restrictions that it has been or slight 
importance. The Alberta legislation seems to be operattng 
satisfactorily and a good de&l of use has been made of 
It.-(l9a} 

Although the inauguration o~ a more comprohensive 

programme for treatment and prevention in the field of mental hygiene 

would involve greater immediate outlays, there is reason to believe 
(20) 

that net savings ndght be effected in tho long run. Most of the 

prov1ncGs feol that they are not in a :posi ti~n to mako such 

1mmediate outlays. The situation. therofore, gats worse and worse 

and tho direot and indirect costs mount higher and h1gher. Here 

too then, tho problem in tho last analysis becomes a financial one. 

-------------::--:---:--:------- - ---l19} Many of those supervised have ~ad records of delinq~enCy. 
The suporvision is provided by salar1ed and at least part~a1ly 
trai~ed workers and by voluntary assist~ts. Regular visits are 
mado and attention given to educatien and occupational placement. 
(19a) See Appendix I, PP. 113, l14~ 
(20) See Chapter 4: under "Mental Hygiene"; p .. 69 .. 
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G. Degenerative Disease 

The term "degenerative disease" may be somewhat mis­

leading. Everyone has to die of something and "degenerative 

disease", strictly s:peaki,ng, is almost a synonym for "old age". 

Hovever, the two most important degenerative diseases, heart 
-disease and cancer, often attack middle-aged and younger people 

too, and are in many cases preventable. 

1. Cancer 

Cancer presents a different ~icture f~most diseases 

because 1 t shows a tendency to, increase rather than decrease in 

importance as a cause 01' death. Mmy forms of cancer can be 

cured if discovered and treated in the earl.Y' stages ..of the 

disease. A minimum.. cancer programme invelves, 

(a) the devel.opment and utilization of cancer clinics 
for early d1.agnnsis and treat~ent and the stimu­
lation of annual physical examinations; 

(b) a comprehensive educational campaign for physicians, 
nurses, dentists and the general public. Such 
educatioh is essential it early diagnosis is to be 
achieved:1 

(c) a careful study or the incidence of this disease 
and the mortality caused by it, including data 
regarding cases treated in hospitals and the end 
results. 

In Canada, all provinces have made a start toward 

'supplying early diagnosis and treatment of cancer, but some are 

much in advance of others. In every province J however, there 

is much room for substantial development under each of the three . -
headings mentioned above. 

A :t'urther·bar'to early diagnosis for many people is 

expense. Even where arrangements have been made f~ free 

diagnosis or for municipal assumption of the cost of diagnosiS, 

the expense of travelling to one of the few cancer clinics may 

present a serious obstacle. Outside of Ontario, with ~~ven 

clinics, no province has more than one or two clinics. As 

the diagnosis of .cancer necessitates expensive equipment and 

its treatment involves the use of radium, the provinces have 

felt reluctant to establish clinics. Under present conditions, 

therefore, preventive programmes are necessarily limited because 

of the expense of travelling to the relatively few clinics. 
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2. Haart Disaase. 

Heart disease is the leading cause of death in most 

oommunities. It is one of a closely related group of maladies 

in which the heart, arteries and kidneys are more or less 

affeoted by degenerative ohanges. In childhood the majority 

of such disorders are due to attacks of acute rheumatio fever. 

In early adult 11fe, venereal diseases begin to playa leading 

role; while in later years true degenerative changes due to the 

aging of the living machine become predominant. The great needs 

here, as in the case of tuberoulosis and cancer, are provision 

for early diagnosis, for medical and hygienio treatment and for 

after care. 

One of the most important fields for the control of 

heart disease lies in the detection and treatment of cases 

among ohildren of school age, since these are the cases which 

most frequently and most readily yield favourable results. Th~y 

should b~ detected by the regular routine of school medical 

examination but the difficulty is that this examination is rarely 

thorough enough to yield proper results. Among adults, the 

periodiC health examination is a valuable means of detecting 

heart disease; consequently with the spread of industrial hygiene 

and other means of effecting regular medical examination, greater' 

control of heart disease should be obtained. The centre of a 

programme for the control of heart disease is the oardiac clinl0 

and in this respect Canada is not very well provided. 

The problem of post-hospital or after-care is of 

paramount importance in heart disease, a fact whioh presents 

great difficulties for the lower income groups. With a large 

proportion of cases, nursing follow-up in the home is essential. 

Oocupational th~rapy can be used with definite advantage to 

many patients.Forthosewho require more or less prolonged insti­

tutional treatment, convalescent homes are needed. In these 

various respects, only a beginn~g has been made in Canada 
~ 

towards dealing adequately with 11eart disease. 
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H. Health Education. 

Popular health instruction seeks to make health 

information publio by teohniques whioh arouse, stimulate and 

gutde praotio~s of healthful living. MDdern publio health 

developments have shown how to prevent a large portion of 

sickness and premature death. The problem 1s how to make this 

knowledge available to the average man in terms whioh he oan 

understand and make a part of his own living. The means usually 

used are the press and radio, bulletins, health talks, printed 

matter of all sorts, exhibits, motion pietures and slides. The 

final test of health education, however, is not how much 

information is distributed but how greatly behaviour is influ­

enced. A programme of health education. therefore, needs first 

class direction, careful analysis and organization, and effeotive 

co-ordination. 

Popular health instruction is an important aspeot of 

disease 'prevention and if stressed should effect conSiderable 

savings. None of the provinces ignores health education but 

some are backward and there is a tendency to treat it as a spare­

time aotivity. Some provinces have set up special health educa­

tion branches but UBuslly the work is assigned to a regular 

division 0+ the health department. The most effective education -

that which is given when the health worker is dealing with the 

people - is limited to the areas where effeotive local services 

are in operation. The newly formed Dominion DiVision should 

be useful in supplying up-to-date information, inoluding oom­

parative statistics, to the provinces, and in stimulating 

better methods of health eduoation. Voluntary agenoies are 

very aotive in this field and do good work. Co-ordination 

is needed between the agencies, the Dominion D1vision, and 

the provinoes to provent over-lapping and to make the best 

use of funds. 
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I. Laboratory Service 

Laboratory service provides the.field and the research 

workers with the services of the bacteriologist, serologist, 

chemist, pathologist and others. 

Exoept tor six Food and Drugs Laboratories and a 

Laboratory of Hygiene, the Dominion provides no laboratory service 

and there is no need for it to do so because all the provinces 

have a full service at one or more centres. Some, however, are 

much better equipped than others. Table 15 gives the gross and 

per capita expenditures of the provinoes on laboratory service, 

1936-37: 

Table 15 

Gross and Per Capita Expenditures of the 
Provinces on Laboratory Service. 19~6-37 (a) 

Ex-eenditures Per ?apita 

British Columbia $ 32,896 40 4¢ 

Alberta 36,200 4 .. 7 

Saskatchewan 19,400 2.l. 

l:hnitoba 16,200 2.3 

Ontario 135,000 3;7 

Quebeo 65,000 2.1 

New Brunswick 32,400 7,5 

Nova Scotia 4,000 0.8 

Prince Edward Island 223 0.2 

(a) Based on the Publ.ic Accounts Inquiry of the Royal 
Commissaon on Dominion-Provincial Relations and 
answers by the provinces to a questionnaire. 

~. Publi~ Health Nursing 

"PUblic Health Nursing is an organized community service 

rendered by graduate nurses to the individual, family and community. 

This service includes the interpretation of medical, sanittary and 

social procedures for the correction of defects, prevention of 

disease and the promotion of health, and may include skilled care 
, (21) 

of the sick in their homes .. " 

The public health programme of today is becoming 

increasingly an educational one. "In teaching the individual 

(21) National Organization for Public Health Nursing, "Mlnual or 
Public Health Nursing", New York, 1932, p. 3. 
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the prinoiples of healthful living, anq in bringing the 

individual into timely oontaot with the medioal resouroes 

of the oommunity the publio health nurse has proved herself 

the most usefUl agent at our disposal; and the programme of 

modern publio health work in a given oommunity may be measured 

by the extent to whioh public health nursing servioe has been 
(22) 

~eveloped.n 

In all the provinoes exoept Alberta, the servioe is 

purely an eduoational one. The need in Canada of a nursing 

service that will inolude oare in the home has already been 

mentioned in aonneotion with infant and maternal hygiene. The 

fulfilling of this need should strengthen rather than weaken 

the ~uoational programme. APlblio health nursing servioe 

whioh oombines the oare of the siok on a visiting basis with 

the teaohing of hygiene is far more effeotive as an educational 

souroe than a servioe devoted to education alone, through the 

inoreased influence aoquired by the nurse who aotually renders 

servioe in time of suffering. The proviSion o~ nursing servioes 

in the home also effect~ oertain eoonomies, notably in outting 
(23) 

down hospitalization oosts. 

(22) Ira V.HIsoock,Community Health Organization,p.l38. 
(23) "Suon nursing servioe in the home releases many hospital 
beds and those of you who are aware of the present orowded 
oondition of our oity hospitals will reoognize the importanoe 
Of this to the oommunity ••• It is oonoeivable that many munici­
palities might eventually be driven to organize bedside nursing 
servioes on an extensive soale to oonserve oostly hospital 
aooommodation. So that, aside altogether from humane oonsidera­
tions, the Order (V.O.N.)oooupies an important plaoe in the 
eoonomio welfare of our oommunity." (Address by Dr.G.M.Little, 
Medical Offioer of Health Edmonton,1938). 

"It is also to be noted in the statement whioh you have 
before you that 11.117 visits were made last year Which if paid 
for by some other organization at the per visit oost figured by 
the Metropolitan Life Insuranoe Company, who pay fees for their 
patients oarrying insurance with them at 75¢ per visit,this 
would amount to a charge of $8,337.75. Adding this to the 
saving made on the oonfinement cases oared for in the home you 
will have a saving of $13,065.25. Providing this orgamizat10n 
(V.O.N.) were not funotioning in the Munioipality many oases 
such as aoute rheumatio fevers, arthritio, cardiao oases, 
tuberoulosis oases and cancer oasas would have to be treated in 
hospital for probably periods extending from a few weeks to 
months and years at a cost of $1.75 per day, to be borne equally 
by the Municipality and the County of York." (extraot from a 
report of the Medical Offioer of Health in East York,Ontario 
19341. 
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"Aooording to modern oonoeption, the ideal plan 

inoludes under one organization both the educational work 

performed by most Health Department nurses in the past and 

the oare of the siok in the home as now performed by so-oalled 
(24) 

distriot or visiting nurses, usually under private auspices." 

Experienoe generally shows that any of three types of 

organizations may be used with good praotioal results: 

a) the organization in the Department of Health 
(munioipal or provinoial) of a oombined generalized 
Publio Health Nursing Servioe, inoluding all 
branohes of health inspeotion, and a morbidity 
servioe; 

b) the development of a generalized servioe in which 
offioial and voluntary agenoies co-operate; 

0) the delegation of all nursing service to a voluntary 
agenoy with a subsidy from one or more of the 
Dominion, provinoe or munioipality, and r.6presentation 
from the Health Department in its administration. 

In Canada none of these types o~,organization is the 

rule. Alberta has moved towards the first plan and New Brunswiok 

towards the third. Outside of Alberta, the publio health nurses 

do only eduoational work. The Victorian Order of Nurses gives 

oertain types of nurSing service besides doing,educational work 
(25 ) 

and the Red Cross provides nursing service in some outposts. 

However, the servioes of the last two organizations are not 

available for more than a third of the population. In Ontario 

facilities would be almost adequate if the second type of organi­

zatio~ mentioned above were pushed mora Vigorously by the 

Provinoial government, beoause both the Viotorian Order of 
(26) 

Nurses and the Red Cross operate extensively in that Provinoe. 

It is quite olear, however, that the health needs of the popu­

lation as a whole are not at present being met by the existing 

organizations in this field. The faoilities in most munioipalities 

(24) Community Hoalth Organization, p.l43 
(25) There is a smaller organization, The St~Ellzabeth Visiting 
Nurses Assooiation operating in Ontario and providing nursing 
service for Roman Catholios. 
(2G) About half of the activities of the Viotorian Order of 
Nurses 1s centred in Ontario. 
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are poor. This is partly because the development of public 

health nursing is comparatively recent but more because local 

governments feel that they must economize wherever possible, 

even on services whose preventivo aspects are mOst important. 

If voluntary agencies are to provide the much needed 

nursing services in the home, they should get larger grants 

from governments to enable them to oxtend their services both 

in area and in content. If not, there is much room for 

expansion in both provincial and municipal services. Here again, 

the financial factor is perhaps the dominating one. 



-57-

Chapter 4 - Gaps and overlapping in the Organization 
of Public Health. 

In the field Of public health, gaps are much more 

prominent than overlapping, r~rtly because of the relative 

newness of public health, partly because legislatures have paid 

little attention to the efficient organization of health services. 

It has been assumed, for instance, that the municipalities, 

Which are the baSic administrative units, could adequately carry 

out health functions despite their striking differenoes in size, 

population and wealth. Inevitably, important deficiences and 

gaps resulted. 

The local health services are the weakest link in the 

Canadian organization of publio health. The eXisting political­

units of local government are often entirely inadequate as 

units tor health administration. Many are too small to support 

full-time servioes for the publio health. Staffs, when engaged, 

consist of part-time health officers who are no doubt competent 

physicians but untrained in publio health. Moreover because of 

their private interest they ar& hampored in the enforcement of 

the law. Part-time sanitary inspectors are usually men without 
~ 

any scientific training Whatever. This sort of service oannot 

begin to apply the achievements of science to the protection of 

the health of the people. Furthermore substantial areas o~ the 

country have little health service of any kind. These areas 

are too poor to attract the private physician o~ to set up 

municipal services. 

The commonly accepted solution among public health 

authorities is a grouping of municipalities into health units 

that can supply an adequate full-time service for the proteotion 

of tbe public health. The fact is that health services have grown 

1n a haphazard fa~ion as an off-shoot of existing political 

organization and With little attention to the health situation 
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as suoh. Health units would be speoifioally designed to pro­

mote general hoalth and would retain the local charaoter best 

suited for the administration of a large part of publio baalth 

work. Suoh un+ts are a neoessary oomplemont to the work of the 

private physician and the municipal doctor, both of whom are 
(27) 

primarily lnt~resteq in people who are already ill. A nation-
(28) 

wide system of health units proper~ staffed, would bo able to 

provide a first olass serVice under each of the headings ~nalyzed 

in this memorandum. It could organize the health resouroeS of 

the country for a thoroughgoing programme of provention and 

oontrol. ~uebeo has taken tho greatest step towards setting 

up a system of public health units Which now covers almost haIr 

o~ the rural population. Some provinoes have, their hands tied 

by finanoial oonsiderations. This 1s particularly unfortunate 
I 

because of the long-run savings that suoh a programme would 

effeot and tho undoubted stimulus it would give ~o the woll­

being and efficiency of the population as a whole. 

(27) The muniCipal doctor also has public health functions 
but it is obvious that he can hardly have the time or training 
to do both medical and publio health work adequ~tely for a 
community. He Slould be spending his tim~ studying the treat­
ment of disease while the medical officer of health spends his 
time studying public health. The municipal doctor would be 
greatly strengthened by baing part of a larger area with a full­
time public health organization. 

(28) The personnel of a health unit would vary with its size 
and the population it embraoes, but tho following staff is 
generally considered a minimum one: 

Medioal Officer of Health 
Public Health Nurses 
Sanitary Inspector 
Clerk (Office) 
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In both town and country, more could be done by the 

provincial ,heal~h organizations in providing leadership and re­

organizing health services which the province can more cheaply . . 
and efficiently administer as for example British Columbia and , , 
Ontario have recently found with re~rd to the control ot 

tuberculosis. A good deal of co-ordinating remainsto be done 

on ba$ic matters. For instance, it is doubtful it any province 

can tell the amount of money spent by its municipalities on public 

hea~th. Great scope for co-ordination lies in the fact that the 

health services are closely related to the other social services, 

especially education, public assistance and mental hygiene (if 

it is regarded separately). The public health doctor and nurse 

should work with the school authorities, teaching social and 

personal hygiene. The recipients of public assistance of 

various kinds are o~ the whole indigent and provide an obvious 

field for the health serVices, while work in mental hygiene 

offers great scope for progress in public health generally. 

The survey of provincial health services made above 

reveals a considerable" number of gaps, Some of the provinces 

may face the same initial difficulty as many municipalities; they 

are not pop~lous enough to afford a complete health service. 

There is still scope in some provinces for bringing all the pro­

vincial health services under one head. British Columbia has 

made notable strides in this direction, altho~gh public health 

there is still under the Provincial Secretary. The practice of 

combining health with another portfolio often works out to the 

detriment of both, although it may sometimes be necessitated by 

the smallness of the province. 

The quality of admi~istration in the field of public 

health is of immense importance, Well trained staff with tr&ning 

specifically in public health, is essential. Haphazard appoint­

ments, not necessarily dictated by partisan politics, are expensive. 
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It is possible that substantial savings could be effected by 

administrative reorganization, weeding out of staff improving . , 
qualifications of staff, checking carefully on administrative 

procedure, installing modern recording and reporting systems, etc. 

There is a scarCity of qualified personnel; trained for public 

hea lth, in Canada. Some of the provinces have been very pro-

gressive in sending medical officers of health to medical SChools 

for training in public health, and the City of Montreal bas 

also been outstanding in this respect. The need is one that is 

felt by municipalities generally and it extends to nursing as 

well as to medical personnel. As long as this situation exists, 

there will be inefficiency in the public health services with 

costly results in the long run. 

Health research is receiving only incidental 

attention from the provinces and some of them have neither the 

money nor the facilities it requires. Medical research is 

carried on mainly at the uni versi ties, but there is need for 

a comprehensive and co-ordinated programme of research on 

problems particularly related to public health. The medical 

side ot such a programme could be done most efficiently and 

least expensively in "the universi ties, but it would require 

financial assistance. There is a pressing need for field 

studies on public health and the lcgical centre for these would 

be the Dominion department. The United States Public Health 

Service has had a great influence as a result of its field 

studies. 

The functions of the Dominion Health Service are, in 

the main, three. First, to take care of health functions 

specifically assigned to the Dominion Parliament; second, to 

co-ordinate health policy throughout the country as much as 

pOSSible, to promote uniform standa:ds of health practice and 

to give leaderShip through research, education and publXity; . 



third, to deal with inter,provincial health problems beyond 

the control of individual provinces. 

There is little doubt that a Dominion Department 

of Health is the one best suited for carrying out the last 

two objcctives o It may be argued that as the provinces are 

responsible tor public health thoy should perform these functions 

themselves through the formation of an interprovincial organi­

zation.. But this is a (l~.,ti....'Bolno. p.rocc'dura, and experienco in 

other fields shows that generally speaking it has not worked 

out satisfactorilyo 

There are some interprovincial health problems that 

have nQt been worked out, presumably because the provinces have 

no organization for that purpose and because the DOminion De­

partment does not 'nish to appeal' to intrude in provincial matters. 

An important example ts that no means exist of settling aCCCllunts 

between provinces I'or hospitCllization of residents of one 

province by another o Such hospitalization is often costlY; and 

British Columbia, especially, has complained that it is forced 

to shoulder the liabilities of other provinces becauso of the 

drif~ of people who are ill to the mild climate of the Paoific 

coast. The importance of this matter is recognized in the 

statement submitted to the Royal Commission on Dominion-provin~ 

cial Relations by the Department of Healtt. of the Province of 

Ontario. "It would facilitate the treatment of such cases", it 

says, ttif uniform rules could be drawn up and adopted by all the 

provinces 0 It is unlikely that such rules could conveniently 

pass into legislation. The Dominion Department of Health might 

reasonably be expeoted to draw up a set of rules and submit them 

to the varioUS provinces for adoption or revision". 

This ~~blem of interprovincial hospitalization is 

liruced with a difficulty in Canada's dual type of organization. 
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It is easy to talk about the necessity of "leadership" and 

co-ordination, but when chief jurisdiction for public health 
(29) 

lies with the provinces the DOminion service is likely to 

become extremely cautious lest it be accused of infringing 

upon provincial rights. This is not the sort of situation 

that breeds leadership and a progressive policy. 

Experience elsewhere indicates that apart from 

constitutional amendment there are two ways in which" such a 

situation can be remedied and the necessary leadership and co­

ordination given. First, the personnel of the Dominion service 

must be so outstanding as to be the acknowledged leaders of tho 

country in their respective fields. If, in addition, the 

. Dominion Department has a fund for significant field st'ldies 

as already suggested, it will automatically assume a position 

of leadership in canada, just as the United States Public Health 

Service has in that country. The other way is" by con~itional 

grants-in-aid, a policy which has been found necessary by 

the central government in both Great Britain and the United 

States. The policy of grants for venereal disease, inaugurated 

in 1920, affords a precedent here. There is no doubt that the 

Dominion Government could exert a great influence on the 

quality and extent of public Health Services and bring about 

more uniform standards by a policy of conditional grants-in-aid. 

This question is a part of the larger one of how C~r the 

Dominion Government wishes to become implicated in any policy 

of grants-in-aid; but there is a difference between public 

health and some other fields. The Dominion Government could 

(29) This tendency is. observable not only in public 
health but in other f~elds, like labour, where a 
similar jurisdictional situation existso 
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exercise an important influence by relatively small con-

dit10nal grants for health. 

general thought undesirable 
1 

Even if grants-in-aid were in 

they might be used in this field 

because they would not be likely to reach such proportions 

as financially to embarrass the Dominion government and they 

would aohieve significant results. 

The Dominion Council ot Health has been a useful 

body in helping to effect a co-ordinated health programme 

for the whole country and it appears a type of organization 

that CQuld profitably be imitated in other Dominion departments, 

like Labour, with a similar division of jurisdiction. It would 

be strengthened by the inclusion at representatives of the 

medical schools as such, and one representative at least of 

public health nursing. Representatives of the medical schools 

should be able to aid the deliberations of the council because 

of their close touoh with current research and thought in the 

field of public health. Further, as they are training the 

future personnel of the field, al~ concerned wou~d benefit , 
from the regular contact and discussion of problema. The 

council has acted as a valuable clearing house for information 

and discusslion, and has done a good deal, under the circum­

stances, in working out a co-ordinated public health policy 

for the whole country. 

Among the functions assigned specifically to the 

Dominion Parliament by the British North America Act are Ind1a~ 

affairs. Statistics on the health of the Indians show a very 

serious state of affairs. Condit~ons here could be improved in 

two ways. First, a generalized health service covering both 

curative and preventive work should be set up, especially 

designed for the Indians. This would be more effective than 

turning the health at the Indians over to the provinces because 

in many respects health p~cblems on the Indian reserves are 

different from the health problems of the rest of the population. 
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For instance, a public health nurse without special train­

ing in dealing with the Indians might be baffled by the 

problems she would encounter among them. Second, 

arrangements should be made with the provinces to take over 

responsibility for soma of the more specialized services 

such as tuberculosis control which they are well equipped to 

carry out, and which the Dominion could provide adequately 

only at great expense. Such an arrangement is now in effect 

in British Columbia, to the general satisfaction of both 

Dominion and provincial a uthori ties. other specialized 

services should be sorutinized to see if similar arrangements 

could be made. 

OverlapPing 

There is very little overlapping in the Canadian 

organization for public health. In the municipal field, 

it would probably be desirable to have all jurisdiction 

for food inspection vested in the health authorities. In 

sohool hygiene the sohool madi oal services and the general 

publio h~alth servioes are often operated separately because 

they are authorized by different statutes (the School Aot 

and the Health Aot respectively). A more effeotive and 

economioal service might result if sohool boards utilized 

lthe services of the local boards of health to a greater 

extent. 
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As to the DOminion-provincial field, the submission 

of the Department of Health of the Province of Ontario to the 

Royal Commission on Dominion-Provincial Relations pOints out 

some, ways in Which the present division 'of control between the 

two jurisdictions does not work out satisfactorily. They are 

as tollows: 

1. The control of poisons: "Neither DOminion nor Ontario 

legislation," the statement says, "contains any we11-

defined, up-to-date list of pOisons with praotical but 

adequate measures to protect purohasers',. It recommends 

a Dominion POisons Act whioh would oontain an exhaustive 

list of pOisons and set out the conditions under which 

such poisons may be made and sold anywhere in the 

Dominion. The provincial legislation "should merely 

designate and license persons authorized to sell poisons 

e.g. pharmacists, and oertain other classes of merchants, 

who should have a limited lioence to sell' certain poisons." 

2. Control of narcotio drugs: There are oertain recently 

recognized habit-forming drugs such as codeine which 

are under provincial control and not under the Dominion 

Opium and Narcotio Drugs Act. But "Provincial legislation 

for the control of these drugs can be only partially 

effective because the provinoe oannot control importation 

Of the drugs from other provinces". It is reoommended 

that the Dominion assumo control of the drugs at present 

set out in Sohedule D of the Ontario Pharmacy Aot, 

particular~y oodeine and derivatives of barbiturio acid. 

3. Maintenance of insane conviots: Under sections 53 to 

56 of the Penitentiary Act, R.S.C., 1927, c. 154, the 

Dominion assumes financial responsibility for a oonviot 

who becomes insane after three months from the date of 

admission to a penitentiary; but oonvicts insane at the 
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Chapter 5 - The cost of sickness in Canada and possible 
sovings to be effected. 

It is impossible with present stntistics to arrive at 

an est1mate of savings that would be effected by a complete pro­

gramme of public health. Indeed as condIt1ons change, the 

Yn1Idity of such an ostimate would be open to grave question. 

A~l thnt will be attempted in this section is to give examplos of 

the kind of savings rather than the amount that such a programme 

might be cx~ected to effect in specific diroctionso 

1. Communicable diseases 

Records show that remarkable reductions have been made 

in certain oommunicable diseases, such as diphtheria and 

typhoid, to whioh special attention was paid. Tablo 16 shows 

the actual number of deaths from diphtheria in the fourteen 

largest Canadian oities in 1927 and 1936. 

Tablo 16 - Number of Deaths from Diphtheria in 1927 and 
1936 in the Fourteen Largest Canadian Cities (a) 

Montreal ••••••••••••••••••••• 
Toronto •••••••••••••••••••••• 
Vancouver •••••••••••••••••••• 
Winnipeg ••••••••••••••••••••• 
Hamilton ••••••••••••••••••••• 
·Quebec ••••••••••••••••••••••• 
ottawa ••••••••••••••••••••••• 
Calgary •••••••••••••••••••••• 
Edmonton ••••••••••••••••••••• 
London •••••••• a a •• a ••••••• a ••• 

Windsor •••••••••••••••••••••• 
Verdun ••••••••••••••••••••••• 
Halifax •••••••••••••••••••••• 
Regina ••••••••••••••••••••••• 

(6) Health. Deoember, 1937. 

~ 1936 

219 18 
95 2 

8 3 
25 3 

1 0 
21 25 
26 0 
23 0 

2 1 
10 1 
11 0 

8 1 
7 4 
2 1 

Queboo is the only cit1 Showing an increase of deaths in that 

period. and it was the only one not to adopt general toxolding; 

a11 other cities show a marked decrease. 

The sharp drop in deaths from these communicable diseases 

is one of the chief reasons for the decrease in the general 
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mortality rate thot has characterized modern times. Dr. C.E.A. 

Winslow. of Yale University conducted an· 1nvestigation to nsce~­

tain to what extent the application of public health procedures 

was responsible for the decline in the death rate. His investi­

gation covered ten states and the District of Columbia. He 

foand that more than half of tho decrease in the mortality rate 

from 1900 to 1932 was the result of a grent reduction of deaths 

from four diseases alone: typhoid fever. diphtheria, diarrhoea 

and enteritis, and tUberculosis. The death rete from the first 

three of these diseases decreased over 90%, that from tuber-.. 
culosis about 70%. From all other diseases taken together, the 

rate of mortality declined by less than 22%. It can scarcely 

be an accIdent, concludes Dr. Winslow, that the fuur diseases 

which so ~trikinglY diminished were those that had been made 

the obJective of organized attacks by the health forces of the 

. country. 

2. Tuberculosis control (30) 

In 1900 before the anti-tuberculosis campaign was 

started in Ontario, the death rate from tuberculosis was 160 per 

100,000; in 1936 it had been reduced to 36 per 100,000. Although 

many facto,rs contributed to this reduction, the chief reDsons 

were two, ~irst the discovery of persons with tuberculosis, 

second their segregation Dnd treatment. The actual cost of 

sanatorium treatment and associated services for 1936 was 

$2,590,000. Experience shows that not morc than 50% of those 

requiring treatme~t in sanatoria are hospitalized. On this baSis, 

the cost of treatment at the old rate of tuberculosis would 

have been upwards of $11.000,000. 

To treat a patient with tuberculosis in its early 

stages in a sanatorium and return him to his home costs ~oss than 

$1,000. To treat a patient with moderately advanced tuberculo­

sis costs anywhere from $2,000 upwards depending upon the time. 

(30) Phis section is based on data supplied by Dr. Phair. Chief 
Medical Offioer of Health of Ontario. 
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necessary to arrest tho coso and make tho patient non-infective. 

In 1936, 122 of tho newly discovered cases were in the minimal 

stage and 60 in a moderate stage of development only. The 

savings resulting from the oarly discovery of these at $1,000 per 

case would amount to $182,0000 Furthermore the cost of providing 

mothers' allowances for families where the broad-winner was in­

vallde~ with tuberculOSis amounted to $495,535 for 1936. The 

figure for the costs to tho province and municipalities for the 

c~re of tuberculosis patients in general hospitals cannot be as­

certainedo Similarly the cost of maintaining persons treated in 

their own homes cannot bo estimatodo In addition problems arising 

out of deaths and invalidism and the disruption of families will 

eventually cause calls on public fund's through relief p 
\ 

delinquency, etc" 

It can be seen, therefore, that important savings have 

been effected by the campaign ag~inst tuberculosis to dato~ But, 

as the survey in Chapter 3 shows, tuberculosis is still a serious 

and costly problem in Canada and the financial factor 1s the 

chief one preventing fu~ther marked reductions in its incidence, 

especially in the Maritimes and nmong the Indians. An intensi­

fication of efforts to control this disease should show sub­

stant1al direct and ind1rect economies for public treasuries of 

the type indicated abovo. 

3. Venereal disease 

It is impossible to make a roliable computation of 

saving that might be effected by a thoroughgoing programme of 

venereal disease control, This is in port due to the fact that 

statistics do not give 0 true picture of the number of individuals 

prematurely dying as the result of syphilis because deaths from 

that cause are of tAn ~~~~ed to avoid stigma on the families. 

However, it is ~el~ known th~t ~~ph11i~ may cause total in­

capaCitation and eorly death and is an important cause of in­

sanity, locomotor ataxia, heal't disease, bone syphilis 9 blindness, 
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eto. In various ways, therefore, the cost of this disease to the 

publio treasury is considerable. The statistics of inst1tutions 

oonduoting routine Wasserman tests show that the programme of 

vene~eal oontrol inaugurated in 1919 has had good results. For 

instance, figures for the Fort Saskatohewan Gaol in Al~ta in 

dicate that whereas 16% of all admissions in 1920 were syphil-

1tic, there has been a gradual reduotion until now less than 6% 

of the admissions have syphilis. Similarly, reaotions to the 

routine Wasserman tests in the Toronto General Hospital, fell 

from around 10% in 1916 to 1.7% in 1935 in a fairly consistent 

curve. But tho fact remains that venereal disease is still one 

of our major problems of publio health, and syphilis, the most 

dangerous venereal disease in its end results, oould be reduoed 

to a minimum if a proporly organized campaign were oonduoted 

against it. Public health authorities are unanimous that a 

oomplete programme for the oontrol of vonereal disease should at 

least save as muoh as it oosts. 

4. Mental 'hygiene 

Dr. C.M. Hinoks, General Direotor of the Canadian National 

Committee for Mental HYgieno, has made some estimates "relating 

to mental disabilities in the Dominion and what might be expeoted 

through the strengthening and enlargement of suoh mental hygiene 

arrangements as mental health programmes in sohools and oolleges; 

hospitals, olinios and other diagnostio and therapoutic agenoies; 

supervision of maladjustod individuals in the oommunity; eduoa­

tional faoilities for mental defeotives; and public eduoation in 

referenco to mental health conservation". His figures are as 

follows: the annual cost of hospitalization for major psychoses 

exceeds $14,000,000 at the present time. (Of this amount 

$10,383,375 is required for maintenanoo charges at 84 cents per 

diem, and $3,750,000 for new construction to provide acoommodation 

for a net annual increase of 1,500 patients). It is conserva­

tively ostimated that insanity could be reduced by at least 40% 

if preventive and early trectment mecsures were put into active 
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operation. There should ultimately be o.substantial saving 

thorefore (about $5,600,000 per annum on the present figures) 

in hospital costs alone. In addition thore would be an increase 

in the national income through the productivity of the 40% now 

in mental hospitals who would be ablo to return to remunerative 

occupations. Dr. Hincks sets this figure at $10,213,800 at the 

present timo.(31} A furthor item would JO savings effected 

through cutting down the rate of crime. About one-third of total 

crimes are committed by persons suffering from insanity, mental 

deficiency or psychopathic states. A comprehensive programme of 

mental hygiene reducing mental disability by 40% would there-
(32) 

fore save $1,700,000 per annum of the $12.750,000 crime bill of 

Canada. Again, at loast 10% of the population is afflicted with 

minor forms of nervous instability and mental maladjustments that 

seriously curtail efficiency and happinesso A comprehensive 

mental hygiene programme would go far in preventing and alle­

viating these afflictions with a consequent addition to national 

income through the Increasmproductivity of thousands of iu­

dividuals. Other savings havo already been indicated in the 

section on mental hygiene. These figures are admittedly somewhat 

arbitrary, but they servo as examples of tho kind of savings 

that a programme of mental hygiene would effect, entirely apart 

from welfare. 

Field experiments 

Two large experiments sponsored and largely financed by 

the Milbank Memorial Fund were designed to test the effective­

ness of increased expenditures on public health. The first 

experiment was begun in Syracuse, N.Y.in 1923, as a demonstra­

tion of the value of adequate publi_c __ he_~l.th._~acg~~l~ and was 
----"-~--'--- .. -.. ...~ ....... ---

(31) The ecrning capacity of the average Canadian man is 
placed at $927 per year and that of the average Canadian woman 
at $559 per year. These aro the average figures calculated by 
the Dominion Bureau of Stati~tics for wage-earnerso 
(32) This sum includes the maintenance of p~nitentiari~s, jails, 
reform institutions, the administration of Justice (crLminal), 
pclicing for the guarding of property and the detection of 
delinquents, etc. 
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continued for eight yeafs. Appropriations for the work ~ere 

increased from $1.00 par capita to $2.08. Vilion the accomplish­

ments from 1923 to 1931 were compared with those from 1912 to 

1921, it was found that there had beon a two-fold acceleration 
• 

in the rate of decline in the death rata from diphtheria, measles, 

scarlet fover. typhoid favor, whooping cough, tuberculosis and 

infant diarrhoea, amounting to a saving of three hundrod lives 

a year in this city of 150,000 population. 

The second demonstration, for which Cattaragus County, 

N.YA was saleoted,wQs made in an attempt to discover whethor death 

rates of the rural areas are as low as can be reasonably expected. 

Expenditures on public health in this rural county were raised 

from 50 cents per capita to slightly mora than $2.000 Although the 

de~th rata from diphtheria, tuberculosis and infant mortality had 

.been very low before the beginning of the d~monstration, all three 

rates fell sharply. The savings in lives, cs compared with the 
. (33) 

perlod f.l'.'om J.915 to 1921 was 39 a year in a population of 1 1236. 

Cost of medical care 

The Dominion Bureau of Statistics has made calculations 

(which aro necessarily approximations only) of the total cost 

of medical care in Canada for the year 1931. The total figure 

came to $256,113,671 or $24.69 per capita. Allowing for the 

difference in the price levels of the two years, this per 

capita. figure is approximately the same (slightly higher) as 

that arrived at by the united statos survey of the cost of 

medical aare in 1929 ($30.08). The Bureau. estimated that the 

time lost in wages alone in 1931 through sickness was 

$40,000,000. Many authorities believe that 50% of sickness 

is preventable. This does not mean that a thoroughgoing pro- . 

gramme of public health would reduce the costs of medical caro 

by 50%. The immediate reSQlts es~ecially 1f health insurance 

(33) Esther L. Brown, pbysicians and Medical Care~ 



-72-

were introduced, would probably be to increase the costs of 

medical care because of the number of hidden defects dis­

closed and the availability of medical treatment.. Over the 

long run, h~ever, there should be a marked reduction especially 

in the indirect costs of sickness such as loss of wages, 

inefficiency and invalidity. 

ConclUsion 

The great,argument for a complete programme or 
public health, however, is not the saving it might make for the 

public treasury along specific lines, but the increase in heal~, . , 

welfare, and efficiency, it would bring to citizens generally. 

It is sixty-five years since Disraeli's famous declaration that 

"The first consideration of any government must be the health 

of the people", but it is doubtful if that statement can be 

accepted as true of Canadian governments. It is generally 

accepted among public health doc tors that a complete programne 

of public health aimed at prevention (i.e. exclusive of 

institutional care) could be inaugurated at the cost of from 

$2.00 to $2.50 per capita; that is, a total cost for all 

governments ranging from $22,000,000 to $27,500,000. The 

amazing thing about such a programme is its cheapness relative 

to the prospective results 0 The expenditure by Canadian 

governments on prevention is difficult to arrive at exactly, 

because of the way the financial statistics of public health 

are kept. Dr. d. W. S. McCullough, then Chief Officer of 

Health for Ontario e stim ted that the amount spent on pre-, , . 
ventive medicine from all sources was $7,000,000 in 1928 or 

71 cents per capita. His estimate was based on the following 

consi dera tions: 

1. appropriations for public health (not ~ncluding.hospitals 

and asylums) for each of the provinces .. 

2. appropriations for Dominion public health. 

3., local expend it ures for public health in Ontario from 
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reports of M.O.H. fS, VlIith consideration of pertinent 

expenditures on education. 

4.estimates on the basis of (3) of local public health 
(34) 

expenditures in the other provinces of Canada. 

5.expenditures by voluntary agencies. 

Table 17 shoils provincial expenditures on the main 

preventive aspects of public health for 1936-37. The per capi ta 

provincial expenditure for Canada was 24 cents. The figures 
, 

in this table are not given as all-inclusive or solely pre-

ventive because financial figures for public health as between 

the provinces are not on an entirely comparable basis and not in 

a sufficiently detaile d form. They are given as approximations 

only. It is to be noted that important expenditures on pre-

ven tion are made by local authorities, but as municipal financial 

statistics are in such a chaotic state, it was felt unwise even 

to attempt an estimate of these expenditures. The table does not, 

therefore, take into account the fact that the distribution of 

total expenditures as between the provincial and municipal 

branches of government differs from province to province. Con­

sequently, the table does not warrant comparative deductions 

about the total amounts that are being spent on prevention in the . . 
various provinces. It can be said with assurance, however, that 

public health expenditures on prevention in Canada do not approach 

the figure of $2.00 to $2.50 per capita considered necessary by 

public health authorities for a full programme of prevention. 

(34) As Ontario has relatively well developed local services 
this estimate probably errs substantially on the high side. 
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- Expenditures by Provincial Governments on the 
Main Preventive Aspects of Public Health In­
~l~ding Preventable Disease Control (excinding 

u erculosis sanatoria), Vital "Statistics' 
Sanitary E~ineering Health Laboratories' 
Travelling ~linics, Nurs1ng Serv1ces Heaith 
Un1ts, Industrial Hyg1ene, Inspection Serv1ces 
and Grants to Health Associations, 1936-57. (a) 

Total Per Ca:eita 

British Columbia ••••••••••••••••• $ 447,000 $ .60 
Alberta .. , ...................... . 195~400 .25 

" 

saska. tchewan 
••••••• (II ••••••••••••• 2ll~600 ,23 

Manitoba. ••••••••••••••••••••••••• l67!000 .23 

Ontario ......... , . ~ ............. . 689,000 ,19 

Q,uebec ••••••••••••••••••••••••••• 758!OOO .24 

New Brunswick •••••••••••••••••••• 120,000 .27 

Nova Scotia •••••••••••••••••••••• 84!000 .16 

Prince Edward Island ••••••••••••• 25!755 .28 

All provinces •••••••••• 2,697,755 .24 

'(a) Based on the PUplio Aocounts Inquiry ot :the Royal Com­
mission on Dominion-Provincial Relations. 

Table 18 gives in summary fGr.m all the health expendi-. 
tures of the provinc ial g~vernments, expendi ture& on mental and 

tuberculosis 1nsti tutions, and on hospi tals. For all the provinces, 

24 cents per capita is spent on prevention (broadly interpreted) 

oompared with $l.68per capita on all health activities. An inten-

sitied programme ot prevention should, over a period ot time, 

materially reduce certain health expenditures, especially those on 

institutions tor mental and tubercular pat1ents, and to a lesser 

degree, those on general hospitals. I'!i should be remembered too 

that without thorough-going prevention, there will continue to be 
a rising curve of capital expenditures on health institut10tls 
and hospi tals. 

Although it would be unwise to attempt to estimate the 
cost ot a complete programme ot public health in Canada or to 
dogmatise about the savings that would be Dade i:tl specitic direot-
ions, two conclusions may sate"ly be made. First, the cost ot such 
a programme would not be great as tar as governmental expend1tures 
go. Second, the d1rect and indirect results ot such expend1tures 
would be ot tundamental importance to the co untry as a whO'le. 
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SUMMlffiY TABLE OF HE.ALTH EXPENDITURES' OF PROVINe L\L GOVERNMENTS (a) 
As at fiscal year ending nearest to 31st December, 1936 

__________ . __ . _____________________________________ (~T~h~o;_u~s~a=n~d~S~O=f_D_o~l=l~a=r~s~) ___________________ .~(~b~)------------.------____ ~ 

Province ____ ~spitals __ Mental & Tuberculosis Other Health ~\l1 HeaJth 
Total Per Capita Total Per Capita Total Per Capita Total Pur Capita 

I---------------------~,------~~~------~$--.-.-.----~$~------~$~--.-~,~------~'~.------i~--~ 

British Columbia 

Alberta 

Saskatchewan 

Mani toba 

Ontario 

Q.uebec (c) 

New Brunswick 

Nova. Scotia 

Prince Edward Island 

All Provinces 

1,073 

481 

415 

521 

1,301 
4 

1,359 

20 

165 

9 

5.344 

1.43 

.62 

.44 

.73 . 

.35 

.44 

.05 

.31 

.10 

.49 

1,053 

867 

1,223 

827 

3,863 

1,833 

190 

20i 

121 

10.186 . 

1.40 

1.12 

1.32 

1.16 

1.05 

.59 

.44 

.39 

1.31 

.92 

335 

371 

232 

223 

848 

698 

119 

84 

24 

2.934 

.45 

~48 

.25 

~31 

!23 

.23 

!27 

.15 

.26 

2,461 

1,719 

1,870 

1,571 

6,012 

3,890 

329 

458 

154 

18.464 

~76 

.85 

1.67 

1.68 

(a) Based on the Public ~ccounts Inquiry of the Royal Commission on Dominion-Provincial Relations. Figures are net 
for institutions but it has not always bec;m possible to get net figures for other hea.lth expend! tures. 

, 
...;J 
CJ1 
I 

(b) Includes vtta.l statistics, homes for incurables, health laboratories, p~oventable diseaso control (less tuberculosis) 
sanitary engineering, nursin8' services, health units, health inspection services, industrial hygiene, and grants 
to health associations. . 

(0) Note also tho work of religious organizations in Q,uebec; sec study b1' Protosso:r Esdras tanv1llo on Social 
Lo~islatlon in Quoboa, on wh1ah thoso Z1aures are based. . 



-76-

Chapter 6 - Conditional Grants in the Field of Publio Health 

The Dominion Parliament has given conditional grants­

in-aid once in the field of public health, to stimulate a national 

ca~aign against venereal disease. From the fiscal year 1920, 

$200,000 was appropriated annually and the grant was reduced to 

$150,000 in 1925, $125,000 in 1926, $100,000 in 1927, and 

abolished in 1932. Population was the basis of ~he grant, and 

the province had to match the federal contribution. Before a 

grant was made, the province first had to present its plan of 

attack against venereal disease and if this plan was approved, 

half the subsidy f~r the year was given. The second half of the 

subsidy was given six months later it the Dominion Department of 

Health felt that the provincial programme was proceeding satis­

factorily. 

To administer and supervise the grants, a Division of 

Venereal Disease Control was set up in the Dominion Department of 

Health under a full time director. These subventions differed 

from other conditional grants in that their terms of administration 

were not rigidly defined in a statute but left to departmental 

discretion. 

The grants were conspicuously suocessful in achieving 

their purpose. Fifty-two clinics had been established in the 

provinc;s by 1922, attention was paid to suitable provincial 

legislation for controlling the disease, better statistics were 

collected; in short, a nation-wide programme for the control of 

venereal disease was put in operation, a development which would 
. (35) 

not have been brought about by the provinces alone. 

The question arises, were these results fortuitous or 

is the f~eld of public health one that is fav~urable to the 

operation of conditional grants-in-aid? This question may be 

(35) See Chapter 3 for further details. 
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analyzed under two heads, first, the desirability of such grants; 

second, their workability. 

There can be little doubt about the desirability of 

improving the ~tandards of public health in Canada. Chapters 

2 and 3 of this memorandum show a disturbing condition relative 
(36) 

to several basic problems of public health. It might be 

argued with some force that if the provinces were relieved of 

certain expensive functions or conversely given additi~nal 

sources of revenue, they would then be able to deal adequately 

with public health. Desirable results for public health would 

undoubtedly follow from such an arrangement, but the experience 

of other countries would show that disparities in standards and 

gaps in services would still exist. Public health is a 

relatively new field and there is no tradition of adequate 

expenditures yet built up. Public bodies customarily show an 

inertia in making departures from their spending habits, 

especially where no great political pressure exists. 

Analyzing the present health situation, there are 

three conditions under which it might be desirable to extend 

Dominion grants-in-aid. 

First - certain areas ere affected by specific problems of 

public health which do not affect other sections of the 

oountry except potentially. As had already been 

pointed out, the provincial service is rarely equipped 

to deal with such specialized problems of public health, 

(36) The situation is probably more disturbing than is genera11y 
realized if the results of the American governmental in­
vestigations of medical needs in that country have ahy 
significance for Canada. Miss Josephine Roche, Chairman 
of the President's Interde~artmental Committee on Medical 
Care stated (July 18, 1938) that the expenditure of 
$850,000,000' (by all governments) is the gauge of the need 
now apparent. 
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and the province might easily be in a financial position where 

it feels unable to expend additiona1 sums to cope with the 

problem. A conditiona1 grant under such conditions might nip 

in the bud a potentia11y serious ~Gnace to public health. 

Second - certain costly i11nesses exist over the whole Dominion 

and are a drain on the taxpayer, yet not nearly enough attention 

is being paid to preventive work to reduce their incidenoe. 

Among communicable diseases, venereal disease and tuberculosis 

are serious enough to be matters of national concern. Further­

more, with communicable diseases, it is desirable to have high 

standards for the whole country because one backward area can be 

a source of infection and expense to other forward areas, Among 

non-communicable diseases, mental illness is outstanding because 

of its great and increasing expense and because relatively 

little preventive work is being done. A conditional grant-in-aid 

might be worth many times its face value in stimulating a 

programme of prevention. Another basic health. problem is that 

of maternal and infant mortality. The death of infants and 

mothers is high in Canada and represents a serious loss to 

the countr.w~ This problem has already been discussed in 

Chapter 2; 'it need only be said that if a conditional grant 

stimulated practices that would reduce the rate of infant and 

maternal mortality~ there would be no doubt of the net gain 

to the country as a whole. The state always stands to gain, 

aside from other considerations, by the addition to its ranks 

of useful working citizens. 

Third - some of the provinces are limited in their taxable 

capacity. The problem of the unequal wealth of areas is one 

that faces all countries, and it is particular1y important for 

federa11y organized states. It affects public hea1th because 

usually areas with the most serious health problems are the 

least able financially to deal with them. 
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Some special co~sideratlons apply to the workability 

of conditional grants-in-aid for public health. In tho first 

place, a relatively small grant has a rolatively great offect. 

As has already been pointed out, a thoroughgoing preventive 

programme for the whole of Canada ~uld cost all governments 

only about $25,000,000. A conditional grant for some -­

specific purposo would be a comparatively minor item in the 

Dominion's expenditures. The grant for venereal disease 

illustrates this point. During the war and immediate post­

war, years, no problem of public health was more alarming than 

the prevalence of venereal diseaseo Yet Dominion grants that 

never exceeded $200,000 a year had a great influence in 

controlling that disease and in setting up a permanent 

organization for dealing with ito Second. grants for public 

health are for supplementary services. They do not open up 

new fields, like unemployment relief, where the eventual 

liability of the Dominion is unpredictableft Third, every 

conditional health grant would bo for a definit~ purpose and 

it would be practically impassible to use it even in part 

for other purposes. At least this was the experience in the 

operation of the venereal disease grant. Fourth, the results 

of grants for public health are oeesurablo and hence they are 

mare capable of control than most other grants. For instance, 

the provinces had to fulfil certain conditions to become 

eligible for the venereal disease grant. 

They were: 

a) establishment of clinics with spe~i~ist 
physicians in charge of treatment; with 
sufficient assistants to carryon the work; 
efficiently and gratis to the patients. 

b) hospital beds for indoor patients; all treat­
ment gratis. 

c) diagnostic laboratorl~s for venereal disease 
work. 
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d) ~fficient treatment for inmates of 
Jails and places of dotention. 

e) maintennnce of a speCialist in venereUl 
disease diagnosis, treatment and 
propaganda to ccrry out the venereal 
disease work of the provinces. 

It was ecaily ascertainable whether any province was ful­

filling those conditions. In supervising the carrying out 

of the work. too, it wus e&~' to docido whethor or not 

accepted proctice and procedure were being followed and 

standard aquipment, drugs, etc. were baing used. The 

administration of public health is a field in which pro­

fessional standards rather than political ones, rule~ It is 

probable that public health, as a specialized task for a 

professional personnel, is an unusually suitable field for 

Do-operation and understanding in dual admin~stration. At 

any rate) it is generally agreed that "The administrative 

relationships betwoen the Dominion and tho provinces were, 

on the whole, probably more continuously harmonious during 

tho operation of this grant than in connection with any 

other subvention. II (37) 

Some general observations about grants-in-aid in 

the field of public health remain to be made. If such grants 

are to be limited in time, that should be made absolutely 

clear at the outset if possible. otherwise a good doal of bad 

feeling will be created when the grant is eventually 

terminated. This happened when the venereal disease grant, 

which the provinces understood would be permanent,was 

discontinued. Although the Dominion government hod never 

announced that the venereal disease grants would be permanent, 

no specific time limit had been attached to them, and, although 

(37) luella Gettys, "The Administ~ation of Canadian Conditional 
Grants., Chicago, 1938, p.llO. 
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they were reduced from time to time,-they were reduced 

according to no previously announced schedule. If the federal 

government hod been c1ear at the outset on both these p01nts, 

a good doal of ill-will might have been avoided. Grants for a 

spec1fied period have their place, especially in demonstrating 

the value of a service in the hope that the voters of the 

province will be prepared to carry it themselves. The grants 

of the Rockefeller Foundation oro an this basis ond they 

have had considerable effect in stimulating such desirable 

developments, for instance, os health units in British 

Columbian Their weakness 1s that they do not help areas of 

low income. The demonstration health unit at Grevelbourg 

in Saskatchewan, for example, was forced to close when the 

Rockefeller grant wes withdrawn~ 

This fact points to a consideration that has 

already been mentioned. If conditional grants for public 

health are to produce maximum results, they should not be 

on a stra1ght matching basis because th1s me~ns thot the 

poorest areas with the hardest problems are least able to 

take advantage of the grants. The recent LaFollette­

Bullwinkle B1ll for the control of venereal disease in the 

United States places the grants to the states on 0 threefold 

basis; populat1on, the extent of the problec,and the 

financial means of the state. Some such basis seems necessary 

if the greatest progress is to be mode in solving problems 

of public health. 
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APPENDIX I. THE SCOPE OF EXISTING SERVICES FOR PUBLIC HEALTH. 

The scope of eXisting services for public health 

in Canada can be conveniently indicated under the branches 

commonly acc~pted as standard for a department of pUblic 

health. 

A. Vital Statistics. 

The gathering, classification and study of data 

concerning natality, morbidity, mortality and demography; a 

record of health facts necessary for the guidance of health 

workers and for the formulation of suitable policies. 

(a) Provincial. 

British Columbia, Alberta, Saskatchewan, Manitoba 

·and Quebec have divisions of vital statistics with trained 

full-time pe~sons in charge. 

Ontario. 

Vital statistics are collected by the Registrar 

General (under the Provincial Secretary). 

~Bruns~. 

The Chief Med1cal Officer is responsible for 

the compilation of statistics, centralizing information from 

sub-district registrars. 

Nova Scoti.!!..!. 

,The Deputy Minister of Health is Registrar 

General. 

(b} Dominion. 

Vital statistics are compiled and tabulated for 

Canada by the Dominion Bureau of Statistics fram information 

supplied by the provincial health services, except in Ontario 

where the statistics are compiled in the Provincial Secretary's 

Department. The Dominion Bureau of Statistics does excellent 

work in this field. 
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B. Control of Comm i un cable Disease 

This control is carried out by: 

(a) Finding and segregating where necessary, the patient 

(human or other) to prevent the dissemination of the causit1ve 
agent. 

(b) Disinfection to destroy the causitive agent released 

from the host. 

(c) Building up the resistance of the individual by 

specific means as in vaccination or by non-specific means as 

improving the individual's general health. 

(d) Treating the patient in his own interest and to re­

duce the duration of infectivity. 

(e) Other means such as sanitation, food control, etc., 

which are applied in other fields. 

Two of the communicable diseases are often considered 

separately in this respect, namely, tuberculosis and venereal 

disease. 

(i) Tuberculosis 

The prinoiples already outlined apply here also 

but the problem is in some ways more diffioult because of the 

chronic nature of the disease and its long infectivity. 

(ii) Venereal Disease 

The control of this disease is complicated by 

the moraU aspect of the problem and the prooedure adopted must 

respect the fear of the assooiated stigma. With both these 

diseases the eduoati on of the community must be stressed. 

(a) Provincial 

Bri ti sh Columbia 

(a} Has no division of epidemiology. The Assistant 

Provincial Health Officer does a limited amount of epidemio­

logical work. 

(b) Tuberculosis control bas seen important developments 

in recent years. A separate division bas been established 
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under a part-time d~rector who heads up a co~ncil composed in 

addition to himself', of the Provin'Jial Health Officer~ Deputy 

ProVincial Secretary, Director of cocial welfare~ Superintendent 

of Residential Inst! tutions, and phyoicians j.n charge of clinics. 

The central oi~ice in Vancouver dovotes it~elf t~ pJanning the 

work of the whole division. It correlatds the work of the 

Tuberculosis Division witt that of other branches of the 

Provincial Poal'd of Heal"{;l:J, the Vancou'ler &:etropoJitan Health 

Board and other health ar..o weJ.fare ag~:ccJ as" It publishes a 

ruonthly bulletin and a monthly ahstrac-t:. bulletin, bo th of an 

edUcational and stati.stical nature .. 

Cltnics are rna intained in Vancouver Vic"{;oria and , 
Tranquille. the Vancouver cliniC bOlng completely equipped to 

undertake diagnosis and treatme;:lt. In addition, the DiVision 

has four' travelling clinics, one radiating from Vl. ctoria covering 

Vancouver Island, one r<idia ti ng frm Vancouver cOlrerillg the 

10liler main land and coast, and. tU() co~"e:c:r46 tho in tori or of the 

province 0 There are preventive and treatment centres established 

at Prince Rupert, Trail, Y.elowna, Nelson ar ... d Iadysrnl.th.. Their 

function 1S to do pneumothorax on c:::.ses disch::ll'ged from 

insti tut:t.ons, to. ald in t.he early report1.ng tuberculosl.s, to do 

the health educational work of the district, to help establish 

better methods of case-finding, and to initiate tuberculin-

testing progra~es. In an attempt to establish better methods 

of case -find ing, special surveys are conduc ted among sell 001-

Children and the employees of industrial firms in various parts 

of the province. 

The province ani the municipality share the cost of 

treatment with the latter paying one dollar and twenty-five 

cents per municipal patie~t pe: day. By order-in-council 

effe ctiwe as from April 1, 19~, the municipal share was changed 

to SO cents per patient days 

A supervisor of tuberculoJis social cervice has been 

apPointed, anJ. every patient on adLllssi.on is invos~igl:ited from 
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a sooial standpoint. An attempt Is then made to adjust the 

family oiroumstances, both during the time ot residence ot 

the patient and atter his discharge. The Vancouver Occupational 

Industries has been established by co-operative endeavour to 

g1ve chronically hand1capped individuals an opportunity to re­

habilitate themselves. In addition occupational training is 

given to patients while in institutions. 

The tuberculosis division attempts to co-operate 

With the Workmen's Compensation Board so as to facilitate the 

examination of underground ~orkers throughout the province. 

To promote health education, pamphlets are distri­

buted, educational lectures given, and exhibits held. 

(0) Venoreal Diseaso control. Because of the failure 

to make headway against these diseases, a separate division 

was established in October, 1936, under a full-time ~rector 

who acts as a consultant to physicians in the province, and Is 

responsible for ~o free treatment and diagnostic clinics 

operating in Vancouver, Victoria, Nanaimo ana Trail, and for a 

consulting service to private physicians throughout the 

province. Cases attending the clinic are recorded so that its 

size may ~e kept at that commensurate with efficiency, and a 

control system of attendance and a follow-up service has been 

established. Patients leaving the city or province are 

referred to other clinics and doctors,.and a record ot their 

application for treatment is obtained. 

An intensive educational campaign has been started. 

Pamphlets are available to the general publio (particularly 

to teachers) and talking films are shown in different parts of 

the province. publications ot special interest to the medical 

profession are secured and printed by the Departmen~ tor dis­

tribution to the physicians tnroughout the prov~nce. Education 

is carried on not only among patients and statt, but also 

with nursing and social servic~ students, who are referred 

to the Division for experience. 
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A Social Service Department, consisting of a 

supervisor and three full ti . - ~ ~oc~al wo=kers performs the 
functions of attendance-contrel, ease-finding, examination of 

contacts, and educationo The Soc~al Service Department is used 

as the avenue throUgh Vwhich patients are admitted and di scharged , 
from the clinic" Later it is hoped there Will be time for 

dealing wi th the social pr oblems of thi s g:::oup, approXimately 

60% of wh?m are unemployed and in many casen in need of social 

case WOL':"., Both the Venereal Disease Division and the Tubercu­

losis DiVision receive assistance outside of Vancouver from the 

trained social workers of the Welfare Field Service who are 

stationed throughout the provi::1Ce" 

The estimates for the work of venereal disease 

control have been almost trebled since 1935-36 0 

Alberta 

(a) Communica~disease control is under the Deputy 

Minister of Health. 

(b) Tuberculosis control is a separate division under a full­

time director who is Medical Superintendent of the Central 

Alberta Sanfttorium in Calgary. The central office is located 

at the Sanatorium, but a branch clinic in the Edmonton General 

Hospital handles,most of the work north of Red Deer. 

A new polic:y of providing free treatment for all 

residents went into ef~ect in dune, 1936, and arrangements were 

made for sixty-five beds in the General Hospital, Edmonton, 

thirty-seven in the Royal Alexandra Hospital, Edmonton, twenty­

two in the University Hospital, ~onton, and eight in the 

convalescen t home for men in Calgary - an increase of 60 p;tr 

cent in the number of beds available.. At the sam tim pro­

vision was made for the extension of the diagnostic service 

wi th a view to the early diagnosis of the patients suffering . . 
from the disease, and the location and control of sources of 

infectiona Regular diagnostic clinics are conducted in four 

centres, and travelling clinics serve about thirty places. 
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(c) Ve~ereal disease control 

There is a Division of Social Hygiene, with a part-time 

director, which conducts free clinics at four centres and at 

each of the provincial gaols. Educational work is carried 

on, but owing to the reduction in funds available for 

travelling, the volume of work has been reduced. 

:-; _-,katchewan. 

(a) Communicable disease division covers epidemiology, the 

treatment and supervision of trachoma, issue of vaccines and 

sera, \;olation, quarantine and disinfection; care of the 

dead; venereal disease control with free diagnosis and treat­

ment at several clinics. 

(b) ~rculosis control is under the Minister of Public 

Health but diagnosis and treatment is provided through the 

Saskatchewan Anti-Tuberculosis League which is independent 

of the Department of Health. This semi-officIal commission 

1s made up of directors apPointed as follows: five by the 

Province, five by the Association of Rural Municipalities, 

two by the Union of Municipalities (urban), one each by the 

Saskatchewan Medical Associat1on and by the original members 

of the League, and one by the Government for the local 

improvement districts. The Provincial Government built the 

three sanatoria and turned them over to the League to oper­

ate. Free diagnosis and treatment is provided for all resi­

dents. The Provincial Government pays one dollar per 

patient per day to the League and the remainder of its in­

come is provided by the municipalities on the basis of 60 

per cent by the rural municipalities and 40 per cent by the 

urban. The League sets the rate of taxation and does its 

own collecting. The administration of tuberculosis control 

in Saskatchewan then, is entirely in the hands of an inde­

pendent commission. The proceeds of the Christmas Seal Fund 

supports travelling clinics for the examination of suspected 
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casc.s. The s"'rv' . . (38) 
w ~ce l.S highly devoloped. 

(c) Venc.rca.l disease control. 

Thore is no separatu division and the care and the 

contr01 of venaraal disease ~s 
4 handled as a part of the work of 

the Communicp.ble Disease D;v;sl.· on. ... ... Thsre are f1 ve public 

VenGrea~ Disease Dispensaries, in addition to three clinics 

conducteQ at gaols. 

~itobao 

(a) Disease preventloq. 

This di~ision is under the direction of an epidemiolo­

gist. who supervises and assists ill the control of communicable 

disea.se. 

(b) Tuberculosis contrql~ 

There is somewhat the same administratlve set-up as in 

S:J.skatchewan. The Sa;' . .l.t.orium Boa.rd of Manitoba, a sem~-official 

body, has direct control over the provincial sar~torium and gives 

gra.nts to the. tuberculosis section of the municlpal hospital in 

Winnipeg and to the Roman Catholic sanatorium. It also operates 

travel~1ng clinics throughout the P~ovince. The gove~nment pays 

it 50 cents'a day per patient and the remainder outside of 

Winnipeg, is collected by the government from the municipalities 

for the Board. Winnipeg pays a daily rate. of $1.50. Manitoba 

di.ffers from the two other Prairie Provinces in requiring payment 

from those who are able to pay. 

(c) Venereal Disease control is under the epidemiologist. 

A free venereal disease clinic is maintained at St.Boniface 

Hospital. In addition clinics are held at six detention homes 

and gaols. There are no travelling clinics but drugs for 

treating syphilitics ace supplied free to privata physicians. 

(38) liAs a result of what has. been accomplished in the last 
fifteen years, the vital statistics ahow Saskatchewan with 
the lowest tuberculosis mortality, not only of Canadian provinces, 
but of any oountry in the world" Hon. J. F. Uhrich, Public Health 
and State Medioine. A specch'delivered in the Legislative Assembly 
of Saskatchewan, January, 1935, (Regina King's Printer, 1935). 
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Ontario. 

(a) Preventable disease division. 

Two full-time epidemiologists supervis~ and assist 
local boards in . commuIUcable disease control. There is free 

distribution of sera and vaccines for prophylaxis and treatment. 

Needy diabetic patients receive insulin, the province and 

municipality sharing the ~ost. 

(b) Tuberculosis prevention division. 

This division had n full-time director, two clinical 

specialists and three physicians in charge of travelling clinics. 

In 1936, 113 clinios were held in ninety-seven centres. At 

these clinics 8,856 ~ersons were examined. Practically all the 

sanatoria in Ontario were built by local voluntary organizations 
. (39) 

. wl.th the government assisting with grants i~ some cases. 

Ottawa has one of the few civic institutions. The saratoria 

developed extension clinics which covered about half the Province. 

The trnvelling clinics of the Provincial Government now cover the 

rest of the area. By the Tuberculosis Act of 1938 the province 

assumed the who~e cast of diagnosis and treatment. Previously the 

municipalities paid at the rate of $1.50 per day, vmich was too 

great a burden for same of the poorer municipalities with high 

rates of tuberculosis. As a result a considerable proportion 

of the people diagnosed as having tuberculosis did not gat 

treatment. As the Provincial Gove.rnment res.erves the 

right to stop payment under the Act whenever it considers the 

patient sufficiently recovered, the municipalities are pre­

sumably responsible ror Collow.up work. This is considered 

(39) This is a reflection of tho ~reater wealth of Ontario. 
The government has had to carry the full cost of sanatoria in 
the western provinces and the Maritimes. Same windfalls accrue 
to Ontario in the field of tuberculosis as a result of it being 
the head office of so many natioIk~l organizations. Examples are 
the recent gift of $50,000 by The London Life Assurance Campany 
to the London Sanatorium, and donations to the Christmas Seal 
Fund by the head office rather than by the branches of business 
firms. 
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part at the regular service in the four western ITovinces 

on account of its importance in preventing relapses. 

(c) Venereal disease control is under the preventable 

disease division. In 1936 there were eighteen venereal 

disease clinics receiving grants from the FTOvince, five 

situated in Toronto and one each in Hamilton, Brantford, 

London, Windsor, Owen Sound, Ottawa, Fort William, Kitchener, 

St.Catharines, Kingston, Peterboro, Sault Ste.lmrie, and 

Sudbury. Since April 1, 1935, the payment given the clinics 

has been reduced from 35 to 25 cents per treatment, and the 

saving utilized as subsidies to m~icipalities without 

clinical facilities. Not all the municipalities, however, 

assumed their responsibility in this regard. In the case 

of patients from unorganized districts, physicians in the 

area are paid by the Department on the schedule of fees 

given the municipalities. Free drugs are provided the 

clinics and private physicians for the treatment of those 

unable to pay. 

Quebec. 

(a} Epidemiology and preventable disease. 

This division supervises through regional health 

physicians the activities of the thirty-six health units 

which exist in the province. It also includes tuberculosis 

and venereal disease. 

(b) Tuberculosis control. 

There is a provincial end travelling diagnostic 

service which conducts tuberculosis clinics in all the 

health units. Public health nurses visit the homes of 

those found suffering from active tuberculosis to give 

them needed advice and ~o see that the directions of the 

treating physicians are being followed properly. An inten­

sive campaign against tuberculosis is being carried on in 

the health units where tuberculosis dispensaries have been 
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organized. The Pr . OVlncia1 Government "has taken little 

responsibility in the bUilding of sanatoria. It pays one-

third of a per diem grant ranging up to $2.00 per patient to 

hospitals caring for indigent tubercUlar patients, that is, 

those who come under the Public Charities Act. There are 

no p~yments at all for the large group of patients above 
. 

the indigent class. In Montreal, the mortality rate of 

tuberculosis in 1937 per 100,000 was 82.6 for the 

French speaking population and 63.1 for the Englisrr. 

(c) Venereal disease control is under a division of venereal 

disease with a dtrector in charge. Requests for treatment 

may be may be addressed to the division of venereal disease 

by persons living anywhere in the Province. There are 

forty-five centres of treatment, including The Women's Gaol 

in Montreal, Bordeaux Gaol, Quebec Gaol, and st. Vincent de 

Paul Penitentiary. A great number of patients who haven't 

the means to be treated by their own physician go to the 

clinics of the general hospitals to receive treatment, the 

physicians giving services to indigents without receiving 

remuneration. In places where there are no centres of 

treatment', the division of venereal disease distributes to 

the physicians, following a request from the latter and 

when the diagnosis is confirmed by the laboratory, the 

necessa~y drugs for the treatment of indigent syphilitics. 

The division carries on a campaign of education. 

New Brunswick. 

(a) There is no central provincial organization but the 

ten District Medical Health Officers are responsible for 

communicable disease control in their respective districts, 

which cover the whole l~ovince. 

(b) Tuberculosis control. 

The District Medical Health Off1~ers are respon-

sible for tuberculosis control and most of them have been 
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given spe~ial training for the work. There are three 

sanatoria, one a provincial institution one a civic and , 
one a Roman Catholic; all have waiting lists, so that a 

considerable time elapses after a case is found before it 

can be admitted to a hospital. In 1937 the province 

increased its grant from 75 cents to $1.00 per patient 

per diem, the mu.nicipali ties being responsible for the 

remainder. About 75 per cent of those admitted to 

tuberculosis hospitals are charges upon their munici­

palities. 

(c) Venereal disease control. There is a part-

time director, and eleven district clinics are operated 

in the folloWing centres: Andov~r, Bathurst, Campbelltown, 

Chatham, Edmunston, Fredericton, Minto, Moncton, Saint 

John, st. Stephen-Milltown, and Woodstock. Wh1le these 

clinics provide diagnosis and treatment for the larger 

centres, there are many patients Who f1nd it impossible 

to attend them because of distance from their homes, and 

for these the Department of Health furnishes drugs to 

physicians who are willing to administer treatme nt. No 

remuneration is provided for physicians treating patients 

who are unable to pay. 

Nova scotia 

(a) Communicable disease control. The Deputy Minister 

of Health, as chief health officer, 1s. directly in 

charge of communicable disease c~ntrol. Field investi­

gations of communicable diseases, to establish 

diagnoses and to make epidemiological studies, are 
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essentially his responsibility. In t"he discharge of this 

duty, he may call upon the services of the two divisional 

medical health Officers. 

(b) Tuberculosis control. 

The Deputy Minister of Health is in charge of tuber­

culosis hospitals. There is one provincial sanatorium. one 

institution operated by the city of Halifax, and four tuber­

culosis units in general hospitals. The hospital units 

have developed into centres where pneumothorax treatment 1s 

carried out in addition to the usual rest cure. The munici­

pality must pay $1.50 per patient per day in the provincial 

sanatorium and the P-rovince makes up the deficit. The Pro­

vince makes some payments (about $1.00 per patient per day) 

to the cost of the patients treated in the hospital units. 

A travelling hospital diagnostician is employed 

and th~two divisional health officers devote much of their 

time to tuberculosis control. Their main function 1s the 

operation of travelling tuberculosis clinics~ These clin­

ics are held in convenient places throughout the rrovince; 

but in appropriate cases examinations may be made in the 

homes. Their purpose is to supplement the services of 

local physicians in uncovering cases of tuberculosis. 

Public health nurses c~perate with the divisional health 

officers and practising physicians in follow-up work in 

the home. The government is in the process of introducing 

the New Brunswick system of specially trained district 

medical health officers who shall be responsible for tuber­

culosis control ~ong other things. 

(c) Venereal disease control. 

~here is no division of venereal disease control. 

the Deputy Minister of Health being responsible for this 

work. Five clinics, in charge of part-time local physicians, 

are operated at Halifax. Sydney, _!~r.mouth, Amherst, and New 

Glasgow. There are no travelling clinics but practising 
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physicians are supplied free of charge with drugs to treat 

1ndigent patients brought to their attention. 

Prince Edward Island. 

(a} Communicable disease control. 

The Deputy Minister of Health personally supervises, 

whenever possible, all cases of communicable diseases through­

out the province, and advises the local boards of health of 

the necessary control measures. 

(b) Tuberculosis control. 

The Deput1 Minister of Health is responsible for 

tuberculosis control, while the medical superintendent of 

the provincial sanatorium is provincial chest diagnostician 

and Assistant Health Officer. Clinical examinations are 

held weekly at the provincial sanatorium, and to this 

clinic came referred cases from physicians in the city of 

Ch~Tlottetown and throughout the rrovince. In addition, a 

monthly tuberculosis diagnostic clinic is held in SUmmer­

sidei and others 1n Kensington, Alberton, Tignish, Souris, 

and elsewhere at intervals during the year when travelling 

by car is.possible. 

(c) Venereal disease control is a responsibility of the 

Deputy Minister of Health. Regular weekly clinics are con­

ducted in Charlottetown and Summers ide for male and female 

cases, and all indigent cases not being treated by private 

physicians are required to attend. In addition, all 

prisoners in Queen's and Prince Counties are examined for 

venereal d1seases, and treatment is administered when neces-

sary. Indi@9nt cases, in sections of the province remote 

from clinics, are required to make arrangements with their 

local physician for trent~oll~, and all necessary drugs are 

supplied free of charge to the physician. 
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(b) Dominio..!!_ 

(i) Communicable disease. 

It is the responsibility of the Dominion Government 

to prevent disease from coming into the Dominion fram external 

points - -Intel:Ilally, -the 1'edera.1. Department is responsible 

for the care of lepers and for communicable disease amongst 

people employed in the construction of public works. The 

Department of Mines and Resources is responsible for the 

health of Indians and Eskimos. The Division of Epidemi-

ology has been created to study the problems of communicable 

disease and to asslst in their control. 

(ii) Tuberculosis. 

The control of tuberculosis among the' Indians 

'is under the Director of Medical-Services of the Department 

of Mines and Resources. More stress is now being placed 

on this problem and appropriations made by the Dominion 

Parliament were $275,000 this year compared with $50,000 

the previous year. '::?te faci11 ties of the provinces are 

used in carrying out this programme. 

(iii} Venereal disease. 

The startling statistics gathered during the Great 

War regarding the prevalence of venereal disease stimulated 

governmental activities in this field of public health in 

both the United States and Canada. Under the Chamberlain ~ 

Kahn Act in the United States the federal government made a 

grant of one million dollars to the states for the control 

of venereal disease, a grant of one million dollars to the 

Secretary of War and Navy, and a grant of four hundred 

thousand dollars for medical research and education. In 

1919, the Dominion Government appropriated two hundred 

thousand dollars to be used at the discretion of the 

Department of Health in righting venereal disease, in co-

operation with the provinces. In 1925 the grant was 
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reduced to $150,000, in 1926 to $125,000 and in 1927 to 

$100,000 and 1931 it was discontinued. 

The grant was allocated to the provinces on the . 
basis of population provide~ t~-t 

1.£ l,Wo each pr ovince agreed to 
spend.. at least a similar amount. T he continuation of the 

grant dependad upon the Department of Health being satisfied 

that "real aubatantial work has been done by the province 
'. (40) 
In carrYlng on ita c~paignn. All of the provinces 

entered into agreement with the Dominion every year that the 

grant waa given except Prince Edward Island, which me.de 

agreements in 1924 and from 1928 to 1931. The total amount 

paid to the provinces for tho"period of the grant was 
. (41) 
$1,632,986, divided as fo1lows:-

Prince Edvro.rd Is.land. 
Nova Scotia 
New Brunswick 
~uebec 
Ontario 
Manltob~ 
Saskatchewan 
Alberta 
British Columbia 

$ 5,281. 
98,'490. 
63,073. 

442,989. 
545,474. 
111,245. 
142,673. 
110,994. 
112,768. 

In addition the provinces themselves spent $2,747,842. 

As a result of these steps n system of venereal 

disease clinics was established across the whole Dominion. 

The operation of the systam was marked by effective co-operation 

between the Dominion and the provinces and by constructive 

~eadership on the part of the Dominion Division of Venereal 

Disease Control and the Dominion Council of Health. 

The work of the Canadian Social HYgiene Council (now 

the Health League of Canada), a private organization which 

received $120,000 from the Dominion grant during this period, 

was of particular value in educational work and publicity. 

(40) By Order in Council of December 18, 19i9;-- -

(4l) Figures compiled by the Health League of Canada from 
the Department of Pensions and National Health, manuscript 
file relating to venereal diseas~. 
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c. ~e HySienes" 

Maternal hygiene, infant hygiene, pre-school hygiene, 

and school hygiene are commonly associated, although they 

may be set up as separate divisions depending upon the size 

ot the health department and the type ot work it stresses. 

(al Maternal hygiene. 

This aspect of pUblic health covers the proper 

management of the puerperal state (pregnancy, 

continement and post continement) to prevent sub­

sequent disability and maternal death. Success 

here depends upon: 1. the training and experience 

of the physician and nurse, 2. attention to the 

general health of the mother, 3. the education ot 

the mother in matters related to her condition, 

4. provision of tacilities tor the proper conduct 

of the condition throughout its various stages, 

5. consideration of related social problemso 

(b) !nfant hygiene. 

Is concerned with the reduction of infant mortality 

and the promotion of infant weltare through: 1. the 

~roper management ot the puerperal state, especially 

the general health of the mother and the safe 

management of the continement, 2. education of the 

mother in the care ot the intant, its nutrition and 

protection trom communicable disease. 

(e) Pre-school child hygiene. 

Is an extension of intant hygiene with mere atten­

tion to disclosed congenital or acquired defects. 

(d) School hygiene. 

The primary purposes ot this division of public 

health are: 1. to detect the spread of communicable 

disease, 2. to ensure sanitary conditions at the . 
school plant, 3. to discover physical and mental 

defects early and to see that appropriate steps 
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are taken for their correction, ~. to promote 

balanced physical development, 5. to educate the 

child in matters of community and ~rsonal hygiene 

and in principles of healthy living. 

No province has a separate division for any of tmse frur 

fields of public health~ In most provinces the work in the 

first three fields is done by public health nurses. 

( a) Prov:i !lci aJ 

British Columbia 

Maternal, infant and pre-school services are conducted 

by public health nurses attached to the Local Boards of Health. 

They are responsible for the examination of pre-school and school 

children, the organization of toxoid an1 vaccination and of 

dental clinics l the holding of well-baby clinics and the examina­

tion of infants in the homes, the visiting of pregnant v.omen and, 

through the co-operation of the Provincial Board of Health, 

the sending of monthly prenatal and postnatal letters to all 

known pregnant women and mothers of infants. These are followed 

by pre-school lette~s on the care of the child frOIDl. fifteen 

months to six years. Child welfare clinics are operated by ~ll 

health units and by a number of the local health departments. In 

these areas there is particularly good provision for infent 

hysiene. In other places, where the local health set"vices are 

carried on by the municipal authorities under the direction of 

a medical heal th offic~r who is generally a part-time apPointee, 

very much less is done. Apart from the districts where there 

are health units, school medical services ar7 under the juris­

diction of the local educational author! ties. They are therefore 

separate from the general public health services authorized by 

the Health Act, although in some instances the same publio health 

nurses serve both the municipal health department and the local 

Bchool board. Under the Public Schools Act it is required ~hat 

all sohool children receive a medioal. examination each year. 

This work is carried on by the sohool medi cal officer , with 

the assistance of school nurses or of generalized public health 
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nurses who have school iOrk within their jurisdiction. 

Alberta 

This work is carried on by the Public Health 

Nursing Division under a Superintendent of Nurses. The work of 

the division ~n Calgary and Edmonton is devoted entirely to 

child welfare, infant and pre-school clinics, with follow-up 

work in the homes. In ~he remaining nineteen districts served 

by public health nurses, the work consists of a generalized 

programme of public health nursing and child welfare. The 

organization of child welfare clinics for infant and pre­

school children, the i~pection of school children, the di s­

tribution of pre-natal, post-natal and pre-school letters, 

the presentation of radio talks and of addresses to women's 

organizations, and the inspection of childr~n's shelters and 

baby homes, are some of the duties of the public health·nurses. 

District nursing in outlying areas ot the province is a 

most important service of this branch. Medical inspection of 

school children is conducted by some of the school boards 

under authority contained in the School Act. Recently legis­

lation wa~ introduced enabling school boards to transfer 

thi s responsibi Ii ty to the local Boards of Health. Calgary 

has made the change. In the two rural health units, the 

health services conduct a full programme of school hygiene. 

Baska tche\1an 

Under the maternal and child welfare and public 

health nursing division, a supervisor and ten public health 

nurses are responsible for maternity grants and organizing 

assistanoe in child welfare and baby clinics; instructi on 

in infant feeding, nursing and pre-natal care; inspection of 

nursing and maternity homes and schools; inspection of pre­

school and school children and assisting in the treatment of 
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trachoma. This important work, which gives many areas 

their only facilities tor ~ternal and infant hygiene and 

for medical inspection in schools was considerably cur­

tailed because ot the drought and depression. Dental clin­

ics are organized in schools in drought areas and financial 

assistance is given in all cases of detective vision among 

children in those areas. Cases of orthopedic detect are 

reported and are accepted for treatment by the Junior Red 

Cross Society and the e~:'iners Hospital. 

Health is a compulsory subject in Saskatchewan 

schools from grade I to grade X inclusive, 4 per cent of the 

school time being devoted to such teaching, both formal and 

informal. student teachers in normal schools are given 

instruction in methods of health teaching by special 

instructors who are public health nurses and Who are full­

time members of the faculty. Nutrition is taught in the 

normal schools by special home economics instructors. 

Health literature is sent free to schools in"the province 

from the Department of Public Health. 

Manitoba. 

A division of maternal and child hygiene is being 

established as from July 1, 1938. Hitherto, this work has 

been carried on by the public health nursing division. The 

public health nurses examine school children, give class­

room talks to promote health training, visit homes for the 

purpose of giving health instruction and demonstrations in 

pre-natal and post-natal care, infant welfare, care of 

children of pre-school ages, and the care of school children, 

hold summer child health conferences, establish ehild wel­

fare sta tions, arrange for and assist at dental Clinics held 

by the Manitoba branch at the Canadian Foundation for 

Preventive Dentistry for school children in rural Manitoba, 

inspect at least once during the year in rural districts and 
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oftener in Winnipeg hild • c ren's boarding homes, day nurser-

ies, child-caring institutions, and pr'ivate maternity 
homes. 

Ontario. 

The child hygiene and public health nursing division 

supervises the local services in this field. It has a full­

time director, a full-time chief public health nurse and a 

staff consisting of the following: four nurses who super­

vise public health nursing in the province, one nurse who 

conducts generalized public health nursing in Temiskaming, 

one nurse engaged in developing health teaching, end one 

supervisor and eight staff nurses in the Eastern Counties 

Health Unit. The interest of the division in the field ot 

maternal hygiene is largely confined to an effort to uncover 

the significance of the various factors which presumably 

contribute towards deaths among pregnant women. In school 

hygiene, school health ser~ices were, prior to July 31, 

1924, inaugurated by Boards of EdUcation or School Boards 

under the authority of the Department of Educ~tlon. 

Following that date, responsibility for the carrying on of 

this programme was transferred to the Department of Health 

and services may now be initiated only under the auspices 

of the local Boards of Health. Provision was made, how­

ever, to per.mit the school .authorities in any municipality 

in which the service was in effect prior to 1924 to con­

tinue the operation of such service. At the ~esent time 

the division supervises the local programmes carried out in 

the 105 centres in which school health supervision forms a 

significant part of the community health programme. Hanii­

capped children of school age, in the rural and smaller 

urban centres who require special teaching, receive physical 

examinations under the auspices of the division at the re­

quest of the Department of Education. In the Eastern 

Counties Health Unit, the reduction of the very high rate 
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of infant mortality was a problem requiring urgent atten­

tion when the unit was organized; child health conferences 

are held each month and follow-up visits are made by the 

nurses to the mothers. A large portion of the ttme of the 

nurses in this unit is devoted to the inspection of 

schools. 

Quebec. 

The work is carried on by public health nurses 

attached to the health services of the larger cities and to 

the thirty-six health units. Particular attention is given 

to maternal hygiene by the health nurses and by medical 

officers. Lectures on maternal hygiene, and private demon­

strations to mothers who are unable to attend the public 

lectures or demonstrations, are given, and, in addition, 

health nurses make pre-natal and post-natal visits for the 

purpose ot teaching the mothers what they should or should 

not do before and after confinement. The personnel of the 

health units, with respect to the Child, concentrate thar 

efforts on inculcating in him the principles of modern 

hygiene and of healthy living. Children's clinics are held, 

and, to follow up these examinations, children are v~sited 

at their homes. In schools, lectures are given and the 

school children examined. Defective children are referred 

to the family physician, dentist or oculist, and, for a 

certain number of weakly children found to be under nor.mal 

weight, nutrition courses are given. The high rate of the 

infant mortality in colonization areas has been dealt with .. 
by multiplying the number of nurses in these areas, by 

visits from the Provincial Bureau of Health, and by distri­

buting prepared ~ilks for the infants of poor settlers. 

The provincial officer in charge of the nutrition division 

assists in field work throughout the province in maternal 

and child hygiene. 
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New Brunswick. 

Public Health nursing is carried on by public 

health nurses supervised and subsidized by the Department 

of Health and by the Victorian Order of Nurses subsidized 

by the Department. In addition, the c1ty of Saint John 

employs full-time child welfare nurses and school nurses 

and in Moncton, a school nursing servwe is maintained by 

the school board which reports to the Department of Health. 

Their work is co-ordinated by the Director of Public Health 

Nursing who is a trained nurse. Tijis organization carries 

on health teaching in the classroom, inspects school 

children, visits homes, distributes by mail or through the 

public health nurses pre-natal and post-natal letters, holds 

well baby conferences, conducts field work in pre-natal 

care and child w~lfare, arranges for serving milk in schools 

and holds dental and tonsil clinics. The ten district 

medical health officers in their respective districts in­

spect and exmnine school children and perfoni vaccinations. 

Nova Scotia. 

Work in the3e fields is done by the public health 

nursing and child hygiene service which employe twelve 

nurses under the direction of a superintendent. The public 

health nurses inspect classrooms and examine school children. 

visit homes in connection with pre-natal and past-natal care. 

supervise the pre-school child through visits, assist in 

providing dental and immunization treatments, and send out 

literature on the care of children. There is a permanent 

maternal and child welfare clinic in the city of Halifax. 

Prince Edward Island. 

This work is carried on by a nurse supervisor and 

four district nurses employed by the province, all of wham 

have been trained in public health work. Their duties con­

sist of the inspection of schools and school children, home 
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visiting and assisting at and arrangl'ng for d . 
(42) ental clinlcs 

for school children. Th 
e sUpervisor in addition assists 

at the clinica of crippled children, and 
in general supervises 

after-care in the homes. A t 
newac ivity, that of child health 

conferences, was started in 1937 in order to have a definite 

time tor weighing babies and pre-school children when a nurse 

would be present for a conference with mothers on the care and 

training of children. These are held once a week in Charlottetown 

and once a month in Summerside. 

(b) Dominion. 

The division of child and maternal hygiene assists 

in co-operative activities, co-ordination and education and 

studies problems pertinent to this field. In addition, the 

.Dominion government gives grants to the Canadian '.Velfare 

Council, the Victorian Order of Nurses. the St.John Ambulance 

and the Canadian Red Cross. 

D. Food and Milk Control. 

Food and milk control is at present mainly di~ected 

toward the p~otection of the public from: 

a-. communicable disease; 

b. the poisonous products of bacteria; 

c. other forms of chemical pOisoning. 

Recently there bAa grown an effort to assess and guarantee 

the nutritional value of food. No province has a separate 

service fo~ this division; most of them deal with ~t under 

I' Sanitation" • 

E~ Sanitation. 

This aspect of public health is directed to the control 

of the physical environment by: 

( 42) Thi--Heaith-nepartme.n:--as-sists in financing the c;lent~l 
clinics, dafraying one th~rd of t~e ~enses -.the distrlct 
in which ~e clinic is held contrlbutlng the difference. 
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prOViding and protecting a safe water supply. 

protecting against communicable disease through 

the safe disposal of garbage trade waste and 

body waste and through 'the removal of street 

dirt; attending to communi ty cleanliness for 

aesthetic pur~ses (indirectly a health factor). 

c. town planning, which has been defined as the 

planning of a stable, well balanced physical 

structure, so deSigned as to secure health . , 
safety, amenity, order and convenience and 

generally to promote human welfare. Some 

phases considered are the location of industries 

and the housing arrangements tbr the employee; 

housing in relation to attractiveness of sur­

roundings and density of population; space for 

recreation; zoning to accommodate various needs: 

maintenance of ample space for light and air 

about bui1dings o 

d. requiring suitable plumbing construction in 

buildings for the safe collection and removal 

of liquid and related wastes; and inspection to 

protect against faults menacing health. 

e. making regulations for housing, assuring safe 

construction, suitable lighting, heating and 

venti1a ti on and the prevention of overcrowding. 

(a) Provincial 

British Columbia 

There is no diVision of sanitation in 'the Provincial 
Board of Heal th, the proviI'lci al sanitary inspector reporting 
directly to the Provincial Health Officer and other sani tary 
matters. being handled through the off! ce ot the Provincial Health 

Officer. The:;-e was no provision for a qualified sanitaI"Y. 

engineer, but, by an amendment of 'the Health Act in 1937 J 

persons appOinted as sanitary inspectors are 

required to hold the certificate in sanitary 
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inspection (Canada) or equivalent certificate issued by 

a competent authority Which is acceptable to the committee 

on the certification of sanitary inspectors of the Canadian 

Public Health Association. There is some conflict over the 

jur1sdiction for milk control. The Health Act gives con­

trol of that product to the local board of health, but 

under the provincial Milk Act it appears that the Minister 

of Agriculture is responsible. 

Alberta. 

The sanitary engineering and sanitation branch 

includes food and milk control. The staff of the division 

consists of a qualified sanitary engineer, one full-time 

health inspector and one half-time health inspector. The 

division adopts the policy of attending to specific com­

plaints and requests, rather than providing an annual in­

spection for each town, village and hamlet in the province. 

Special efforts are made to check inte~tinal disease out­

breaks in various parts of the province, and if possible to 

determine the source of the outbreak. An attempt has been 

made to have all dairy cattle providing milk for table use 

tested for bovine tuberculosis. Towns and hamlets are 

visited by health inspectors as a result of complaints re­

ceived by the provincial Board of Health or as a res~lt of 

requests made for assistance. The Department prepares cir­

culars to be used in connection with the new health courses 

prescribed by the Department of Education for the inter­

mediate schools, and radio addresses dealing with sanita­

tion and general health problems are given over different 

networks throughout the rrovince. 

Saskatchewan. 

The sanitation division is under a qualified full­

time engineer who is responsible for the approval of sewerage 

systems and sewage disposal, the destruction of trade wastes 
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and refuse, hospital construction, and the union hospital 

organization. ThrOUgh eight district sanitary otticers 

covering the province he is responsible for urban and rural 

sanitation, milk, water and ice control, supervision of 

methods ot food distribution, summer resorts, schools, 

tourist, construction and lumber camps, plumbing inspec­

tions, drainage and water supplies tor public and private 

i,nstitutions, and the approval of creamery and cemetery 

s1 tes. Every town and village is yearly awarded a soore for 

sanitary environment, and many communities request the 

assistance and advice of the division in the hope that they 

will head the list. 

Manitoba. 

The work of the division of sanitation is carried 

on by a chief sanitary inspector, assisted by three quali­

fied sanitary inspectors. There is also a division of food 

control with a director in charge. The work. of the sanitary 

inspectors includes the general routine inspection of 

premises serving the public, dairies, water supply, sewerage 

systems, etc. The division of food control is responsible 

for the condition of food and milk for sale. The regula­

tions of the Public Health Act respecting the slaughter and 

sale of meats, which are designed to afford some measure of 

protection to the consumer and to prevent the creation at a 

nuisance in the process of killing and dressing, imply some 

otficial contact with, or knowledge of, the slaughter ot all 

meats intended tor sale as tood. The Health Act contemplates 

the sanitary supervision and control at public eating houses. 

laying down certain provisions regarding the sanitary con­

struction of buildings in which public meals are to be 

served, and the sanitary storing, preservation, preparation 

and general handling of foods. It also provides for the 

licensing of restaurants by the Minister. With the exception 
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of Winnipeg and Brandon whern a m 
w 0a sure ~f sup~rvision is 

exercised by city officials, and the 
north country and 

Winnipeg Beach where re~t 
~ aurant supervision ia carried on 

by officers of the Department of Health and Public Welfare, 

no organi~ed effort to apply theac sections of the Act has 

yet been attempted. In pursuance of a plan of co-operation 

between municipal health officers and the diviaion of food 

contro~ for the safeguarding of local milk supplies, an effort 

is being made to improve the sanitary quality of milk in 

various centres, but the success of this plan is largely 

dependent upon the attitude of the municipal council. 

Ontari.Q. 

The sanitary ungineering division has eight 

qualified engineers, one of whom is director, two chemists 

and a sanitary investigator. Ita scope includes the instal­

lation and operation of v~ter-works, sewerage and the disposal 

of sewage, the collectio~ ar.d disposal of refuse, the checking 

of str~am pollution, ~nd supervising sanitation; In 1936 the 

health officers, rather than the sanitary engineering diVision, 

were made responsible for the inspecticn of tourist camps, 

highway refreshment booths and similar facilities, reporting to 

the Department on their inspections; the division, however, 

carries on some supervision in the lake region and in those 

places where tourists congregate in the summer. A distinct 

change was brought about in milk legislation in 1936. New 

regulations were introduced under the Milk Control Act through 

which the Department of Health was charged with the supervision 

of a1~ milk distributing plants throughout the Province, includ­

ing both raw and ~~steurized supplies. These plants are examined 

by members of the staff of the sanitary en~n~3ring division, 
although the local municipalities continue to carryon inspections 

as before and in co-operation with the Department. An even mare 

far-reaching cha~e in milk legislation was introduced in 1938. 

Under this legislation, a~ter October 1, 1938, ~or all cities and 
towns, and aftar Dacamber 31, 1938, for c~rtain villages, raw 
milk and milk products must be £a5t~uri~cd. 
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Quebec. 

The division of sanitary engineering is in 

charge of a chief Sanl"tary " to englneer, with an assistant 

the chief and five sanitary engineers. The work of the 

division involves the eXaInl"natl"on of 1 p ans and specifica-

tions of proposed water supplies and sewerage systems and 

of water intakes and nuisances (the Quebec Public Health Act 

requires that plans of proposed water-works and sewerage 

systems be submitted to the approval ot the Director of the 

Provincial Bureau of Health before being executed), the 

sanitary control of water filtration plants and water 

chlorination apparatus, the examination of proposed milk 

pasteurization plants and the sanitary control of the 

eXisting plants, the sanitary survey of public bathing 

beaches, and the epidemiological study of typhoid fever and 

dysentery outbreaks. 

New Brunswick. 

The ten district medical health officers are 

ultimately responsible for food and milk control, but un­

trained part-time sanitary inspectors are immediately 1n 

charge. This service is not up to accepted standards of 

practice, and sanitary engineering as such is lacking. 

Services vary greatly from district to district. Some 

have sanitary, food and milk, and plumbing inspectors while 

others have only sanitary inspectors. The inspection ot 

lumber camps has given considerable trouble as these enter­

prises are not conveniently accessible to the sanitary 

inspectors, and it has been recommended that the Department 

of Lands and Mines should charge their forest rangers with 

the task of inspecting and reporting upon their condition. 

Nova Scotia. 

A specially trained engineer, in charge of the 

Bureau of Sanitary Engineering, gives a consulting and 
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advisory service to local health 
officers and others in 

the promotion of safe water supplies, adequate sewage dis­

posal hygienic milk d i i ' ares and sanitation generally. 

Routine inspections of public water supplies and pasteuriz-

ing plants are carried out, and inspections of hotels and 

tourist camps are made in some of the central count1es5 

while work of this nature is also done in other parts of 

the Province by some of the medical officers of the 

Department. 

Prillce Edward Island. 

The health department has one full-time provincial 

sanitary officer. During the season when travelling permits, 

he periodically visits and inspects various premises of pub-

11c interest and investigates complaints concerning unsanit­

ary conditions in the province. 

(,b) Dominion. 
. 

Regarding food the F~deral Department establishes 

standards and sets the limits of variability for articles 

of food including imported food and those dealt with by 

the Department of Agriculture. Canadian oyster beds supply­

ing the United states must be approved by the Department. 

The Department of Agriculture (Health of Animals Branch) 

inspects during production, meat, meat products and canned 

food, where such articles are intended for interprovincial 

and export trade. The service is n~t designed prinCipally 

for Canadians, but is ~~ovided because countries to which 

we export demand this protection. 

Milk. The Department of Agriculture (Dairy and 

Cold Storage Branch) supervises the manufacture of concen­

trated milk, the standards of Which are set by the Depart­

ment of Pensions and National Health. The Health of 

Animals Branch (Contagious Disease Division) inspects 

cattle and dairies in Quebec and OntariO, where the milk is 
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to be shipped into the United States. 

Sanitation. 

The Department of Pensions and National Health super-
vises the sanitation of rail 0 

ways, boats, ships and other public 

tranaportation faCilities, federal public buildings and boundary 

waters. The Department of ,,0 
~~nes and Resources is responsible 

for town ~lanning and sanitation in national parks and Indian 
reserves. 

F. Industrial Hygiene. 

This aspect of public health interests itself in the 

worker's health by: 

n. improving sanitary conditiuns for the worker, 

whether in the shop, factory, office or else­

where; setting up standards for lighting, work, 

postura, ventilation, special industrial hazards, 

noise, fatigue, etc. 

b. conducting phYSi~a1 examinations of the workerp 

as a protectton ~or himself and his fellow workers. 

c. providing for first aid and other treatment. 

There is no special provision ~or this type of public health 

work outside of Ontario and quebec. 

(a) Provincial. 

Ontario. 

The staff of the Industrial Hygiene Division consists 
• 

of a director, clinical specialists, spacial research workers, 

physicists and two chemists. Their work consists of educating 

industry in the value and need of applying the principles of 

this branch of hygiene; studying social problems presented by 

industry generally and specific problems appearing in 

any plnnt; and giving nssistance to industry. District sanitary 

inspection is provided in six arens. 
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~uebcc. 

~uebec has a qualified medical officer in cha~ge 
Of this work. In August, 1938, the Minister of Health announced 

tha~ the work in industrial hygiene would be extended and that 

a surv~y of industrial sickness throughout ~uebec would be 

instituted in the near rutura. (The Gazette, Montreal, 

August 23, 1938.) 

Th~ e~enditures of Ontario and ~ucbac un industrial 

hygiene during 1936-37 were $51,000 and $1,000 respectively. 

(b) Dominion. 

A Division of Industrial Hygiene has recently been 

established. This division will study the problem of the 

worker and encourage the adoption or means to improve sanitary 

conditions in shops, factories, offices and elsewhere nnd give 

the necessary attention to the various factors concerned. It 

will also encourage periodic physical examination of the worker 

and the provision of first aid and other treatment. 

In the medical supervision of sick leave and super­

annuation on medical grounds within the Oivil S~rvice, certain 

principles of industrial hygiene are applied to government 

employees. This service provides for an examination of appli­

cants for employment in the government service and for super­

annuation; certain special diagnostic services; supervision 

of sick leave; supervision of working conditions, including the 

question of adjustment between tpG worker, his job, and his 

supervisor. Through this service, valuable morbidity statistics 

are being accumulated and studied. 

G. Mental Hygiene. 

This division of public health covers: 

a. the protection of mental health by the study and 

management of causes of mental disease and break-

dawn; 

b. treatment of the insane; 
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training and treatment -P • 
V~ the mentally defect1ve; 

treatment or epileptics; 

treatment of Psycho-neurosis and lesser emotional 

disabili ties. 

(a) Provincial 

Bri tish Columbia 

The mental hygiene services are a separate branch of 

the Department of the Provincial Secretary and. are under the 

general direction of the General Superintendent of Mental Hos­

pitals and Provincial Psychiatrist. The province operates 

three mental hospitals. The Psychopathic DiVision was 

organized in 1935 directly under the General Superintendent 

and Provincial Psychiatrist to carryon social service work, 

mental hygiene clinic work and educational work. As this 

Division operates on a small budget (about $20,000 for 1938), 

its work is necessarily limited, The first mental hygiene 

clinic was begun in Vancouver in 1932, with the e stab1isbment 

of the Child Guidance Clinic on a part-time basis. This 

service has since been extended in Vancouver to adults and is 

now on a full-time basis. Clinics are also held at regular 

intervals in Victoria, Nanaimo, and Chilliwack. Three social 

workers are attached to the mental hospitals who do work 

both for the hospitals and for the clinics. A limited amount 

of educational work is done. In particular, lectures on mental 

hygiene are given at the Uni versi ty of Brit ish Co~umbia to the 

public health nursing and social service students, and· lectures 
are also g1 ven to the Vancouver Normal School students. 
, The number of operations perfor.med under the legis-

lation authorizing the sexual sterilization of the mentally 
ill has been insignificant because of the restrictions laid 
down in the statute. The record of ope:rations has been !!;is 

follows: 1934, 2 females; 1935, 4 males, 5 females; 1936, 4 
females; 1937, 7 females. 

Alberta 

There is a divislon of mental health heading up the 

work of the Eugenics Board, th~ mental.health clinics, 

the Pr~incial Mental Hospital, Ponoka, including the 
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Provincial AUXiliary HosPital, Claresholm, the Provincial 

Edmonton, and the Provincial Training Mental Inst itute , 
School, Red Deer. Mental hygiene clinics are held in 

~onton, Calgary, Lethbridge, Medicine Hat, Drumheller, 

and numerous other places especially in the Peace River 

d1strict. The eXamination of cases is carried out by mem­

bers of the staff of the four mental hospitals, and some 

follow-up work is done on the cases discharged tram the 

various mental institutions as well as on same of the 

eugenics cases. Education in mental hygiene is conducted 

by the same people. The work of the Eugenics Board is 

carried on under the authority of thQ Sexual Sterilization 

Act, passed in 1929. Seventy-seven operations were per­

for.med during 1936 by surgeons appointed by the Board, 

bringing the total number of operations up to the end of 

1936 to 475. 

Saskatchewan. 

There is a Division of Mental Hygiene which cor­

relates, directs and supervises the work of prevention, 

treatment and care of the mentally diseased and mentally 

deficient cases in mental institutions and in gaols. It 

also supervises the psychopathic wards in general hospitals, 

mental hygiene in child clinics and the system of parole. 

The Division is headed by a Co~issioner ot Mental Services 

who is Superintendent of the Mental Hospital at North 

Battleford. The province has three institutions: the 

Mental Hospital, North Battleford. the Mental Hospital, 

Weyburn, lwhlch includes a school for mental defectiv.es) 

and the Psychopathic Ward, Regina General Hospital. In 

the way ot preventive and educational work, the COmmissioner 

01 Mental Services is called upon to address meetings in the 

community. particularly Women's organizations. Literature 

is also sent out to district nurses. 
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Manitoba. 

There is a Division of Psychiatry in the Pro­
vincial Depart t men of Health and ~elfare under the Pro-
vincial Psychiatrist h w 0 is in ,charge ot the Psychopathic 

Hospital, Winnipeg. He is responsible tor the operation ot 

the Psychopathic Hospital, Winnipeg, the Brandon Hospital 

for Mental Defectives, the Selkirk Hospital for Mental 

D1seases and the Manitoba School for Mental Defectives at 

Porta~e la Prairie. The Brandon Hospital maintains an out­

patient clinic, with a physician in charge. The Central 

Clinic in Brandon is carried on weekly, while other clinics 

are held at such places as Minnedosa, Russell, Virden, 

Dauphin, Souris, Boissevain, and Shoal Lake. The work in 

the clinic is being consolidated by greater continuity ot 

contact between it and the community through follow-up 

letters to teachers and relatives, toliow-up work through 

the clinic nurse, and through attempts to get in touch with 

and interest local youth organizations. Educational work 

is carried on through the development of a mailing list of 

persons who are interested in keeping abreast With mental 

health tqpics and by discussing problems of mental health 

at meetings of various organizations. The phYSicians ot 

the Manitoba School for Mental Defectives act as conSUltants 

and give an out-patient service to the Chil~en's Aid 

Society of Central Manitoba, the Portage la Prairie Pro­

vincial Gaol, and the Manitoba Home for Boys. 

Ontario. 

The Department of Health is directly responsible 

for the maintenance, supervision and administr~tion of the 

thirteen provinCiAl mp.ntRl hospitals. In accordance with 

the view that the problem of mental disease calls for a 

constructive public hearth effort in the communitt, a special 

field staff has been trained and is now offering throughout 

the province a consultative service to physicians in respect 
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to problems of mental health. Six travelling mental health 

clinics operate from the mental hospitals and have as their 

major objective the early recognition and preventive treat­

ment of those persons who are showing indications of poor 

mental health. They also assist in the early removal of 

recovering patients from mental hospitals and in their re­

adjustment and ,supervision in the community. A special 

effort is made to locate and treat children who are showing, 

to an excessive degree, the unhealthy personality trends 

which are shown to be characteristic of those who later 

become mentally ill. The mental health clinics have been 

assigned, for the direction of their work with children, to 

the Division of Maternal and Child Welfare in order to in­

sure a proper co-ordination among the various school health 

services. Representatives of the Department regularly parti­

cipate in various teacher training courses arranged by the 

Department of Education and are made responsible for those 

aspects of training which have to do with physical and menta1 

hygiene. 

Quebec. 

A Division of Mental Hygiene is being added to 

the Provincial Department of Health. Provincial mental 

hospitals are maintained at Baie st. Paul, Bordeaux, Game11n. 

Mastal"St. Ferdinand, and Verdun. A training school is 

also maintained at Mastai. 

New Brunswick. 

The Frovince conducts a mental hospital at Saint 

John. There is no mental hygiene service apart from twelve 

ungraded or "opportynity" classes for backward or mentally 

defective children in the public schools. Eight are in 

Saint John City, two in Fredericton and one each in Moncton 

and Campbellton. The Department Qf Health pays one-third 

of the cost of special training of teachers for such classes, 
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the balance of the expenditures being borne by the Depart­

ment of Education and by the local school board. 

Nova Scotia. 

A provincial mental hospital is maintained at 

Dartmouth and a Training School at Brookside, Truro. They 

are under the control of the Minister ot Health who 1s 

ass1sted in the a~lnistrat1on of these services by the 

Chief Health Officer and by medical superintendents and 

commis~ions. In conform1ty with the Children's Protect10n 

Act, a psychiatrist is engaged on a full-time basis, and her 

services are utilized in connection with juvenile courts and 

children's aid societies. Candidates for admission to the 

provincial training school for mentally deficient children 

are passed upon by the psychiatrist, and a similar service 

may be given to candidates for admission to, and discharge 

from, institutions for the har.mless insane. Further.more, 

the psychiatrist's attention is given to children with 

behavior problems, necessitating ?isits to homes and 

schools; and conferences are held to talk over children·s 

difficulties and to plan a method of helping them and their 

parents. Municipalities or towns, singly or in groups, may 

erect asylums for idiots and epileptics without violent 

manifestations, provided the plans for such instItutIons are. 

approved by the Governor-in-Council, and provision is alSD 

made for municipalities to support harmless insane persons· 

in other asylums. The management of these institutions is 

vested in the municipal or town counails, but the by-laws of 

the council are to be satisfactory to the Governor-in-Council, 

and furthermore, the latter is empowered to amplify exist1ng 

statutory provisicuo 1~ ~klns regulations. No person is 

committed to these institutions, except temporarily, unt1l 

authorization for admission bas been secured from the 

insIBctor. Provision is made for the inspection of these 
. 

institutions. Fifteen of such municipally owned and 
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opera ted county insti tutions are noW' in existence. Ten 

auxiliary classes for retarded students have been established 

in connection with public schools. The only educational work 

done is what the provincial psychiatrist has ttme to give. 

Prince Edward Island 

There is no separate division for this service. 

A provi no ial mental hosp1 tal is maintained at Charlottetown. 

(b) Dominion 

No general service is provided by the Department of 

Pensions and National Health but the pensions section has a 

well organized service for pensioners. The only present means 

of effecting co-ord1nation and assisting the provinces and 

their local services lies in the Canadian National Committee tor 

M~ntal Hygiene, which does valuable work. 

H. Degenerative Disease 

This division of public health seeks to control certain 

diseases most common in middle life by, 

a. study of causes and effective means of control, 

b. establishment of clinics for cancer and heart 

disease, 

'c. periodical physical examination. 

(a) Provincial 

Bri tish Columbia 

There is no cancer clinic under the Provincial Board ot 

Health. A cancer clinic is now being established at the Vancouver 

General Hospital as the result of a private gift of $50,000, but 

so far there has been no provincial contribution to this cUnic. 

Alberta 

The province has a cancer committee to study means 

of improving services tor diagnosis and trea'bnent. 
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Saskatchewan. 

A Cancer COmmission which is responsible to the 

Minister throUgh the Council of Public Health, was created 

in 1930. Its functions are to study ~he problems of cancer 

and to provide services for diagnosis, treatment and educa­

tion. It has arranged for two consultative, diagnostic and 

treatment clinics, one at the Regina General Hospital, and 

the other in the Saskatoon City Hospital. There is a con­

sultative diagnostic fee of $10.00 for each case. Where the 

patient is unable to pay this fee, it is charged to the 

munici~ality. Where patients have been unable to provide 

their own transportation, the Red Cross has assisted. 

Manitoba. 

Th' Cancer Research and Relief Institute was 

created in 1930 to study the problem and help in providing 

treatment of the disease. Two cancer clinics have been es­

tablished, one at the Winnipeg General Hospitai and the 

other at St.Boniface General Hospital. 

Ontario. 

, Seven cancer clinics are subsidized by the 

Department of Health. 

Quebec. , 
There is a Radium Institute in Montreal supported 

by the Provincial Government. 

New Brunswick. 

There is a cancer clinic at the Saint John 

General Hospital. The Department of Health assists this 

clinic to the extent of paying the salary of the secretary 

(stenographer). Some educational work has been carried 

on during the past two years by distributing literature to 

physicians. holding public meetings, giving talks, etc. 
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Nova. Scotia. 

T0 assist with the early discovery of cases of 

cancer and to ensure effectual treatment of those found, a 

tumour diagnoatic service is provided a~ the provincial 

laboratory and a cancer clinic held in connection with the 

Victoria General Hospital. Through the laborato~y, physicians 

and hospitals may have suspected tissues examined without 

charge and patients thought to be suffering from cancer may be 

sent to the clinic for treatment or study. Discharged patiests 

are sent back to their phyaicians tor follow-up supervision and 

when necessary are returned to the clinic for further treatment. 

(b) Dominion. 

There is no Dominion division. The, service for the 

~dical supervision of the Civil Service deals with this 

phase of the health problem in so far as the Federal Civil 

Service is concerned and might form the nucleus of a demon­

strat,ion service throughout Canada. through peri odical medical 

examination of all civil servants. 

I. Hea.lth Education. 

This branch of public health covers, 

n. educating the publiC on health matters through 

factories, schools, newspapers and other P3riodicals, 

pamphlets, lectures, etc. 

b. providing facilities for physical education 

and recreation, such as playgrounds, athletic fields, 

group gymnastics, hiking a.nd ski~g lodges, etc. 

(a) Provincia.l. 

All of the provinces do some health education in 

connection with the regular divisions of their respective 

Depa.rtments of H~alth an~ soma of the provinces have special 

fa.cilities for this important aspect of public health work. 
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Alberta. 

There is a Public Health Education Division with 

a full-time le~turer who is also responsible for assembling 

and distributing literature. 

Manitoba. 

There is a health educational service to provide 

health informa tion, particularly for those residing in. dis­

tricts where health works are not available, and to develor 

suitable and economical avenues for general health educa­

tion. Literature is distributed, a lending library con­

ducted, educational talks th ough the press, radio,and 

schools arranged, and exhibits prepared for va~ious occa­

sions. In addition to the direct assistance given, 

interested individuals and community agencies are encouraged 

to assist in spreading health information. An advisory ser­

vice for teachers is carried on by means of correspondence, 

personal interviews, and teaching aids in the for.m of bulle­

tins, manuals, lesson materials and posters •. 

Onter 10. 

The Director of the Division of Public Health 

Education assists teachers, medical officers of health, 

nurses, organizations and clubs in any part of the Province 

in their efforts to spread sound health information; and 

holds summer courses in health teaching. He also conducts 

a central health library. 

9,uebec. 

A campaign of popular education in public health 

and preventive medicine is pursued for the purpose of con­

tributing toward the fOl~tion of a new mental attitude on 

the part of the people. Lectures are given by the medical 

officers, sanitary inspectors and nurses of the county 

health units, and 'literature is distributed, particularly 

to mothers and school children. The local press publishes 
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w1thout charge special articles for the purpose of popular-

1zing health principles. In the Provincial Department 

health education is ,directed by a physician who is librar1an, 

publicist and ed1tor of "Le Bulletin Sanita1re". 

(b) Dominion. 

With the appointment of a Director of Publicity it 

may be expected tha t the Department of Pensions and 

National Health will greatly extend its activities in health 

eduoation. 

J. Public Health Nursing. 

The general educational objectives of all public 

health nursing are: 

a. to assist in edu~-ting individuals and fanilies 

to protect their own health. 

b. to assist in the adjustment offamilies and 

social conditions that affect health. 

c. to assist in correlating all health and soclal 

programmes for the welfare of the families and. 

communities. 

d. to assist in educating the community to develop 

adequate public h~alth facilities. 

(a) Provincial. 

In Canada, public health nursing is usually carried 

on in connection with maternal, infant and school hygiene. 

All the Provincial Departments of Health have a chief public 

health nurse, except British Columbia and Quebec. where the 

nursing service is under a medical doctor. The former type 

of organization is considered the most conducive to effici­

ency because the morale of a nursing staft is always highest 

when under the direction of a professional colleague who it 

is felt really understands the procedure of nursing. 
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British Columbia. 

There is no separate divisIon for public hea~th 

nursing. Uhere there are health units, public health nurses 

are employed on the staffs. Otherwise, a sUbstantial number 

of public health nurses are employed by school bOards and by 

municipal health authorities. In same cases the nurses are 

employed jOintly by municipalities and school boards and 

have their salaries paid in part by grants from the pro­

vincial Board of Health and the Department of Education. 

The subsidy from the Department of Education is on the 

grounds that the nurses do educational work because they 

teach health education. This policy has encouraged the hir­

ing of nurses by municipalities and has led to higher stand­

ards in the local health services. There were eighty-five 

nurses in the employ of the Provincial Government, the 

municipalities and the school authorities as at January I, 

1938. Preference in employment is given to nurses who com­

plete a six-year programme of work in the University ot 

British Columbia and in a hospital traintmg ~chool, whereby 

they obtain their R.N. standing and, in addition, the 

degrees of B.A. and B.A.Sc. (Nursing) • 

. Alberta. 

There is a PrOVincial Public Health Nursing Divi­

sion under a Superintendent of Nurses. There are twenty-two 

members of the permanent nursing staff, and additional 

nurses are engaged as required for temporary assistance 

during the summer months. Twenty-one districts are served. 

The work in the cities of Edmonton and Calgary 1s devoted 

entirely to child welfare, infant and pre-schools clin1cs 

with follow-up work in the homes, while in the other dis­

tricts a generalized programme of public health nursing 

service and child welfare is carried on. Obstetrical cases 

are conducted by the district nursing staff without an 

attending physician. 
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Saskatchewau. 

Public health nu~sing is ra~t of the Mate~nal and 

Child Welfa~e and Public Hea~th Nu~sing Division. A supervisor 

is in charge, and the province is divided into ten districts 

with a public health nurse, centrally located, in charge at 

each. Provision is made tor change of headquarte~s, as required, 

without affecting the boundaries of dist~icts. The public 

health nu~ses report on hygienic conditions in the school both 

to the Department of PUQlic Health and to the school board. 

In the ea~ly yea~s of the dep~ession the staff of public health 

nu~ses was g~adually reduced but in the past two years some new 

appointments ~ve been ma~e. The depresoion necessitated a 

change of emphaais in public haalth nursing from prevention to 

cor~ection b~causa the n'3e~ ~or assistanco in conserving the 

health of children became so great. A good deal of time is 

spent in organizing an~ conducting dental clinics in reliet 

areas and alsewhare and arranging for treatment in all types 

of spcc~al cases of physical defect. 

Manitob~. 

The public health nursing division does work of an 

educa~ional and inspecting nature in mate~nal, infant, pre­

school and school hygiene and assists in cammunicable disease 

control. Befo~e 1932, the Province was completely covered by 

this service, but in thnt year the staff was severely reduced 

on grounds of economy. At the p~escnt time there are employed, 

inclusive oC field superintendents and di~ector, ro~ty-onc 

nurses. This is npp~aximately two-thi~ds of those requi~ed 

to put on a complete p~ovince-wide nu~sing s3rvica. 

Ontario. 

Public health nursing in Onta~io is operated. 
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under Boards of Health, Boards of Education or school boards. 

or by arrangement between the municipal authorities and un­

offici~ agencies, such as the Victorian Order of Nurses, the 

Ontario Red Cross Society and the St.E11zabeth Visiting 

Nurses' Association. These nurses are also associated with 

the health programme in industry. There are some 675 public 

health nurses engaged in work in approximately 150 munic1-

palities throu~~prov1noe. The DiVision of Child 

Hygiene and Public Health Nursing of the Ontario Department 

of Health (already described under "The Hygienes") provides 

supervision of this service to all official agencies and to 

those unofficial agencies in which school health supervision 

is considered to be a part ot the publIc health nursipg ser­

vice. 

Quebec. 

The thirty-six full-time health units each have 

public health nurses attached to them. Training 1n publ1c 

health, however. is not always required o~ the nurses. The 

IBrts of the Province not included in the health units have 

negligible facilities in public health nursing. The health 

units,cover about 45 per cent of the ruraI population. 

New Brunswick. 

Public health nursing is carried on by public 

health nurses supervised and subsidized by the Department 

of Health in Campbelltown, Edmunston, Riley Brook, st. 

Andrews, st. Stephen and Tracadie. and by the Victorian 

Order of Nurses s~sidized by the Department of Health in 

Fredericton, Newcastle, Sackville. Woodstock and Moncton. 

Their work is co-ordinated by the Director of Public Health 

Nursing wb~ is a trained nurse. This o+gan~zation carries 

on a generalized programme of public health service and 

child welfare work. 
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Nova Scotia. 

There is a Division of Public Health Nursing and 

Child Hygiene which has twelve public health nurses under 

a Provincial Superintendent of Public Health Nurses. For 

public health purposes, the Province 1s divided into three 

main districts; the eastern district, which includes Cape 

Breton Island ani the counties of Antigonish and Guysborough 

of the mainland; the centra~ district, consisting of four 

counties, Halifax, Pictou, Colchester and Cumberland; and 

the western district, made up of the remaining counties. 

In these districts an effort is being made to develop a 

generalized nursing programme in c~ose c~peration with 

fandly physicians. The field nurses may be called upon to 

aid Divisional Health Officers in connect~on with tuber­

culosis clinic, and are expected to cooperate with local 

health officers in the control of communicable diseases. 

Prince Edward Islan~. 

There is a rulrsasup~~1sor-and ~our district 

nurses, all of whom have been trained in public health 

work. 

~o) Dominion. 

The Dominion has no service in this field. 
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