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CHAPTER I

INTRODUCTION

The protection of public health is today generally
recognized as one of the most important functions of govern-
ment. Few others are more vital to the welfare of the whole
population. The sanitation of the ph&sical environment, the
control of communicable infections, the education of the
individual in personal hygiene and the organization of medical
and nursing services for the early diagnosis and pre wntive
treatment of certain diseases - all these health functions
and many more are the concern of the various levels of govern-
ment in Canada.

Although many public health programs are now carried
on directly at the federal and provincial level, it is the
local organization, whether municipal, or provincial, or a
combination of both, which may be considered as the "ground-
floor" of the Canadian public health structure. The local health
department renders on-the-spot direct service to a local juris-
- diction and the people it includes. "It is here that direct
person~to-person contact is made between the individuals
comprising the public and their locally employed public health

personnel."(l)

(1) Hanlon, John J., Principles of Public Health Administration,
St. Louls; C.V.Mosby Company, 1850, p. 370.
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In 1ts broadest sense, local public health
organization includes both the preventive and curative health
serviées provided through the community. However, curative
services such as local hospital programs and local treatment
services for indigents have usually been separately developed
by welfare departments or special agencies not concerned with
the direct provision of preventive public health services.
Therefore, despite recent trends toward integration of pre-
ventlon and treatment at the local level, this thesis will
deél with public health organization in the limited sense
used by Smillie as "those activitieg that are undertaken
(primarily) for the prevention of disease and the promotion
of health ..."(2)

The present scope and nature of local public health
functions is a product of about seventy-five years of rapid
development. From preoccupation with simple regulatory measures
such as sanitary inspection and quarantine,local programs
have evolved to include a wide variety of special services.

As with other social services, the expansion of activities
has greatly incréased per capita costs and enlarged the sphere
of local administration. Efficient performance now requires
the integration of associated public health functions in a-
unified organization, an administrative unit of adequate size,
a broad basis of financial support, and special measures to

attract the necessary qualified personnel.

(2) Smillde,Wilson G., Preventive Medicine and Public Health,
New York, MacMillan Company, 2nd ed. 1953, p. 6.
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Generally speaking, Canadian municipal wnits, with
the exception of the larger cities, are too deficient in ares,
population and financial resources to support separately
modern local public health organizations. To meet public
demand for efficiency in the provision of local services,
provincial governments have intervened either to promote
and participate in the operation of enlarged special purpose
inter-municipal units of public health administration, or
to assume direct responsibility for local services. This
expansion of the "physical dimension" of government in the
field of public health, to parallel the expansion of
functions, has raised the problem of reconciling local self-
determination with the need for technical efficiency.

The purpose of this thesis is to examine and
compare the pattern of local public health organization in
the various provinces with special reference to problems of
provincial-local relations. This involves consideration of
the different types of organization, the size of administra-
tive units, administrative structure and relationships,
methods of financing and the problem of personnel. In order
to understand these qusqtions, however, it is necessary to
trace briefly the historical factors which have led to the

existing local public health structure in Canada.
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Public Health Functions

At the time of Confederation when Cénada was still
predominantly rural, urban centres small, and the movement
of population restricted, public health was not considered
an important service. Edwin Chadwick's famous "Report on
the Sanitary Conditions of the Labouring Population of Great
Britain" in 1842 had pointed out the close connection between
environmental conditions and disease, and had fHcussed
attention on the eradication of filth. Such a concept of
public health, restricted to regulation of the environment,
fitted well into the prevailing laissez-faire philosophy
which narrowly limited the scops of government action.

This situation was altered by Pasteur's discovery
of the microbicorigin of diseass (1870) and Koch's description
of the tubercle bacillus (1882) which shifted emphasis from
the regulation of}the envi:onment to the regulation of the
individual. As pointed out by Grauer, these medical discover-
ies were made all the more important by the intervening
development of the steam railway, the steamship and better
roads which greatly increased the danger of spread of in-
fection. And both the microbe and sanitary approaches to
public health bgcame of crucial importance with the continued
growth of large industrial cities and the highly complex social

organization characteristic of mature industrial society.(S)

(3) Grauer, A.E., Public Health, monograph prepared for the
Royal Commission on Dominion-Provincial Relations,
Ottawa; 1939, p.l. (mimeo.)
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dodern public health activity, in the sense used
1ere. is a combination of regulatory activity and the direct
srovision of services, prgventive and educational in nature.
“he develooment of these services was made possible by a
reneral climate of opinion which increasingly favoured the
sXtension of government activity to promote the health of
she individual, since the ill health of the individual repre-
=ents a menace to the general welfare of the community. The
rend towards personal health services followed also from
~he change in emphasis to the individual instead of his
snvironment as the source of disease and from the demonstrat-
:d inadequacy of regulatory activity wmaccompanied by
:qucation in the rrinciples of personal hygiene. In turn,
sIfective health education of the individual had to be
:ccompanied by case finding and diagpostic services to locate
iisease. |

"oday, the scope of public health inclules environ-
nental sanitation. communicable disease control, child health
:nd adult health. Changes in the character of public health
:0tivities reflect. in large measure, the success of early
>upnlic health programs in reducing the occurrence of,and
ieaths from, infectious diseases. Preventive methods have
reen extended and avplied to general problems of maternal
1ealth. infant health, pre-school health, and school health
since obviously the state of child health directly conditions

~he health of the future adult population. Special clinicial
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services have been developed under public auspices for
tuberculosis, venereal disease and other conditions. In
recent years increasing attention has been directed to the
application of preventive techniques to problems of adult
health and the chronic diseases such as cancer, arthritis and
rheunatism, mental 1llness and so on. Thié expansion of
activity is breaking down the separation of public health

from general health care services.

Changing Responsibilities and Structure

When public health was simply a matter of environ-
mental sanitation, it was regarded as essentially a subjéct of
local concern which could best be héndled by municipal authori-
ties conversant with local conditions. However, although
newly formed Canadian municipalities were delegated permissiw
pmﬁns to take appropriate sanitary measures for such things as
"the removal of nuisances" and "the regulation of injurious
odours in certain trades", there was little local organization
apart from the formation of boards of health and the employment
of part-time untrained sanitary inspectors by some mumicipalities.
Provincial control was exercised only intermittently during
times of serious epidemics.(4)

Provincial statutory control and supervision of

municipal public health activities was first established « . :.

(4) Defries, R.D., ed., Canadian Public Health Association,
The Development of Public Health in Canada, Toronto:
Toronto University Press, 1940.
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6n a continuing basis towards the end of the nineteenth cenﬁu:y
when public health began to achieve recognition as a problem
of provinbe-wide concern. With the development of the germ theory
of disease and of new techniques of infectious disease control,
each province enacted legilslation and regulations designed

to protect the health of the pOpulatioﬁ as a whole. Permanent
provincial Boards of Health were set u in all the provinces,
the dates of establishment being as follows: Ontario - 1883;
Quebec and New Brunswick - 1887; Nova Scotia, Manitoba and
British Columblia - 1893; Alberta - 1807; Prince Edward Island -
1908; and Saskatchewan - 1909.(5)

Under province-wide provincial legislation and
regulations, pertaining mainly to sanitation and infectious
disease control, the municipalities were assigned the role of
local enforcement, acting in effect as the administrative .
agents of the provincial authority. Further control was exer-
cised by most provinces through statutory provisions making it
mandatory for each muﬁicipality to set wp a minimal pubklic
health organization to wndertake the required enforcement
meagures. In most provinces, each municipality was required
to establish a board of health and/or sppoint a medical health
officer.

While provincial legislation also provided the

municipalities with optional powsrs to enact local by-laws

(5) Defries, R.D., ed., Op. Cit., pp-.15,35,49,56,67,90,101,
115, 131.
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-na develop further sor&ices, very little was done except in
~he larger cities where problems of sanitation and infectious
ilsease control.were more obvious to the taxpayer. At a time
vnen vublic health was largely regulatorybin nature and scienti-
“ic knowledge limited, the employment of a sanitary inaﬁéctor
7ithout 8pecial training and of a local physician as a part-
“ime health officer was suffioient for most.,municipalities.

:8 public health functions expanded, the: provinces
were increasingly forced to adopt administrative techniques
»T control and supervision, because of the failure of municipal
ar0ards of health and medical health offiocers to function effect-
-vely. "There seems to have been little co-operation between
=he Provincial Board and the local boards; some submitted annual
~eports, others did not. Some local boards seldom if ever met,
“he duties being carried on by the chairman. These local boards
mos8tly had no funds from which to work, and when expenses were
‘ncurred 1t often took vears before the bills were paid...'is)
“The part-time medical officér of health has been to a large
sxtent a failure. He is ﬁntrained for his work. is paid very
"ittle and that grudgingly for his services. His official posi-
~ion Yrings him into conflict (1) with his fellow-practitioners
7ho will not revort (contagious diséases, etc.) to a rival in
sractvice, (2) with possible clientele who fear gquarantine 1if
:ommunicable disease is found in the family. This fact and the

ilssatisfaction of persons who are isolated for the public

sood, interfere with the doctor's practice and since the

6) Warwick wm., "Public Health in New Brumswick®, in The
)eye1nxmmuﬁLJx£;Enblic_HQalIh_in_ﬂanada, Defries R.D., ed.,

“oronto: Toronto University Press, 1940, p. 48.
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practice of his profession is his chief interest it is readily
seen that in the endeavour to serve two masters the less re-
muerative and less attractive one of public health is neg-
lected.n(7?)

To enable effective administrative control at least .
five provinces established provincial health districts and
approinted district health inspectors to serve as liaison
between provincial and municipal boards of health. The system
of provincial health districts was instituted by Manitoba in
1833, Qiebec in 1910, Ontario in 1912, New Brunswick in 1918
and Nova Scotia in 1919. (8) Generally, the functions of
district health inspectors were two-folds to provide guidahce
and technical advice to municipal health officials, and to
ensure that all public health legislation, regulations and by-
laws were being properly enforced. |

Direct: services were originally a provincial
responsibility only in municipally unorganized territory.
However, with the change in emphasis to health promotion
ard the provision of personal health services, provincial
governments increasingly assumed direct responsibllity for .
various specialized services. Certain specific disease problems
of particular public interest clearly required province-wide
control programs beoause the extent of the disease in sach

local area was insufficient to justify separate local organizations.

(7) Me Cullough, J.W.S., "The County Health Unit", in Can J.
Pub. Health, Vol.20, No.3, p.119

(8) Defries, R.D., ed, Op. Cit., pp.16,36,50,72,90.
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Similarly, provincial administration was necessary for certain
technical advisory and assistance services designed to supporst
and stimulate local direct service activities. In consequence,
most provinces have developed centralized administrative
services foi the disease problems of tuberculosis, mental iil-
ness, venereal disease, cancer, poliomyelitis and others, as
well as technical assistance services such as public health
laboratories,'sanitary engineering, epidemiology, pubiic health
nursing, health education, vital statistics, nutrition,
occupationai health and preventive dental health. These and
other services concerned with general medical and hospital

care have been organized in separate health departments
(Alberta, Saskatchewan, Ontario, Quebec, Nova Scotia and New-
foundland) or in combined health and welfare departments
(British Columbia, Manitoba, New Brumswick and Prince Edward
Island). The dates of establishment of provincial departmentq
were a8 follows: New Brunswick - 1918; Alberta -~ 1919;
Saskatchewan - 19233; Ontario - 1935; Manitoba - 1928; Nova
Scotia - 1931; and Quebec - 1936;(9) as well as Prince Edward
Island - 1931;(10) Newfoundland - 1931;(*1) and British Colusbia -
1046. (13)

(9) Defries, R.D., ed, Op. Cit., pp.25,37,50,73,91,117,133.

(10) Prince Edward Island, Provincial Health Planning Commission,
A Report Prepared by the Provincial Health Planning Commis-
sion for Presentation %o the Government of the Province of
Prince Edward Island, Charlottetown: The Commission, n.d.,
(mimeo), p.8. '

(11) Statutes of Newfoundland, 32 Geo.V, c.12.

(12) British Columbia: Dept.of Health and Welfare (Health Branch)
First Annual Report, 1946. Victoria, B.C., Kings Printer,1947
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At the local level, basic public health functions
were rapidly increasing in scope and complexity to include vital
statistics, general sanitation, the control of commumicable
diseases, the protection of health in maternity, infancy and
childhood, public health education, and some aspects of special
problems such as tuberculosis control, venereal disease control,
mental health, occupational health, community nutrition, dental
health and latterly the chronic diseases. Developing public
health functions could no longer be undertaken adequately
without the employment of full-time professional personnel
such as. medical health officers specially trained in public
health, public health nurses, trained sanitary inspectors and
various others. As stated some years ago in a United States
survey report "...0mky through the leadership of specially
trained and experienced medical officers of health employed
on a full-time basis% and by the provision of other profession-
ally and technically trained members of an organized_staff, can
the desirable local health services be provided with competence

(13)

and economy".

Special Purpose Local Health Unlts

Until recent decades in Canada, the municipality
was still considered as the basic unit of local health admini-
stration, while the local school district vrovided school health
services. However, as functions changed and only the larger

urban municipalities possessed the population and financial

(13) Emerson, Haven, Local Health Units for the Nation, New
York: The Commonwealth Fund, 19435, p. 1.
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"esources necessary for the development of full-time local
:@rvices. an increasing imbalance was apparent between the
nunicinal structure and local health organization requirements;
“ural municivpal units were individually too small to support
“ull-time services. The result was the gradual development

I enlarged special purpose units of administration with varying
iegrees of provincial participation and weakening of local
:0ntrol.

‘n the early de wlopment of enlarged héalth districts,
smphasis was placed at first on co-operation between adjacent
nunicivalities without provincial participation or financial
i8s1stance. As far back as 18390, Ontario made provision for the
ippointment of county health officers, but the project failed
.0 gain supvcort due to hesitancy on the part of county councils
20 incur expenses hitherto borne by the municipalities.‘l4)
similar lack of success marked 1918 Nova Scotia legislation
>roviding for the optional establishment of county boards of
a1ealth at the request of included municipal and town councils,ils)
nd Quebec legislation in 1919 enabling adjacent municipalities
~0 combine their local services under a joint board of health.(16)

‘n New Brunswick. however, permanent intermunicipal boards .

14) Phair, J.T., "Public Health in Ontario", in The Develop-
nent of Public Health in Canada, Defriea, R.D., ed.,
"oronto: Toronto Universitv Press, 1940, p. Tl.

15) Forbes, F.G., "Public Health Act - Its Scope and Appli-
:ation". in Can. J. Public Health,Vol.9, No.l0, p.462.

16) Pelletier, Elz., "Public Health in Quebec", in The
levelooment of Public Health in Canada, Defries, R.D.,
sa., Toronto: Toronto University Press, 1940, p. 16.
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‘were set up through mandatory legislation in 1918 which re-
quired the formation of county boards of ﬁealth composed of
members appointed by the county and towns and cities located
in the oountj.(17) Other provincés encouraged the joint provision
of schoolbmedical-and nursing services by municipalities and
school boards.

In the absence of effective action by the munici-
palities efforts were made to strengthen provincial district
health services. District health inspectors became responsible
for the medical inspection of schools in Nova Scotia in 1920
and iﬁ New Brunswick in 1922.(18) Ontario and the Western
Provinces introduced provincial public health nursing in the
following order: Manitoba - 1916; British Columbia - 1917;
Alberta - 1918; Saskatchewan - 1919; and Ontario - 1920.(19)

Further progress towards fuli-time health units was
arrested until financial assistance was forthcoming from pro-
vincial governments. During the late nineteen twenties and
early thirties, experimental and demonstration health units
were launched in several provinces with joint financial parti-
cipation by municipalities, the provincial governments and the

Rockefeller Foundation. The Rockefeller Foundation provided

(17) Warwick, Wm., Op. Cit., p. 50.
(18) Defries, R.D. ed., Op. Cit., pp.36,50.
(19) Defries, R.D., ed., Op. Cit., pp. 78,96,107,130,138.
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assistance to most demonstration units for a three ysar trial
period following which financial support was withdrawn. Alto-
gether, séven provinces set up one or more experimental units,
with the first wnits in each province being established in the
following order: British Columbia - 1921; Quetec - 1926;
Saskatchewan - 1829; Manitoba -~ 1930; Alberta - 1931; Ontario -
1934 and Nova Scotia - 1937.(20)

With the progressive extension of the health unit
system in recent years the pattern of administration and
financing has become largely standardized in each province.

In five provinces, intermwmicipal units are now jointly ad-
ministered and financed by provincial and local authorities.

Of these, Alberta and Ontario place the greatest emphasis on
local administrative responsibility, while in British Columbia,
Saskatchewan and Manitoba administration is more highly centtali—
zed, with the local role being mainly advisory; Quebec's health
units are entirely administered by the provincial health
department, although the municipalities make a small financial
contribution. In the Atlantic provinces, almost‘all local
public health functions are administered and financed directly
by the provincial health departments, although the mﬁnicipalities

'may retain certain minor public health responsibilities.

Coverage of Full-Time Organization

At the end of 1952 as shown in Table I below, almost

(20) Defries, R.D., ed., Op. Cit., pp.21,37,107,128,139.
Manitoba, Advisory Health Survey Committee, An Abridgement
of the Manitoba Health Survey Report, Winnipeg: Queen's

Printer. 1953, p. 31
Ontario, Health Survey Committee, ggpggg of the Ontario
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-0.400, 000 Canadian or 74.l1 percent of the total population were
servea by 180 full-time units of local public health admini-
:tration. This compares with 1268 full-time units in the -
Inited States covering 75.8 peroent of the population at the
:na of 1951.31)

"ABLE I NUMBER OF UNITS AND POPULATION COVERAGE OF

“ULL-TIME LOCAL PUBLIC HEALTH ORGANIZATION
3Y PROVINCE - DECEMEER 31, 1952.(1

Sopulation Served

‘rovince Number Povrulation as Percentage of
- »r Units , Served - Total Population
sritish 17 1.086,963 95.5

iolumbia -
ilberta 16 677,396 72.1
jaskatchewan 10 502.212 60.4
danitoba 14 520, 667 65.3
mtario 41 . 3.013,039 | 65.5
Juebeo 72 3,890, 579 | 96.0

Jew Brunswick - - -

{ova Scotia 9 642.584 100.0

srince Edward - - -

] jsland

fewfoundland 1 53,873 14.6
tanada 180 10,386,213 74.1

:15”'§ase5”o£ ﬁhphblished material supplied to Research Division,
Jepartment of National Health and Welfare, by provincial
1ealth departments.

'21) U.S.Department of Health, Education and Welfare, Greve,C.H.
:nd Campbell, J.R. (editors), "Report of Local Public
iealth Resources. 1951", Public Health Service Publication
Yo .278. Washington: U.S. Government Printing Office, 1953,
TeBe
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Juch full-time or fullv organized services include

1rban health departments, intermunicipal health units and
srovainclial health districts. Each of these departments, units
T districts comprise an organized local health service under the

iirection of a full-time local medical health officer; the staff

-ncludes vublic health,nurses, sanitary inspectors, clerks and

‘requently other professional personnel such as dentists or

1ucritionists. Outside the fullv organized areas, municipalities

nd municipally worganized territory are either serviced
-sart-time by medical health officers and/or full-time or part-

.ime nurses and sanitary inspectors or else have no service

at all;
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CHAPTER II

EXTENT AND TYPES OF LOCAL PUBLIC HEALTH ORGANIZATION

As indicated in Chapter I, local public health
services have been developed partly through municipal
health departments, partly through provincial health
districts and partly through joint provincial-local health
units. While full-time services are provided through each
of these three basic forms of organization, the extent
of coverage varies considerably between urban and rural
areas. Table II below shows that almost 91 percent of
Canada's urban population benefitted from full-time
services in 1952 as compared with 63 percent of the rural
population.(l)

In Canada's larger cities full-time municipal
health departments have been established for many years;
Tables II and III dhow that they are still the main form
of health organization in wrban areas. 1In 1953, 37 full-
time municipal departments covered 4,313,419 persons
including more thﬁn 71 percent of the urban population
or 306 percent of Canada's totél population. Recently,

various urban municipalities have been combined with

(1) For purposes of this thesis, urban territory in-
cludes incorporated cities, towns or villages
containing 10,000 or more population according
to the 1951 census.



TABLE-II

TOTAL, URBAN AND RURAL POPULATION, AND PERCENTAGE OF TOTAL,
URBAN AND RURAL POPULATION COVERED BY LOCAL PUBLIC HEALTH

ORGANIZATIONS BY TYPE OF ORGANIZATION, DECEMBER 31, 1952.

. ] i Total Population Urban Popu{g?ion Rural Popu%g?ion
ype of Organization Covered Covered Covered
Number  Percent Number  Percent Number  Percent
Population of Canada, 1951 13,984,329 100 5,635,878 100 8,348,451 100
All Full-Time Organizations 10,386,213 74.3 5,124,092 90.9 .5,262,121 63.0
Urban Health Departments(4) 4,313,419 30.8 4,013,604 71.2 299,815 3.6
Intermunicipal Health Units 5,462,926 39.1 964,496 17.1 4,498,430 53.9
Provinoial Health Districts 609,868 4,4 145,992 2.6 463,876 5.6
No Full-Time Service 3,598,116 25.7 511,786 9.1 3,086,330 37.0

(1) Based on unpublished material supplied to Research Division, Department of National Health and Welfare by
These date inelude total population coveted (according to the 1951 census)
by various types of full-time organization at the end of 1952, and the names of incorporated cities, towns

provincial health departments.

and villeges over 10,000 population provided with full-time organization.
(2) Population located within incorporated cities, towns and villages containing 10,000 or more population
acocording to the 1951 census.

(3) Population looated outside incorporated cities, towns and villages ocontaining 10,000 or more population

according to the 1951 ocensus.

(4) Includes Greater Vancouver Metropolitan Health District, Victoria=Esquimalt Union Health Distriet, York

Township Health Department and Scarborough Township Health Department.
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surrounding rural terridory in local health units;
»thers are included in provincial health districts.
mly 9.1 percent of the urban population lack full-time
services but in most such municipalities fairly ex-
ensive vrograms gre organized by part-time medical
1ealth officers.

-n small communities and rural areas consider-
:ble progress has been made in developing full-time
zervices through intermunicipal health wnits. As shown
n Tables II and III. full-time intermunicipal units
aumpering 144 in 1952, covered 5,463,926 persons or
39.1 percent of the Canadiean population, this covered
sopulation was mainly located in rural territory.
"uUll-time provincial health districts are much less
:xtensive: in 1952 they numbered 9 and served 4.4
sercent of the population. It should be noted that
37 vercent of the non-urban povpulation wtill lacked

somplete full-time services at the end of 1953.
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TABLE III NUMBER OF UNITS OF FULL-TIME LOCAL PUBLIC
HEALTH ORGANIZATION BY CLASS OF UNIT AND(l)
TYPE OF ORGHANIZATION, DECEMBER 31, 1952.

Combined

Type of Full-Time Total Urban Rural~U ban Rural 4

Organization Units Units(3) Units(3 Units (4)
Urban Health 5 :

Departments( ) a7 24 1 2
Intermunicipal

Health Units 144 4 38 103
Provincial Health :

Districts 9 0 5 4
All Organizations 180 28 44 108

(1) Based on unpublished material supvlied to Research
Division, Department of National Health and Welfare by
Provincial Heaglth Departments.

(2) Includes units entirely composed of incorporated cities,
towns and villages, ccntaining 10,000 or more population
according to the 1951 census. .

- (3) Includes units partially composed of incorporated cities,
towns and villages of 10,000 or more population accord-
ing to the 1951 census.

(4) Includes units not containing any incorporated cities,
towns and villages of 10,000 or more population accord-
ing to the 1951 census.

(5) Includes Greater Vancouver Metropolitan Health District,
Victoria-Esquimalt Union Health District, York Township
Health Department and Scarborough Township Health De-
partment.

Municipal and School District Health Services

Local self-determination is greatest where services
are still provided directly by municipal corporations and

local school boards. In the larger cities, full-time health



- 3 -

i@@artments offer more intensive services and a wider varisty
»T svecialized services than any other form of full-time
_ocal public health organization. By contrast, grossly in-
:dequate municipal services are provided wherever the tradi-
;ional municipal public health structure has been retained
'n rural communlities.

Tull-time city health departments are found in every
‘anadian province except New Brunswick, Prince Edward Island
ina Newfoundland. As shown in Table IV below, about one-half
»T these devartments are located in the province of Ontario.
"he number of municipalities with such departments varies direct-
v with municipal size. While all ten cities having populations
n excess of 100.000 had full-time health departments in 1952,
mly 14 of 33 cities ;nd towns between 25,000 and 100,000 in
sopulation operated their own full-time health departments,
:nd just one between 10,000 and 25,000 in population separately
arovided its own full-time service.;g) Each municipal depart-
nent is administered by a full-time medical health officer
‘gsponsible to a quasi-independent board of health or a health
:ommittee of the city council.

"he problems of urban growth and the de welopment
»I suburban communities have raised the problem of amalgamating
1iTban health services in metropolitan areas. As yet, however,
.he joint provision of services has been undertaken only by
:ertain municipalities in the Greater Vancouver and Victoria-

usaquimalt metropolitan areas in British Columbia.

(Zjﬂvﬁésédﬁbn unpﬁgiiéhed material supplied to Research Division De-
sarvment of National Health and Welfare by provincial

canTl dhh Aavantmantas
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T Urb;;VHealth Inter;;;ioipal Health Units 'Provinoi;i—ﬁealth Disﬁricts
Provinge Total Departments |note)  Rural-Urban(2)  Rural(3) Total Rural-Urbant?) Rural(s)
British Columbia 17 2(4) 15 3 12 - - -
Alberta 16 2 14 1 13 - - -
Saslatchewan 10 2 8 2 6 - - -
Manitoba 14 1 13 2 10) | . - -
Ontario 41 14(6) 27 12 15 - - -
Quebec 72 5 67 22 45 - - -
New Brunswick - - - - - - - -
Nova Scotia 9 1 - - - 8 4 4
Prince Edward Is. - - - - - - - -
Newfoundland 1 - - - - 1l 1 -
Canada 180 217 ] 144 42 102 9 5 4
(1) Based on unpublished material supplied to Research Division, Department of National Health and Welfare by

provincial health departments.

(2) 1Includes units containing incorporated city, town or village of 10,000 or more population according to

1951 census.

(3) Inocludes units not containing ineorporated city, town or village of 10,000 or more population according
to 1951 census.

(4) Includes Greater Vanoouver Metropolitan Health Distriot and Victoria-Esquimalt Union Health District.

(5) Two of these health units are made up of municipalities officially designated as suburban municipalities.

(6) Includes health departments of York Township and Searborough Township.
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In the rural areas of Canada, municipal public health
organizations are, in the words of an official report, "vestiges
of a gradually shrinking system of small independent local
health units which came into existence when organized public
health was in its infancy".(3) They exist mainly tecause
most provinces still require the appointment of a municipal
board of health and a medical health officer in each munici-
pality not located in a full-time health unit. Municipal
boards are chiefly concerned with local sanitary measures and
the control of minor communicable diseases; the medical
health officer is a local physician appointed part-time.

The appointment of a medical health officer is often nominal,
although in some communities local physicians may organize
and maintain fairly extensive programs. In a few larger com-
munities, particularly in Ontario,full-time public health
nurses and/or sanitary inspectors may be employed.

School health services, originally the responsi-
"bility of local school boards in most provinces, are now
usuvally providéd by municipal health departments, local health
units or provincial health districts. In areas without full-
time organization, school boards may transfer responsibility
to the provincial public health nursing service and the muni-

cipal part-time medical health officer. In a few cities,

(3) Nova Scotia, Health Survey Committee, Report on the
Survey of Health Facilities and Services in Nova Scotia
1949-1950, By Stewart, C.B., Halifax: The Committee
1950, (processed), p.8l. '
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however, school health services are still separately admini-
stered by school boards.(%)

Provincial Health Districts

The organization of provincial health districts
as field service areas of the provincial health department
represents the strongest form of provincial reaction to the
inability or unwillingness of the municipalities to provide
adeguate health ser#ices. The provision of direct local
services through these districts is in most céses an expan-
sion of an earlier system in which provincial districts served
as a means of providing advice and supervision to municipal
health authorities. Wherever they exist today, such districts
provide most of the basic local public health services needed
in the contained local jurisdictions, although they may not
entirely replace the municipal health structure. The munici-
palities often retain minor public health responsibilities
and finance their own activitids, while the provincial
government pays the entire cost of its personnel and activities.
The boundaries of provincial health districts are determined
by provincial regulation or administratiw discretion.

Provincial health districts are characteristic
mainly of the Atlantic Provinces where relatively low per
caplta income has meant either low standards of service or

a strong emphasis on technical efficiency through provincial

(4) Further detail on municipal and school district health
organization by province is set out in succeeding pages
of this chapter under provincial headings.
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iaministration. As indicated in Table V below,full-time
srovincial health districts serve most of Nova Scotia,and

: small vortion of Newfoundland. 1In other parts of Newfound-
and. partial local pubkic health services are made available
shrough the provincially administered system of cottage
108pital districts; Prince Edward Island also provides
sartial district services. In New Brunswick, the entire
arovince is serviced by a few full-time district medical
1ealth officers. each covering from two to four health sub-
ilstricts. Elsewhere. in some remote areas of other provinces,
sartvial provincial district services are provided as a stop-
rap measure until special-purpose full-time health units can
2e established.

Jova Scotia: With the exception of the city of

ialifax which has a full-time municipal health department,

“he pvrovince of Nova Scotia is serviced by full-time provincial
1ealth districts. numbering eight in 1952. These provincial
1ealth divisions. as they are termed, conduct the major field
1ctivities of the vrovincial health department and undertake
:00ut 95 per cent of the local health work in district areas.
Mitv, town and municipal boards of health retain certain minor
“uctions relating to sanitation, communicable disease control
:nd school health services.\5)

2rior to about 1934 the major responsibility for

~ocal public health services was vested in local boards of

5) Nova Scotia, Health Survey Committee, Op. Cit., p.623,
ind Health Survev Reporting Form D.



TABLE

POPULATION COVERED AND PERCENT OF TOTAL POPULATION COVERED BY FULL-TIME

LOCAL PUBLIC HEALTH ORGANIZATION BY TYPE AND BY PROVINCE, DECEMBER 21,

1952(1)

Total Full-Tine Provincial Health
Organizations Urban Health Departments Intermunicipal Health Units Districts
Province Population Percent of | Population Percent of Population Percent of Population Percent of
Covered Total Po- Covered Total Popu= Covered Total Popu- Covered Total Popu=
pulation lation lation lation
“itish Columbis 1,086,963 95.5 521,614@ 46,7 555, 249 48.8 - -
lberta 677,296 72.1 288,691 3047 388,606 4l.4 - -
iskatchewan 502,212 60.4 124,587 12,9 277,625 45,4 - -
wnitoba 520,667 65.2 235,710 29.5 284,957 35e7 - -
tario 3,013,039 65,5 1,729,0220) 3746 1,284,017 27.9 - -
wbec 2,890,579 96,0 1,318,206 Zl.8 2,572,373 64,2 - -
'
W Brunswick(4) - - - - - - - -
>va. Scotia 642,584 100.0 85,589 13,3 - - 566,995 86.7
*ince Edward Is. - - - - - - - -
ywwioundland 52,873 14,6 - - - - 52,873 14,6

.) Based on unpublished materisl supplied to Research Division, Department of National Health and Welfare by Provincial health

departments.

nization at the end of 1952,

e v
N Y N

only part-time attention.
i) Prince E4ward Islend has a district nursing service and a sanitary inspection service which are under the pert-time direction
of the chief medical officer of the province,

Includes Greater Vencouver Metropolitan Health District and Victoria=Esquimelt Union Health District.
Includes health departments of York Township and Scarborough Townshipe.
New Brunswick's full-time district medical health officers cover very large areas, and each health sub-distriet receives

These data include total population covered (according to the 1951 census) by various types of full-time orga-
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health. Althought statutory provision for the appointment of
provincial diviamional medical health officers had existed since
1819, their functions were limited largely to the operation of
travelling tuberculosis clinics. Three divisional medical
health officers were supplemented by a number of provincial
field nursesibeginning in 1932.(6)

Expansion of provincial health divisions in terms of
both functions and number of districts was recommended in the
McIntosh Report of 1933.(7) The first experimental full-time
health division established in Cape Breton Island in 1937(6)
was followed by the organization of a&ditional units until
the entire province was covered by full-time services. Each
health division now has a staff of full-time medical health
officers, public health nurses, sanitary inspectore and clerks.

In Nova Scotia's duval system of local public health
organization, each unit of local government still performs
certain health functions. There are two cities and 40 towns
in the province as well as 24 rural municipalities. The rural
area 1s divided into 18 counties which, in themselves, do not
represent-units of local government; 12 of these counties each

comprise one rural municipality, and the other six have two .

(8) Campbell, P.S., and Scammel, H.L., "Public Health in
Nova Scotia",in The Development of Public Health in Caneda,
Defries, R.D., ed., Toronto: University of Toronto Press,
1940, pp.36-37.

(7) McIntosh, W.A., An Administrative Study of the Nova Scotia
Department of Public Health with Recommendations, Halifax,
N.S: Kings's Printer, 1835.
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numicipalities each.\s) The appointment of a board of health

-8 mandatory for cities and towns, as well as polling districts
vithin each rural municivality; county boards of health may be
6T up with the consent of the rural municipalities and towns
:oncerned. Mandatory provision is made for the appointment of
nedical health officers and sanitary inspectors who may have
;urisdiction over a municipality alone, a town alone, both a
~own of less than 2,000 inhabitants and the mumicipality of
wnich the town is officially a part, two or more towns combined
5y agreement or two municipalities within the same county.\9)
n 1950 there weré 64 part-time medical health officers in the
srovince, 37 acting for a town, 32 for a municipakity, 3 for a
own and muncipality, and two for sub-divisions of a
ﬁunicipality.\lo)

Jew Brunswick: Nova Scotia's dual system of local

>ublic health organization is parallelled in New Brunswick

vnere the major local public health services are also pro-

' r1ded through provincial health districts, numbering six in

952. Unlike Nova Scotia. however, municipal boards of health
1ave been superseded by 16 sub-district health boards for the 15
:ounties of the province and for the city of Fredericton. The

>rovincial health department appoints full-time district medical

"8) Dominion Bureau of Statistics, The Canada Year Book,
-952-53. Ottawa: King's Printer, 1953, p.78.

8) Statutes or Nova Scotia, 3 Geo. VI, c.4.

'10) Nova Scotia, Health Survey Committee, Op. cit., p. 6l.
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health officers and public health nurses, while sub-district
boards appoint sanitary inspectors, vital statistics registrars
and other auxiliary personnel.(ll)

The existing system of local public health organi-
zation in New Brunswick dates from amendments made to the
provincial Public Health Act in 1918. At that time the
province was divided into se wral health districts, and full-
time medical health officers employed by the province were
placed in charge of public health services in each district.

At the same time each district was divided into a number of
sub-districts corresponding to the counties in the province;
sub-district health boards assumed the public health responsi-
bilitiés of cities, towns and villages within their jurisdiction.
In 1931, a provincial public health nursing service was estab-
lished, and in 1923, six-full-time physicians were employed by
the province to provide a province-wide school medical in-
spection service. In succeeding years the district medical
health officer service was gradually merged with the school
medical inspection service, while the provincial nursing
service wae discontinued and nurses were employed locally.

Although the provincial public health nursing service was re-

(11) New Brunswick, Health Survey Committee, Report of the
Health Survey Committee, Fredericton, N.B: The
Committee, 1951, (mimeo.) pp. 19-29.
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:stablished in 1943. the system of dual responsibility for
~ocal health services has .continued up to the present time.\lg)

-t is difficult to judge whether or not the popu-
~ation of New Brumswick is covered by full-time local health
zervices because the district medical health officers and
iurses divide their time between various counties in the pro-
rince. Since each medical health officer usually serves three
T rtour counties, while sanitary inspectors, clerks and a few
iurses are locally employed, it may be said that the New
irunswick system provides rather less than a unified full-time
_ocal service.

lewfoundland: Special economic and geographic
rircumstances have moulded an unusual vattern of health organi-
-ation in Newfoundland. One feature is the high degree of
:entralization of health administration resulting from the
:pgence of local government institutions. Recent developments
)T local government in some areas have not yet resulted in .
.ocally administered health services. A second characteristic
‘8 the emvhasis placed on public provision of medical and
108pital care for large areas of the island. In outlying
“egions around the coastline prepaid treatment services are
arovided for ali residents in provincial cottage hospital dist-
~1cts. medical practice areas and nursing areas; public medical

care ror indigents is provided in St. John's. Only partial

>uplic health services are available except in the St. John's

12) New Brumswick, Health Survey Committee, Op. Cit.,
ap. XIX - XXII.



- 2] -

‘area where a full-time public health organization is
operated by the provincial health department.

The 17 cottage hospital districts existing in
1953 covered 152,654 persons or over 40 percent of the
Newfoundland population. Each hospital district is super-
vised by a medical health officer reéponsible'for prepaid
medical care in a hospital medical practice area adjoining
the hospital. Domiciliary medical and nursing care in bﬁt—
lying parts of the cottage hospital district may be provided
by additional medical health officers and nursés in medical
piaotice areas and nursing areas which are sub-divisions of
the cottage hospital district. A few medical practice areas
an: nursing areas are located in isolated regions outside the
boundaries of any cottage hospital district.

Some 34 medical health officers employed by the
province in cottage hospital districts and various private
practitioners in other areas did part-time public health
work in 19523. They were all paid on a fee-for-service basis
for certain public health functions such as immunizations,
child health clinics and school health inspections. Provincial
public health nurses, usually stationed in settlements lacking
physicians' services, spent much of their time on work such

as maternity care, dental extractions and home nursing.(ls)

(13) Based on wnpublished material supvlied to Research
Division Department of National Health and Welfare by
the Newfoundland Department of Health, and on material
collected by the writer during a visit to the Newfound-

land Department of Health in 1948.



53 -

>rince Edward Island: Because of the small size of

’rince Edward Island., the Health Branch of the provincial
lepartment of Health and Welfare acts in effect as a local
1ealth devartment. The provincial Department was set up under
+ Tull-time Health Officer in 1931, the same year that public
1ealth nursing became a provincial service.\l4) Under the
»ublic Health Act, the respective city and town councils of _
-he eight incorporated municipalities, and the school boards

»I the approximately 480 school districts, were the local boards
»I health in these areas.ilE) An amendment in 1949 provided for
-he grouping of rural school districts into health districts
71th local boards of health.‘l8)

Jespite the existence of .lceal boards, almost all
>unlic health services.are provided directly by the provincial
levartment of Health and Welfare, under the general direction
o the Deputy Minister of Health who is also Chief Health
ifficer. 1In 1952 there were 10 specialized provincial health
iivisions. including a Division of Sanitary Engineering with a
sanitary engineer and three sanitary inspectors, and a Division
»T Public Health Nursing consisting of a director and 10 dist-

s1ct nurses.\17)

14) Prince Edward Island, Provincial Health Planning Commis-
zion. A Report Prepgrea by the Provincial Health Planning
‘ommission for Presentation to the Government of the Pro-
rince of Prince Edward Island, Charlottetown: The
jommission. n.d., (mimeo.) pp. 7-8.

15) Prince Edward Island, Provincial Health Planning Commission,
. Cit., p. 21.

-16) Statwutes of Prince Edward Island, 1949, c.l8.

'17) Based on unpublished material supplied to Research Division,
Jevartment of National Health and Welfare by Prince

TRararnd TAaTlawld MNMawmambmamds ad TTaRTdeEl mawmad WAt Lama
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ntermunicipal Health Units

‘ntermunicipal health units have been co-operatively
e veloped by provincial and municipal governments in six pro-
rances: Quebec, Ontario, Manitoba, Saskatchewan, Alberta and
3ritish Colurbia. Wherever they are established, health units
eplace municipal public health services, although municipal
:ounclls retain powers to enact public health by-laws. Health
mits are a form of joint administration, but the degree of
“ocal varticipation varies greatly between the provinces.
dministrative structure and provincisl-local relationships
:re dlscussed in detail in Chapter IV. The present chapter
-8 concerned with extent of coverage, historical development
:nd methods of establishment within the context of the general
"ocal governmental structure in each province.

‘lealth units are authorized by provincial statuts,
sut the method of establishment varies. In Quebec and Alberta,
iealth units may be established by provincial order-in-council,
zithough in practice approval by municipal councils is sought.
‘n Manitcoba and Saskatchewan., approval by participating
aunilcivral cowmcils is required prior to passage of a pro-
rincial order-in-council: in the absence of such approval a
"ocal vote on the question may be held. There is no provision
“or local voting in Ontario and British Columbia, but units
ire set up through mutual agreement between local authorities.

"he. wide spread local demand for health unit

:ervices has been mainly stimulated by the promise of
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provincial financial assistance, ‘Provincial health departments
guide and control the pattern of development. In Quebec and
Ontario the existence of counties has shaped fhe health wunit
structure; many city-county units have been formed. In the
western provinces, health units make up part of a general

trend towards the amalgamation of municipalities for special-
purpose functions. k

Health unit functions are limited to preventive
public health except in Manitoba where prepaid laboratory
and x-ray services may be provided, and in Saskatchewan
where prepaid dental care, medical_care, hospital out-patient
services and radiological services may be introduced,

Quebec: Almost the entire province of Quebec is
provided with full-time local public health services, covering
about 96 percent of the population in 1952. Rural areas
and many urban communities were serviced by 67_"coﬁntyn
health units, while the cities of Montreal, Outremont,
Westmount, Verdum and Quebec had full-time city health depart-
ments. The city health departments are independently main-
tained by the municipalities concerned, but the "county"
health units are operated by the provincial government almost
as provincial health districte except for two different features.
Health unit services have entirely replaced municé¢ipal health
services in health unit areas, and included munig¢ipalities
are required to make a financial contribution'for the support

of each unit.(18)

bec, Ministere de la Sante 'L'Enquete sur Les Services
(18) ‘&§§Sanﬁe de la Province de Quebec, Quebec: MUinistere, 1951,
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The health unit organization in Quebtec represents
a modification of the earlier system of provincial distfict
health inspectors described in Chapter I. Following two
studies between 1921 and 1926 undertaken through the auSp}ces
of the Rockefeller Foundation, the first health unit was
established in Beauce County in 1926.(19) In 1928 a special
act respecting health wnlts was passed by the Legislative
Assembly, and in 1933 a new Health Unit Act was enacted
making permanent the existing organizations and authorizing
the government to order the establishment of wnits wherever
deemed desirable.(20)

Although under the Quebec Health Units Act, the
provincial government has discretionary power to establish
health units in counties or groups of counties, in practice
units are set'up only after a resolution by majority vote of
the county councils conoerned.(ZI) Although cities and towns
are administratively separate from counties cities and towns
within county boundaries are required to form part of the
health unit. The only exception is that cities and towns

of more than 230,000 population already maintaining a sufficient

(19) Quebeoc, Ministere de la Sante, Op. Cit., Tome III,
pp . 64, 1001

(20) Pelletier, Elz., "Public Health in Quebec!", in The
Development of Public Health in Canada, Defries, R.D.,
ed., Toronto: University of Toronto Press, 1940, p.2l.

(21) Quebec, Ministere de la Sante, Op. Cit., Tome III, p.88.
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health organization in the opinion of the Minister of Health
may be exempted from the Act.(22) Seventy-five out of 76
county municipalities are served by health wnits; in 1952,
there were 57 single county units, 8 multi-county wnits and
2 wits serving half a county each.(33) Cities, towns and
villages and other municipalities may have local boards of
health, but they let the county health units do the work.
Outeide health wnits, every municipality with a population
of more than 5,000 persons is required to maintain a health
service directed by a medical health officer.(34)

In addition to health units, the provincial health
department provides a special service to settlemeﬁts in
remote and municipally unorganized sections of.the province
which 1aok the services of physicians and trained nurses.
One public health nurse is appointed to each settlement,'to
provide public health nursing services as well as medical
care in obstetrical cases. Although she is under the admini-
etrative supervision of the provincial Division of Medical
Services to Settlers, each nurse receives medical direction

from the nearest practising physician who also provides part-

time medical and public health services. In 1948, 134

(23) Statutes of Quebec, 233, Geo. V, c.74.

(23) Based on Quebec Ministere de la Sante, Op. Cit.,

(24) Revised Statutes of Quebec, 1935, c. 186.
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nurses were employed full-time and 109 physicians were employed
part-time in this service.(25)

Ontario: While most of the larger cities in Ontario
independéntly operate full-time city health departments, inter-
municipal health units have been developed for smaller muni<~
cipalities anmd rural areas. In 1853, mwmicipalities with
geparate heaith departments included the cities of Belleville,
Guelph, Hamilton, Kingston, Kitchener, Lordon, Oshawa, Ottawa,
Peterborough, Sudbury, Toronto and Windsor, Scarbdtbugp?
township and York township; full-time local health wnits
totalled 37. Altogether.65.5 per cent of the population had
full-time services avallable.

In contrast to Quebec, the Ontario health unit
system is of recent origin and marks a reversal of trend
rather than a modification of the earlier provincial health
districts. In 1934, the same year thatlprovincial health dist-
ricts were discontinued'in Ontario, an éxperimental health
unlt was established by the four eastern counties of Stormont,
Glengarry, Prescott and Russell. The principle of local re-
sponsibility followed in the development and operation of this
unit was continued in the'formation of later wmits, and admini-
stration by local boards of health was authorized by the Public
Health Act.(26)

(35) Quebec, Ministere de la Sante, Op. Cit., Tome III, pp.55-58.

(28) Ontario, Health Survey Committee, Revort of the Ontario
Health Survey Committee, Toronto: The Committee, 1951,
pp. 398-400. '
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*he Ontario Public Health Act permits any county,
:1tv, town, village or township to establish itself as a health
mit bv municipal by-law, or to enter into agresment with other
nmnlicipalities to fom a health unit. The only limitation on
ocal autonomy is the requiremnt that all "non-separated"
mmicivalities within a county participating in a health
mit. must also form part of the unit. In provincial terri-
~orial districts. health units may comprise one or more
aunicipalities, one or more school sections, and any area
srescribed by the Lieuxenant-qovernor-in—Council.i27)

18 in Quebec, Southern Ontario's two-tier system
»T rural local government has meant that most health units are
nade up of cownties. Of 43 Ontario counties existing in 1951,
8 were included wholly or partly in health units.;ga) In
2adition. quite a number of "separated" cities and towns
within county boundaries have voluntarily amalgamated their
iealth services to form joint clty-county health wnits.\39)

1utside of health units and the health departments
-n the large cities, all municipal health service is on a part-
<ime basis with a part-time medical officer of health, a full
2T parv-time nurse, and sanitary inspector. Each city, town

rillage or township is required to have & local board of

'27) R.S.0. 1950, c. 308.

28) Based on Ontario, Health Survey Comumittee, Op. Cit.,
;:) . 4030

39) All Ontario's 29 cities and 7 of the 149 towns are
:aministratively "separated" from the counties in
vhich they are situated.
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health and a medical officer of health.(30) Often several
adjacent municipalities are covered.by a single physician,
nurse or sanitary inspector. In 1848, there were 294 part-
time medical health officers, 52 full-time and 50 part-time
nurses eﬁployed in these municipalities. In a number of areas
outside ﬁealth units, school health services are provided by
local boards of education.(3l)

In municipally unorganized territory every magi—
strate is ex-officio a medical officer of health and every
constable is ex-officlo a sanitary inspector. In addition,
the provincial Department of Health is responsible for health
administration in these areas. The Lieutenent-Governor in
Council may establish health units and appoint medical
officers of health, and the Minister of Health with the
approval of the Lieutenent-Governor in Council, may appoint
sanitary inspectors.(sg) |

Manitoba: In 1952, Manitoba had 13 local health
unite, Jjointly operated by provincialland local authorities,
which, together with the city of Winnipeg Health Départment,
brought full-time gervices to 65.2 peroent of the population.

Outside these areas the services of part-time municipal medical

(30) R.S.0. 1950, o. 308.

(31) Based on Ontario, Health Survey Committee, Op. Cit.,
Reporting Form D. :

(32) Ontario, Health Survey Committee, Op. Cit., p. 400.
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health officers were supplemented by 3 provincial public health
nurses and 7 provincial sanitary inSpectors.(sa) |

Prioir to 1945 there were several fullptime health
districts set up by the provincial government under the author-
ity of an amendment to the Public Health Act in 1934.(3%)

Thesé early units which were mainly located in urban and sub-
urban areas, were established during the thirties, partly to
cope with the problem of medical relief. Following a special
survey in 1941 which recommended the extension of full-time
services to rural Manitoba,(55) new provisions for the
establishment of health units were incorporated into the 1945
Health Services Act.

Manitoba, mainly a rural province, has 4 cities, 33
towns, 356 villaeges, 108 rural municipalities, 5 suburban
municipalities, (38) and approximately 1800 school districts.(S!)
In contrast with the lack of consolidation of municipal and
school units, the Health Services Act makes comprehensive pro-

vision for the comsolidation of local areas for health Purposes.

(33) Based on unpublished material supplied to Research
Division, Department of National Health and Welfare
by Manitoba Department of Health and Public Welfare.

(34) S.M. 1934, c. 35.

(35) Buck, Carl E., Public Health in Manitoba 1941, Report
of a Study made by the Americal Public Health Association,
New York: The Association, 1941.

(36) Dominion Bureau of Statistics,‘The Cgnada Year Book,
1952-53, Ottawa;: Queen's Printer, 1953, p. 80.

(37) Brittain, Horace L., Local Government in Canada, Toronto;
Ryerson Press, 1951, p. 178.
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The Act has four main divisions providing for: {a) preventive
medical services through the utuﬁlishment of local health units,
(b) diagnostic serviaes by the establishment of laboratery

and x-way units, {(c) medical services by the estgblishment of
medical care districts and (d) hospitalization by the sstab-
lishment of organized hospital districts.(32) wnile each type
of wnit or district may inclule one or more municipalities,
there 1s great overlapping of bowndaries; health ynits and
lsboratory and Xeray units may - coincide, however. In 1983,
there wore 13 local Realth wits, 3 laboratory and X=ray units,
18 medical care districts and 34 hospital districts set wp to
administer local hospltals.(sg)

As with other health disiricts, public health unite
are a matter of local option. They are established by provincial
regulation following approval of a proposed scheme by each
of the muniocipal obuncils conoerned. If any counocil faile
within 60 deys to approve a scheme submitted by the Minister
of health, a vote must be held in the municipality ooncernw
ed 4f a petition is received signed by at least 10 percent
of the qualified eleotors.(%0) Poliewing the establien-
meny of the unit with a2 umit advisory board of health, ssch
swmicipality signs an agreement with the provimial government}

{38) 8.M. 1945, ¢. 23.

(39) uannobn Dept. of Bu,lth a.na Public Welfare m
R fox She Qalendar Yeas 1952. linnipegliqmen 8

(40) 8.M. 1945, ¢. 23.
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no municipality may apply for withdrawal from the unit until
two years have elapsed from the date of the agreeaent.(41)

Under the Manitoba Public Health Act each city,
town, village and rural municipality not included in s health
unit must retain on a part or full-time basis, the services of
a duly qualified medioai practitioner to act as medical officer
of health and may appoint sanitary and other inspectors deemed
necessary.(42) The provincial Public Health Nursing Service
supplies public health nurses for areas outside héalth ﬁnits,
while the provincial Section of Envirommental Sanitation has
a staff of inspectors located in areas of the province having
no local units or sanitary inspectors of their own.

In muicipally unorganized territory outside health
uhlts, the provincial government provides the same health ser-
vices for residents as the organized cities, towns, villages
and rural municipalities. The Minister of Public Health and
Welfare may designate any area as a health district and may
appoint district health officers (usually part-time), public
health nurses and sanitary inspectors.(43)

Saskatchewan: In Saskatchewan, full-time local

public health services are being developed through a system of
health regions. At the end of 1852, 8 health regions had been
organized in addition to 2 long established full-time city

(41) Manitoba Regulation 36/48.
(42) Revised Statutes of Manitoba 1940, c. 171.
(43) Manitoba, Advisory Health Survey Committee. An Abridge-

ment of the Manitoba Health Survey Report. Winnipeg:
Queen's Printer, 1953, p. 49.
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health departments in Regina and Saskatoon; 60.4 percent of
the pooulation was covered. Elsewhere partial local services
were provided through about 15 nursing districts, 5 nurses
located in the Northern Administration District, 14 provincial
sanitary inspectors and about 200 part-time municipal medical
health officers.(44)

Provincial-municipal co-operation in developing health
regions in Sgskatchewan is part of a general trend towards the
development of local authorities along functional lines. Joint
action by groups of municipalities to provide hospital facili-
ties was authorized as far back as 1916 by the Union Hospital
Act.(45) Any combination of cities, towns, villages, rural
municipalities and local improvement districts is permitted to
establish an administrative board for the construction and
operation of a community hospital; 104 union hospital districts
existed in 1953. Similarly, to bring medical services to
rural areas, individual municipalities or groups of municipal-
ities may contract with a physician or physicians to provide
prepaid medical services in municipal medical care districts;
these covered about 180 municipalities in 1952.(46) Consider-
able progress has also been made since 1944 towards the

creation of 60 enlarged wnits of school administration designed

(44) Based on unpublished material supplied to Research
Division, Department of National Health and Welfare
by Saskatchewan Department of Public Health.

(45) Statutes of Saskatchewan 1916, c. 12.
(46) Saskatchewan: Dept. of Public Health, Annual Report

for the Fiscal Year April 1, 1951 to March 31, 1953,
Regina, Sask: Queen's Printer, 1953, pp. 92, 108.
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0 revlace some 5000 local school districts.\47) Nothing has
ret been done, however, about the large number of tiny rural
municipal units. In 1952, there were 388 villages and 299
“ural municipalities, as well as 90 towns and 8 cities.\48)
suthority for the organization of health regions
vas rirst contained in the Public Health Act as amended in
928, and the Health Services Act of 1944 as amended in 1946
1nd subseauwent years. Under the 1828 amendment to the Public
fealth Act., full-time héalth districts composed of at least
-1ght rural municipalities or urban municipalities under 20,000
>opulation could be established by order-in-council, subject to
‘he consent of the municipal councils concerned.'4®) one fu11l-
.ime health unit was inaugurated in the Gravelbourg area in
929. but the depression terminated this experiment in i932.(50)
Tollowing the recommendation of the Saskatchewan
iealth Services Survevy Commission in 1944,‘51)the new Heslth
services Act vermitted the establishment of health regions

:omposed of any combination of cities, towns, villages, rural

47) Saskatchewan: Committee on Provincial-Municipal Relations,
ievort of the Committee on Provincial-Municipal Relations
saskatchewan 1950, Regina, Sask: King's Printer, 1951,p.48.

'48) Dominion Bureau of Statistics. The Canada Year Book,
.952-53, Ottawa: Queen's Printer, 1953, p. 79,

49) R.S.S. 1930, c. 317.

-50) Saskatchewan, Health Survey Committee, Saskatchewan
dealth Survey Report I. Health Programs and Personnel,
iegina, Sask: The Committee, 1951, p. 34.

51) Sigerist, Henry, (Chairmen), Report of the Health
services Survey Commission, Regina, Sask: King's
“rinter, 1944.
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municipalities and improvement districts.(53) Although health
regions may be established and boundaries determined at the
discretion of the Minister of Public Health, provisions £6r
local consent are set out in provincial regulations. Health:
regions are constituted only after requests for inclusion

are received from at least 10 municipalities and/or improvement
districts. Following notice in the Saskatchewan Gazette, 80
days are allowed for petitions opposing inclusion. When deemed
advisable by the Minister of Public Health, a vote may be
ordered in the municipalities concerned if opposing petitions
are received from at least 6 contiguous municipal cowuncils

or 20 percent of the electors of such municipalities; if
opposing petitions are received from the councils or 20 per-
cent of the electors of at least 10 municipalities, a vote

may be ordered throughout the sntire provosed region. However,
even 1f the vote is unfavourable in one part of a proposed
region, it may still be included in the region if the overall
majority vote is favourable.(ss)

The 8 full-time health regions established up to the
end of 1952 are administered through. regional boards of health
with joint administrative and financial participation by the
provincial health department and the contained municipalities.

In addition to providing full-time public health services,

(53) S.S. 1950, c. 82.

(53) Sask 0/C 2026/48 as amended by Sask. 0/C 1760/49, Sask.
0/C 2138/49 and Sask. 0/C 2851/52.
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~egional boards are empowered to introduce tax-supported
iental care for children, hospital out-patient services,
~adiological services and general medical care services,
supject to the approval of the Minister of Public Healthi5?8)
Joth within and outside health regions, municipal
r:ouncils are reguired to act as municipal boards of health
wnile each municipal council outsidé a health region is re-
juired to appoint a medical health officer.i54) In 1950,
:pproximately 200 physicians served as part-time health offi-
:@ers ror municipalities outside health regions, their work
heing largely confined to communicable disease and sanitary
iontrol measures.\55) To suoplement rural municipal health
services outside health regions the provincial health depart-
nent employed a number of district public health nurses and
sanitary inspectors.
ilberta: The province of Alberta had 14 full-time

~ocal health units and 2 full-time city health departments
serving 73.1 percent of the population at the end of 1952.

‘n addition, partial local services were provided through 2
'sne-nurse" health units. 33 "municipal" nursing districts,
zeveral vprovincial sanitary inspection areas and numerous
nunicipal boards of health in rurgl areas outside health

1n1ts.\56)

54) SQS. 1950, CU 810
55) Saskatchewan, Health Survey Committee, Op. Cit., p.85.
'568) Based on wnpublished material supplied to Research

Jivision. Department of National Health and Welfare
2y Alerta Department of Public Health.
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"ne establishment of full-time health units in
1lberta is simply one‘among several recent developments desi-
rneda to create larger units of local administration.;57) In
952 the province was organized into 7 cities, 69 towns, 140
r1llages, 54 rural municipalities knowr as municipal districts
mmd 3 counties.(58) Through consolidation, rural municipal
iistricts have been reduced in nﬁmber from 143 to 54 over the
Jast ten years, while the counties were set up in 1851 on an
sxperimental basis. In the educational field, about 3,591
fndependent local school administiative units which existed in
“93%6. have been largely replaced by 56 school divisions. 1In
zadition., there are more than 60 hospital districts organized
.0 provide hospital facilities and services; they aTe not
runicival subdivisions but are special areas usually smaller
shan municipal districts and school divisions.‘57)

Statutory authority for the formation of full-time
1ealth districts in Alberta was first provided through an
:menament to the Publvic Health Act in 1929, which authorized
.he Minigter of Health to establish public health districts,
s1ther at his own discretion withouxvlocal consent or following

submission of a scheme to the various municipalities for their

57) Hanson, E.J. "Local Government Reorganization in Alberta",
n Can. J. Econ. and Pol.Sci.. Vol. 16, No. 1, pp.53-62.

58) Dominion Bureau of Statistics, The Canada Year Book,
952=53, Ottawa: Queen's Printer, 1953, p. 80.
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(60) 5 fu11-

approval.(59) As outlined in subsequent amendments
time unit could be comnstituted aftef a scheme had been approved
by councils representing 60 percent or more of the residents

of the propoéed health unit. Two experimental units were set
up in 1931, and up to 1948, six more had been established.(al)
In 1851, following the enactment of a separate Health Unit Act,
the existing units were enlarged, and a number of new units

set wp.

Although the formation of health units 1s in practice
entirely voluntary, under the new Health Unit Act the provincial
government retains discretionary power to cénstitute, alter or
disestablish health unit diétricts by order-in-council. By
statute, health units may include towns, villages, municipal
districts, improvement districts,ISpecial areas, and cities
with a population not exceeding 50,000. Units are set up
foliowing requests from municipal councils, and bowndaries are
alteréd at the request of a health unit board or any contri-
buting municipal courncil.(6?)

Outside the full-time health units, comprehensive
full-time city health departﬁents are independently Operated'
by the cities of Edmonton and Calgary. Elsewhere, municipal
health organization is limited to the minimal framework re-

quired by the Alberta Public Health Act. Every mumicipal

(52) Statutes of Alberta, 1929, c. 36.
(60) Statutes of Alberta, 1932, c. 37; 1945, c.51.

(61) Alberta, Health Survey Committee, A Survey of Alberta's
Heal th, Edmonton, Alta: Department of Public Health,
1850, p. 26.

(62) Statutes of Alberta, 1951, c.33.
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corporation is required to have a board of health, while cities
and towns are required to appoint at least a part-time medical
officer of health.(63)

Additional limited services in rural areas outside
health units are provided through "one-nurse" health units and
"municipal® nursing districts. "One-nurse® health wnits are
designed to provide generalized nursing services until a full-
time health unit can be organized. Based on enlarged school
divisions and administered through local sthool boards, the
nine units originally set up in 1944 have been almost entirely
replaced by full-time local health units.

Since 1919 the provincial Department of Public Health
has operated a district nursing service in outlying communities
situated.at.some distance from medical and hospital services.

As this service was originally awailable only in provincially
adnministered improvement : districts, new legislation became
necessary in 1950 to retain the service in communities increas-
ingly being incorporated into enlafged municipal districts.

The Nursing Service Act authorizes the Minister of Public Health
to enter into agreements for the provision of nuxrsing serviceé
with the councils of villages, rural municipalities or with the
Department'of Municipal Affairs on behalf of improvement districts;
special districts are set up known a8 "municipal®™ nursing dist-

ricts.(64)

(63) Revised Statutes of Alberta, 1942, c. 183.

(64) Alberta, Health Survey Committee, Op. Cit., pp. 36-39.
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Britigsh Columbia: At the end of 1852 in British

Columbia, full-time local public health seivices gserving

95.5 percent of the population were made available through 15
local health units and 3 metropolitan health departments;
outside these areas partial services wers provided through

5 public health nursing districts, 2 sanitary inspection areas,
18 part-time munitcipal medical health officers and 21 part-
time school district medical inspectors. (85)

As in the other western provinces the development
of local health units in British Columbia is part of a general
trend towards larger special purpose umits of 1pcal admini-
stration. Se&enty-six school districts have replaced 850
school units that existed prior to 1946,(66) while a number
of welfaTe regions have been organized by the Welfare Branch
of the Department of Health and Welfare.(67) Municipal govern- |
ments included 35 cities, 41 villages and 28 district muni-
cipalities in 1952, (68)although 80 to 25 percent of the
population was still served by provincially administered
improvement districts.(66)

(65) Based on wnpublished material supplied to Research
Division, Department of National Health and Welfare
by British Columbia Department of Health and Welfare.

(68) Brittain, Horace L. Local Govermment in Canada,
Toronto: Ryerson Press, 1951, pp, 189-193.

(87) British Columbia: Department of Health and Welfare
(Welfare Branch), Seventh Annual Report, 1953.
Victoria, B.C: Queen's Printer, 1953. '

(68) Dominion Bureau of Statistics, The Canada Year Book,
1952-53, p. 80.
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In earlier days, responsibility for local public
health affairs was divided between three distinct authorities.
School boards were required to provide school health services,
municipal councils were responsible for gensral public health
services in their jurisdiction, and the provincial government
was responsible for all services in municipally unorganized
territory. Since, with the exception of the.large cities, each
school district included both municipally organized and un-
organized terriﬁory, there were three health authorities
operating in most districts. |

- Full time health unit services provided through
union health districts were first authorized by amendment to
the Public Health Act in 1956.(69) Union health distriéts
administered through union boards of health are composed
of one or more school districts and any group of cities,
villéges, municipal districts and provincial improvement
districts. While the provincial health department recomunends
and encourages the formation of districts, ﬁhey are‘nevertheless
set up entirély on a voluntary basis following the'passage of
concurrent by-laws by two or more participating municipalities;
school boards are permitted to transfer resﬁonsibility for
school health services to the union board subject to the appro-
vél of the Lieutenent—Governor—in?Council. Any municipal
comecil or school board is- free to withdraw from the union

health district if eix months notice is given.

(69) R.S.B.C., 1936, c. 11l4.
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The Jjoint provision of public health services in
Greater Vancouver is unique in large Canadian metropolitan
areas. Since 1936, various suburban municipalities have
consolidated with the city of Vancouver to prganize a large
metropolitan health department through the Metropolitan Health
Committee of Greater Vancouver. The cities of Victoria and
Esquimalt also amalgamated theilr health services in 1946 wunder
a Union Board of Health.(70)

In the few remalning non-health unit areas a number
of public health nursing districts are located, the vestiges
of a system started in 1944. Originally made up of groups of
school districts, the nursing districts were reorganized in
1946 to coincide with the new enlarged school districts.
Through public health nursing committees, limited school
mrsing services were expanded to become generalized public
health nursing services; sanitary inspection services were
added as an intermediate step prior to the organization of
full-time local health unit services.(71)

In these areas, all municipalites are required to
have boards of health; cities are required to appoint a medioal

officer while villages and district municipalities are required

(70) Goldenberg, H. Carl, Provincisl-Municipal Relations in
British Columbia, Victoria, B.C: King's Printer, 1947,
p. 238,

(71) British Columbia: Dept. of Health and Welfare (Health
Branch), Fifth Annual Report, 1850, Vietoria, B.C:
King's Printer, 1951, p. 39.
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to do so when considered necessary by the Lieutenant-Governor-
in-Council.(72) A feature wique to British Columbia is that
local school boards are required to arrange for the provision

of "adequate" school health services. (73) outside health unit
and metropelitan health department areas, school boards employ
part-time school médiéal inspectors while school nursing services
are provided through public health nursing districts. In
municipally unorganized areas the provincial government is

responsible for all services.

(72) R.S.B.C. 1948, c. 141.
(73) R.S.B.C. 1948, c. 297.
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JHAPTER III
3IZE QOF HEALTH UNITS

"he integration of associated local public health
‘unctions into a unified organization must be based on an
zaministrative unit of adequate size. The determination of the
sppropriate size involves the balancing of geographic area,
aopulation and public health functions. Considerations of
.echnical efficiencv, however, may require modification in
irder to facilitate varticipation and control by local citizens.
inreover., in the broadest sense, efficiency implies political
znd administrative arrangemente which make local services
esponsive to local needs. As with municipal government,
"A unit that is geographically too large ceases to be an area
2T ;ggg;,goverﬁment for it lacks cohesive forces. One that is
<00 small in point of population ceases to be a suitable unit

“or governmental purposes".\l)

Jetermination of Health Unit Boundaries

The problem of health unit size has been studied by a
apecial committee of thse American Public Health Assoolation.
n a report published in 1945, it was recommended that most
iiealth unit areas should contain at least 50,000 people; ex-

sgptions were recognized, of course, depending upon wealth,

1) Callard, K., "The Present System of Local Government in
ianada: Some Problems of 8tatus, Area, Population and
Jesources®, in Can. J. Econ. and Pol.Sci., Vol. XVII,
0.2, p-209- ‘
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density of population, health problems and geography. The
report suggested that for adequate basic public health services
a community of 50,000 persons would need one full-time
professionally tfained and experienced medical officer of
health, a full-time public health or sanitary engineer and a
sanitarian of non-professional grade, ten public health nurses,
one of whom would be of supervisory grade, and three persons
for clerical work.(z)

In Canada, there is considerable variation between
provinces, but apart from city health departments based on
city boundaries, certain standards may be discerned whioch
.appea: to determine the general size of full-time health units.
General policy considerations in the plan of health unit
districts in each province are of course affeoted or modified
by various local factors. '

Smaller units of considerably less than 50, 000
population are stressed in some provinces as a means of enabling
health units to be responsive to local nseds and wishes. 1In
such wmits the medical health officer may maintain close con-
tact with the pﬁblic/direotly undertaking most olinical services
such as immunizations, child health clinics and school medical
examinations. In many areas this system is made necessary by
the general reluctance of the practicing physician to assist

through the part-time provision of clinical services. One

(2) Emerson, Haven, L6cal Health Units for the Nation, New
York: The Commonwealth Fund, 1945, p. 2.
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official report attributes this reluctance to such factors as

‘lack of time in a busy practice, low financial indusement,

reluctance to see and advise another doctor's patients in a
public clinic, lack of knowledge of public health practice,
and perhaps an underlying suspicion of all government health
planS,Bazﬁﬁeypreventiie or curative.(s) ‘

‘ Generally, outside Canada's larger cities small
health units have been fawvpured by the existence of low

population densitieq$4)

and the large number of small municipal
unitags) Sparsity of pobulation imposes administrative limit-
ations on size dus to the distance factor and travel costs,
both direct and through time spent on‘travelling,while
political limitations may arise from the refusal of outlying
municipalities to participate if the wnit is too large. Ex-
cept where provincial health districts are set up, considera-
tion must be given to local consent for the inclusion of
particulai communities.

Despite the importance of local consent and

participation, the advantages arising from the economies of

large scale organization have tended to encourage the develop-

(3) Manitoba, Advisory Health Survey Committee, An Abridge-
ment of the Manitoba Health Survey Report, Winnipeg:
Queen's Printer, 1953, p.35.

(4) The average density of population per square mile in all
provinces. in 1951 was 6.5 varying from 45.1 in Prince
Edward Island to 3.4 in Newfoundland (Dominion Buresu of

Statistics, The Canada Year Book,1953-53, Ottawa: Queen's
Printar, 1953, P 129,

(5) Local municipalities in Canada numbered 4020 in 1942
(Dominion Bureau of Statistics, The Canada Year Book
1952253, Ottawa: Queen's Printer, 1953, p. 80.)
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@ent of large wnits over 50,000 population. The most important
“actor favouring larger units has been a continuing shortage
31 professionally trained medical health officers. If large
sopulation groups are included, more units oaﬁ be established,
-nd medical health officers can be more readily attracted

.0 employment by the greater scope and responsibilities. 1In
& large health unit, the mediocal health offioer assumes ex-
wensive administrative responsibilitiss, which means that many
iirect services must be provided by private physicians hired
on a part-time basis; such arrangements are commonly regarded
%8 promoting coordination and mutual understanding between
>ublic health and medical practice. At least one province
Saskatchewan) also regards large units as necessary from the
201nt of view of developing regional prepaid medical care
:aministration and co-ordination with enlarged hospital
service districts.

‘n any province, regardless of general policies,
she local vattern of population distribution dominates the
1gtermination of boundaries. Units made up of cities con-
z0lidated for health purposes with surrounding rural areas
are large in population and small in area, while units a;rving
-hinlv populated rural territory are small in population and
"arge in area. |

Tarious other specific considerations will affect the
¢1ze of any particular unit. As stated in an official report:
“Many factors such as natural boundaries, available trans-

sortation, existing health facilities,social and economic



sonditions and the wishes of the local area must be considered
shen fixing fhe boundaries of any health region."\s) Another
~éport points out that, “"The boundaries of a health unit should
so01ncide with those of a normal trading area with a good town
28 1ts logical centre in order that the office may be as '
z0cesslible as possible to all members of the community."7)
Tinally, of course, the exlisting boundaries of
nunicipalities €7 special purpose wnits of administration
%11l affect health unit boundaries. Health units may be com-
>08ed of groups of'municipalities, groups of school districts,
AT groups oI hospital districts. 1In some provinces a single
aounty or groups of counties may compose a unit. Although
~“he boundaries of such units are likely to reflect fundamental
seographic and economic factors, their existence may modify

he ideal administrative umit for public health functions.

Jistribution of Full-Time Health Units by Size

it the end of 1953, Canada maintained 152 full-time
realth units or districts, exolusive of full-time city health
@e§artments. The mean population per unit was approximately
.0,000. Table VI below,which shows the range of population
snd area of health units in seven provinces,indicates the wide
rariation in size within provinces as well as between provinces

‘n 1953. The mean vopulation per unit varied from about 33, 000

6) Saskatohewan, Health Survey Committee, Saskatchewan th

durvey Report I, Health Programs and Personnel, Regina, Bask:
The Committee, 1 s Ps 34

7) Alberta, Health Survey Committee, A Survey of Alberta's
iealth, Edmonton, Alta: Department of Public Health, 1950,

3. 38



TABLE Y1 RANGE OF POPUIATION AND AREA OF FULL-TIME HEALTH UNITS AND DISTRICTS BY PROVINCE DECEMBER 31, 1952(1_)
Number Msan Popu~- | Median Po-| Population of Largest| Mean Area Median Area | Area of Largest and
Province of Units | letion pulation and Smallest Unit Per Unit in |Per Unit in |Smasllest Unit in
Per Unit Per Unit Square Miles|Square Miles| Square Miles
largest Smallest Largest | Smallest

ritish Columbia 15 37,023 33,546 61,789 12,774 11,184 4,881 50,603 298
lberts 14 27,758 23,454 44,970 19,310 4,084 3,528 7,984 | 1,540
askatchewan 8 47,203 652,452 77,944 11,800 9,256 8,892 15,030 5,544
anitoba 13 21,920 18,146 50,000 12,591 2,000 1,100 10,048 9
ntario 27 47,556 45,000 97,721 16,000 894 901 2,200 7 i
uebec 67 38,394 35,264 90,000 10,000 3,152 780 75,225 g B
ove Scotia 8 69,624 74,572 90,874 47,710 2,592 (2) (2) '
anada 152 39,604 (3) 97,721 10,000 3,823 (2) 75,225 7

(1) Based on unpublished material showing area and population of each health unit supplied to Research Division,

Department of National Health and Welfare by provincial health departments.

are not includeds

(2) Information not availablee

(3) Not calculated.

Full-time urban health departments
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‘'n Manitoba to about 70,000 in Nova Scotia; the mean area
aried from 11.200 square miles in British Columbia to 900
square mlles in Ontario. The smallest unit,located in the
Jdagdalen Islands, Quebec, contained 10,000 persons, while
she largest ,in Simcoe County, Ontario, had a population of

27.731. With respect to area one Jjoint unit in Ontario

sontained 7 square miles of territory while in Quebsc there
w¥as8 g unit covering 75,2335 square miles.

3Jince the mean vpopulation or area of all health
'm1t8 in a provinoe is significantly affected by the number
> unite in remote areas or the number containing sizeable
31ties. provincial policies in determining boundaries can
nly be analyzed by isolating rural wite with roughly similar
sopuLation densities. In Table VII rural health units with
sopulation densities exoceeding 3 per square mile are separatad
“rom sparsely populated units with less than 3 persons per
@Anaré mile, and from combined rural-urban units containing
ane or more incorporated cities, towns or villages of more than
~0.000 population. This table shows that 12 sparsely populated
rural units had a mean population of about 26,000; 93 rural
‘'mi1ts with a pbpulation density exceeding 3 per square mile
iad a mean population over 34,000; the mean population of
zombined rural-urban health unite was 55,000 persons.

:nalysis of 93 rural health units with densities

axceeaing 3 per square mile reveals distinct differences in

¢1ze of units between vrovinces. In 1952, as shown in Table VII,



TABLE VII  MEAN POPULATION OF FULL-TIME HEALTH UNTTS AND DISTRICTS GRO BY POPULATION DENSITY AND BY PROVINCE,
DECEMBER 31, 1952(1 .

. IRural Health Units with Popu~ |' Rurel Health Units with Rural=Urban Health Units
All Health Units letion Density Less than 3 per| Population Density Excee- | Containing Incorporated City,
Province square mile ding 3 per square mile Town or Village with 10,000
_ or more population
Number Mean Popu- Numbsr Mean Popu- Nunmber Mean Popu=- Number Mean Popu-
of Units lation of Units lation of Units lation of Units lation
Per Unit Per Unit Poer Unit Per Unit
ritish Columbia 15 37,023 5 24,554 7 40,845 g 44,898
lberta 14 27,758 1 21,601 12 27,773 1 33,730
iskatchewan 8 47,203 1 11,800 5 54,226 2 48,455
mnitoba 13 21,920 2 17,217 9 23,832 2 23,250
itario 27 47,556 0 - 156 36,792 12 65,392 *;)
-}
1ebec 67 38,394 3 40,977 41 30,911 23 51,439 \
»va Scotia 8 69,624 0 - 4 62,568 4 | 76,681
\nada 162 39,604 12 26,128 93 34,132 47 55,029

(1) Based on unpublished material showing area and population of each health unit supplied to Research
Division, Department of National Health and Welfare by provincial health departments. Full-time urban
health departments are not included.
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1ealth units in Alberta and Manitoba were relatively small in
=z1ze., averaging less than 30,000 persons per unit. In British
lolumbia. Ontario and Quebec the mean population was between
50,000 and 50,000. Larger districts or regions in rural
saskatchewan and Nova Scotia exceeded 50,000 in mean population
ser unit.

"able VIII following indicates a trend towards
_arger health units between 1948 and 1953. While some of
~he population increase arises from natural growth, some
:rises from the addition of territory to existing units or

-he formation of new larger units.

?rovinoes With Small Size Heal th Units

“he two largely rural provinces of Alberta and
denitoba have experimented with relatively small health units
averaging less than 30,000 persons per unit. While the main-
senance of small units was recommended in the 1950 Albertsa
iealth Survev Report,‘\S)somewhat larger units have been
iewloped since 1951. In Manitoba, on the other hand, larger
mits were recommended bv a Health Survey Gommittee,\g)bux 80
“ar there has been no substantia; increase in size.

alberta: The development of enlarged rural munioipal
ilstriets and enlarged school divisions has affected the deter-
aination of health unit boundaries in Alberta. Prior to 1951,

8) Alberta, Health Survey Committee, Op. Cit., p. 38.
9) Manitdba, Advisory Health Survey Committee, Op. Cit. p.33.



MEAN POPULATION AND AREA OF FULL-TIME HEALTH UNITS AND DISTRICTS BY PROVINCE 1948 AND 1952(1)

TABLE VIII

Province Number of Units Mean Populat;on Per Unit Mean Area Per Unit in Square Miles
1948 1962 1948 1952 1948 1962

iritish Columbia 8 15 30,398 37,023 16,530 11,184

dberta 9 14 17,246 27,758 1,860 4,084

askatchewan 6 8 42,638 47,203 8,650 9,256

lanitoba 13 13 18,190 21,920 1,980 2,000

mtario 24 27 44,792 47,556 550 894 1

uebeo 65 67 35,036 38,294 2,240 3,152 &

ova Scotia 7 8 79,140 69,624 2,960 2,592 '

anada 132 152 36,393 39,604 3,550 3,823

(1) 1948 data based on Provincial Health Survey Reports, Reporting Form D.
1962 data based on unpublished material supplied to Research Division, Department of National Health and
Full-time urban health departments are not included.

Welfare by provinciel health departments.
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boundaries of health units were usually based on one or two
rural municipal distriots or one or two school divisions
containing from 15,000 to 30,000 persons; full-time units
numbered nine. The Alberta Health Survey Committee in 1850
recommended the development of 24 rural health units averaging
23,600 population. As stated by the Committee, "...It was
felt that the size of a standard health unit should be such
that all medical work entailed could be handled by the health
officer in charge so that he may maintain a direct bersonal
contact with the public and a first hand knowledge of local
prdblems'.(lo)

Following the 1951 Health Unlt Act existing units
were enlarged and new units were established. It is clear from
Table VIII that the increase in mean umit pOpulation from
about 17,000 persons in 1948 to 28,000 in 1952 was caused mainly
by extension of area rather than natural population growth.
Existing health units are composed of larger grouwps of municipal
districts than before. According to the Health Unit Act they
may include any combination of towns, villages, municipal
districts, improvement districts, specilal area or cities with
a population under 50,000.(11) These are rural units; only
one of 14 contains an incorporated city, town or village of
10,000 or more population.

Manitoba: The relatively small size of health

wnits in Manitoba seems to arise from recommendations contained

(10) Alberta, Health Survey Committee, Op. Cit., pp. 28-239.
(11) Statutes of Alberta, 1951, ¢. 233.
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-n & svecial study of Public Health in Manitoba made in 1941;
33 wite with an average population of 15,000 were recom-
nended.‘la) While three early units before 1941 were all
ocated in urban and suburban areas, after that time new
mits were develoved in rural territory. In 1948, the mean
soputation of 13 health wnits was 18;800 persons.

. "n a new health unit plan developed a.ppart of the
danitoba Health Survey Report, 15 enlarged units were recom-
nended in 1950, with an average unit population of 31,000
sersons. 13) Under this plan, each proposed health wnit area
~vas made wo of varying numbers of local hospital districts.
't was further recommended that funds be made available to
aermit the part-time employment of practising physicians
vno would assist in verforming certain clinical services.\ls)

1t the end of 1952 the total number of health
‘'m1t8 in Manitoba was still 13 while the mean population
aer unit had increased to 21,800 persons. Most ofvthe in-
sTease arose ITom the normal expansion of population rather

-han the addition of new territory to existing units.

“rovinces with Medium 81ze Health Units

“he three highly industrislized provinces of
sritish Columbia. Ontario,and Quebec each have a number of

:ombined urpan-rural health units, with large populations.

12) Buck, Carl E., Public Health in Manitoba 1941, Report
»f a Stuly made by the American Public Health Association,
few York: The Association. 1941, pp. 101-103.

'13) Manitoba,Advisory Health Survey Committes, Op. Cit.,
ap. 42-34 and Appendix III.



Tor rural units with population densities in excess of 3 per
guare mile, the mean population has varied between 30,000
and SO,OOOApersons per unit. Health wnit boundaries are
salnly based on existing special purpose or general purpose
mite of government. In British Columbia, health units are
1gvally made up of two or three enlarged school districts.
fos8t health units in Quebec and Ontario are single county,
aulti-county, or city-couwnty units. In these provinces
“here is no definite policy on the employment of private
snysiciane to assist in performing clinical services on a
sart-time basis.

iritish Columbia: In British Columbia, provincial

sians for health units are designed to cover the province with
-8 units serving populated areas outside Greater Vancouver
.ng Greater Victoria.\l4) This development is govermsd to a
sonsiderable extent by geographioal and topographical factors,
since the vopulation is scattered and dispersed with much of
she area of the province uninhabited and uninhabitable. The
sianned units are mainly modelled on groups of enlarged
:chool districts ocare fully organized on the basis of the
“946 Cameron Report. The general policy is that health units
:nould contain from 30.000 to 40,000 population.

“he method of vplanning health unit Wwoundaries has
seen outlined in the 1951 Annual Report of the-movincial Health

3ranch as follqws:

14) British Columbia: Department of Health and Welfare
Health Branch), Sixth Annual Report, 1951. Victoria,
3.0t Queen's Printer, 1852, p. 1ll.




*Tn the original planning of health wmits, division
»T the -Province into potential health unit areas was designed
n vhe basis of such factors as population distribution,
:chool district boundaries, geographical contours, distances
2T travel and road conditions. With these factors in mind
:he units were organized around at least one main céntre pf
soputation, but including a number of communities or munic-
salities and a number of school districts for which it was
“elt efficient service could be provided by a staff localized
=na resident throughout the area. In the beginning, 1t was
10T alwavs possible to commence the unit with the provision
2T service to the entire area, and often the unit in its
"nitial stages included only a part of the proposed area on
-he principle that expansion to include the ultimate area
:ould take place as the organization became oonsolidated."ls)
3etween 1948 and 1952 the number of health wmits
ncreased from 8 to 15. As shown in Table VIII the mean
sopuwlation per wnit increased from 30,400 to 37,000 over this
seriod. Three of the units in 1953 were combined rural-
irpan units. while 5 others were rural units with very low
sopulation densities. Table VII shows that in the 7 rural
‘mi1ts with vopulation density in excess of 3 per square mile,
~he mean vopulation was 40,845.

mtario: The two-tier organization of mumicipal

sovernment in Ontario has permitted the organization of health

15) British Columbia: Dept. of Health and Welfare (Health
sranch), Sixth Annual Report, 1951. Victoria, B.C:
Jueen's Printer, 1952, p. 37.
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mits based on county boundaries. Of 27 health units existing

at the end of 1953, 33 were located at least partly in Southern

mtario counties, while 5 units in Northern Ontario formed

~art of territorial districts. Eighteen units included entire

zounties. while 4 were limited to part of a county. Not all

~hese health ﬁnits were rural in nature. Twelve units in-

:luded oities or towns containing 10,000 or more populatlon.\ls)
3ince cities and "separated" towns are included in

sany ontario health units the mean population per unit is

1igh. If, however, only rural units with a population

iensity exceeding 3 per square mile are congidered, Table VII

zhows a mean population per wnit of 36,800. No attempt has

*eT been made to establish multi-county health units except

snere counties are already united for municipal purposes.
-Jusbec: Of 67 Quebec health units in 1953, 57

goere county wnits, 2 served half a county each, and 8 were

auLti-county wnits. Twenty-three health units included

:1t1es or towns over 10,000 population. Of these, 3 included

i cities over 10.000 population plus rural areas, 18 included

= single city and rural territory, while 2 consiasded .of ocities

on1y«\17) The mean population of rural-urban units was 51,500.

16) Based on unpublished material supplied to Regearch
Jivision. Department of National Health and !Blfare
>y Ontario Department of Health.

17) Based on Quebec, Ministere de la Sante, L'Enguete sur
LO8 MMMW-
Zdervices 8 Quebec: Minlstere

~951.pp.84-169, and Dominion Bursau of Statistics,
‘nocorporated Cities Towns and Villages, Population

3ulletin: 1-9. Ottawa: Queen's Printer, 1953.
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:lmost the entire rural area of the province was
sovered v health units. Most of the 41 rural units with a
soputation density exceeding 3 per square mile were based on
zingle counties. Since many Quebec counties are rather small,
:he mean vpopulation of these 41 units was only 30,900 in 1953.

"o facilitate provincial administration, the Quebec
‘ijealth Survey Report of 1951 recommended the grouping of health
mits into 24 health districts each composed of 3vor 4 health
mits and including about 100,000 inhabitants.‘1®). This
ruggested system of enlarged health districts is discussed
“urther in Chapter 1IV.

'rovinces With Large Size Health Units

*he two primrily rural provinces of Saskatchewan
ina Nova Scotia have develoved larger rural‘health units than
-he other vprovinces. In both provinces great emphasis 1is placed
sn the importance of administrative efficiency. The medical
aealth officer administers a wide area. and many personal
1ealth services are nrovided by private practitionérs. In
1ealth vlanning, as indicated in provincial health survey reports,
sublic health districts are almost coterminmswith planned
108pital districts. Nevertheless, the reasons for and the
~hinking behind the development of thess diétricts has differed

‘reatly between the two provinces.

'18) Quebec, Ministere de la Sante, L'Enguete sur les Services
a8 Sante de la Province de Quebec. I. Preaentgﬁign et
Svynthess du Rapport, Quebec: Ministere, 19851, pp.l4-15.
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Sgskatchewan: In Saskatchewan, health wits are
termed "health regions", and concepts of regional planning
dominate thinking in this province. Health region authéri—
tiés are empowersd to introduce regional medical care
insurance, and health regions are considered as potential
tnits of medical care administration as weil as public health
sdministration. ®) Under this system, the functions of the
Tegional medical health officer are primarily administrative
and efforts are made to have school medical exaﬁinaticnp—
~and clinics done by local physicians, while immumizations
are done by public health nurses.

The Saskatchewan Health Survey Report of 1951
recommended the division of the province into 12 health
regions coinciding with planned hospital service areas,
or alternatively 14 health regions.(zo) As stated in the
report, ®"For Saskatchewan, an area of 7,500 to 30,000:square
miles with a population of SO{OOO to 65,000 is consldered
to be the most suitable size for a public health region,
although many factors such as natural boundaries, available
transportation, existing health facilities, social and
economic conditions, and the wishes of the local ares must be

considered when fixing the boundaries of any health reglon.*{(21)

(12) Only one region, the Swift Current Health Region, has
introduced a public medical care insurance program.
This pilot scheme has been in operation since 1948.

(20) Sgskatchewan, Health Survey Gommitteé,‘§gggg§gggg§5
Health Survey Report. I. Health Programs and Personnel,
Regina, Sask: The Committsee, pp.36-39.

(31) Saskatcheman, Health Survey Committee, Op. Cit., p. 34.
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iv the end of 1953, 8 health regions had been set
mw. Uf the rural regions with a population density exceeding 3
ner square mile, the mean population per region was 54,300.
:1though the cities of Regina and Saskatoon have not parti-
11pated in health regions, 2 of the 8 regions contained cities
2T more than 10,000 population.

Nove Scotia: In Nova Scotia, health districts, which
are termed "health divisions", are simply field service areas
st the provincial health department. In contrast to Saskatch-
swan wnere regions are established only when fairly complete
sgaff can be provided, the entire province of Nova Scotia,
=xclusive of the cipy of Halifax, is included in the health
ilvisions. The number add boundaries of th§.hea1th divisions
sre changed from time to time depending on the number of
sedical health officers available. Bince local consent 1s
10% 8 factor in the establishment of provincial divislons,
elatively large areas may be included. At the same time,
sars-time municipal medical health officers continue to under-
~gke minor functions,thus relieving divisional medical health
»rficers from directly providing certain services.

“he system of large districts was supported in the
‘950 Nova Scotia Health Survey Report as follows: "Many
2T the counties are too small in area or too low in population
0 8erve as ihdividual health or hospital units... However,
't is fortunate that groups of counties or municipalities

zre so separaved by natural barriers that the province 1is
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“eadily divided into nine regions. These are relatively

iistinct geographic units which are of a suitable size and

sopulation to serve as administrative units for health services,

znd vresumably also for hospital and medical care services,

f such are organized at any future date'.‘gz)
.n 1953. eight health divisions exclusive of the

:1tv of Halifax had a mean population of 689,600 persons.

’rovinces Lacking Full-Time Units or Districts

.e88 complete local public health services are
wvallable through health districts in New Brunswick, Prince
tdward Island and Newfoundland. Recommendations not yet
-mplemented have been made in provincial health survey reports
“or the development of full-time services in New Brunswick
and Prince Edward Island. Newfoundland's health survey report
188 not vet been completed.

| Jew Brunswick: The size of New Brunswick's provincial
16alth districts has usual;v depended on the number of mediocal
aealth officers available. In 1952 there were € districts
:serving the entire province, with a mean population per
iistrict fo 88,000 persons. Included within the 6 provincial
iistricts were 18 sub-districts based on county boundaries as

-1680Tibed in Chapter II.

23) Hova Scotia, Health Survey Committee, Report on the
Jurvey of Health Facilities and Services in Nova Scotia
tggg;s ., By Stewart, C.B., Halifax: The Committes,

7950, p. 37.
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The New Brunswick Health Survey Report recommended
the reorganization of local health services through nine
health districts to replace both provincial distriots and
local sub-districts. Three of the recommended districts co-
incidgd with counties while the others included several
counties or parts of counties. In each district would be
provided a unified local public health service including
public health nurses, sanitary inspeofors, and clerks under
the direction of a full-time medical health officer.(33)

| Prince Edward Island: In 1948, Prince Edward
Island was demarcated for purposes of health adﬁinistration
and public health nursing services into six areas of which
one was a full county, and the remaining five were parts
of oounties.(24) The province's three counties are simﬁly
geographic subdivisions and not units of local government.“ﬂs)

In planning the reorganiéaxion of more suitable
nursing units of smaller size, the Prince Edward Island Health
Survey Report selected the approiimamely 480 school districts
as blocks of territory. It was recommended that 30 health
districts be established for nursing administration, each
containing 30 to 30 school districts dnd from 4,000 to 7,000

(23) New Brumswiock, Health Survey Committee, Report of the
Health Survey Committee, Fredericton, N.B: The Committee,
1951, pp. 333-330.

(24) Prince Edward Island, Provincial Health Planning Commisidon,
A Report Prepared by the Provincial Health Planning Com-
mission for Presentation to the Government of the Province
of Prince Edward lsland, Ohariottetown: The Commiseion,
n.d., p. 16.

(25) MacKinnon, Frank, The Goverment of Prince Edward Island,
Toronto: University of Toronto Press, 1951, p. 274.
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persons. In addition, two health areas each'under the juris-
diction of a full-time medical health officer were recommended,
with each health area containing 10 health districts. All
districts and areas were to be administered and served by the
provincial health department.(zs)

In 1953, as mentioned in Chapter II, ten provincial
public health nursing districts were in operation but no
medical health officers had yet been appointed to the two
health areas.

Newfoundland: Newfoundland's 17 cottage hospital
districts contained 153,654 persons in 1952, so that the mean
population per district was less than 10,000. These districts
were all located along the province's sparsely populated coast-
line, and were concerned mainly with the provision of medical
and hospital care. As mentioned in Chapter II, the only
full-time local public health organization in the province was
the provincially operated service for the city of St. John's

population.

(26) Prince Edward Island, Provincial Health Planning Commis-
EiOn, Op- Git., pp016-26'
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CHAPTER IV

ADMINISTRATIVE STRUCTURE AND RELATIONSHIPS

While the establishment of enlarged public health
uwnits permits the extension of full-time local public health
services to rural areas, it does not necessarily guvarantee®
‘local control and participation in the operation of these
services. Specialization of equipment, knowledge and personnel
has led to increasing participation by higher-level government
in the actual operation of local programs. When services are
developed and financed from local funds as in the larger cities,
a minimum of provincial control is required. However, when
joint-municlpal units are promoted and financially supported by
a province, it becomes a matter of provincial concern to see
thatlthe program is being carried out at least at the standard
of performance which provincial authorities consider essential.
Centralized provincial control for purposes of efficiency may
then seriously Jeopardize local linterest and participation. As
stated by one auﬁhority "One of the most perplexing problems
of administration is the proper relationship between admini-
strative levels or units which enjoy & certain degree of
auxonomy".(l)

To understand the administrative structure and
relationships of local health organizations it is necessary

to consider both the executive and policy-making levels of

organization. In each local jurisdiction, the chief executive

(1) Pfiffner, John M., Public Administration, Revised Edition,
New York: Ronald Press Co., 19486, p. 139.
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-8 the medical health officexr,while determination of policy

'8 theoretically, if not in practice, the function of a local
soard of health representing local residents. Provincial
soncern ror the maintenance of minimum standards is reflected
:n both svheres of organization. In addition to general
egislation defining local organization, duties and powers,
=ach vrovincial government ,through its health department .main-
~aine some degree of administrative supervision over local

sperations and participates in the determination of policy.

some General Features of Local Internal Administrative Structure

"he internal administrative structure has been
-argely standardized in all full-time health units or health
iepartmenta. Associated local public health activities are
-ntegrated under the unified administrative direction of a
nedical health officer. Together with his local health staff
-he medical health officer is responsible for the administra-
ilon of statutes. regulations and by-laws and the provision
17 public health services. In addition to public health
aurses. sanitary inspectors and clerical staff, other
specialiste such as nutritionists, health educators, labora-
-ory technicians,dental officers, psychiatrists and sanitery
:ngineers may be employed.

Tural Health Units: Under the medical health officer

-he vrincipal sub-divisions of tﬁgfwbrk are differentiated on

.he basis of major purpose or function. Within each functional
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iToup, the work organization is further subdivided on the basis

»I geographic areas. The organization chart of a large rural

1ealth unit is shown in Figure I below.

FIGURE 1

JRGANIZATION OF A SASKATCHEWAN HEALTH REGION'L)

' DEPARTMENT OF PUBLIC HEALTH| [ REGIONAL BOARD OF HEALTH |

. TEGIONAL WEDICAL BEALTH OFFICER

\

|
|

' | SECRETARIAL ARD OLERICAL |

)

"~ SENIOR PUBLIC | [NUIRITIONIST | HEALTH

|

[ | SENIOR SANITARY
i OFFICER l

i_HEALTH NURSE | EDUCATOR

{ PUBLIC HEALTH
|.__NURSES |

1) Based on Saskatchewan, Health Survey Committee,
3askatchewan Health Survey Report.l. Health Programs

ina Personnel. Regina, Sask: The Committee, 1951, p. 35.

“he role of the health unit medical health officer

aries between provinces, but generally he is limited to pre-

rentive and promotional activities. A typlcal example is the -

iealth officer in Manitoba whose duties are set out in the

danitoba Manual of Procedures and Duties for the Personnel of

wocal Health Units as follows:
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"The medical director shall

(1) be the medical officer of health for each mumicipality,
or part of a municipality, which forms a part of the local
health unit of which he is appointed the medical director, and
as such, he shall be responsible for the enforcement of:

(a) THE PUBLIC HEALTH ACT and regulations made
thereunder;

(b) the health provisions of any other provincial
Act and regulations made thereunder,

(c) any by-law pertaining to the health of the
- people within the boundaries of the local

health unit which has been passed by a muni-
cipal cowncil of any municipality, or part
of a municipality, which forms a part of the
local health unit; Providing that such by-law
is not inconsistent with the provisions of
The Public Health Act and regulations made
thereunder, or the health provisions of any
other statute of the Province of Manitoba
and regulations made thereunder.

(2) bve responsibvle for the carrying out of policies as
laid down for the operation of the local health unit by

(a) the minister
(b) the board

(3) aot as the secretary-treasurer of the board of, the
local health uwnit, but shall not be a member of the board with
power to vote. . '

(4) ve responsible for the organization, supervision,
performance and reporting of all work done by all members of
the staff of the local health unit.

(5) develop the preventive field in prenatal and maternal
hygiene and where conditions in the loocel health unit indicate
that it is desirable, arrange for the establishment of pre-
natal and post-natal c¢linics.

(6) develop a child hygiene service, and establish well-
baby and pre-school clinics where deemed déslrable.
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(7) organize school health programmes and carry out,
as often as circumstances permit, periodic physical examin-
ations of school children: Reporting any discovery of defects
to the parents or guardiams and encouraging the early correction
of same. .

(8) carry out a full immunization programme against those
diseases which can be 80 controlled and offer immwmization to
all children requiring it at well-baby and pre-school clinics as
well as at the periodic school examination.

(9) keep available at all times a supply of those bio-
“logics supplied by the Department for free use by the physicians.

(10) be responsible for the control of venereal disease
within his jurisdiction and, at the request of the director,
oondgct, facilitate, or cause to be conductéd, venereal disesase
clinics. .

(11) facilitate all measures for the control of tuber-
culosis within his local health unit area, and co-operate
with the travelling tuberculosis clinic and the 1ocal medical
profession in this regard.

(12) be responsible for the control of all other communi-
cable diseases within his local health umit area, and for the
enforcement of regulations hereto made under The Public Health
Act: And sot as consultant to any practising physiclan in the
district when so requested.

(13) facilitate, or cause to be conducted, with the aid
of those having special knowledge and training in this field,
a mental health programme.

(14) %ve responsible for, or cause to be carried out, a
sustained programme for general health education.

(15) endeavour to keep in readily availalble form all
statistios relating to the health of the community; lncluding
preventive services rendered by private physiciana or insti-
tutions.

(16) ba responsible for the_inSpection and supervision of
maternity homes, child caring homes, and institutions and
homes for the care of the aged and infirm, within the area of
the wnit; and insure they operated under permit issued under
regulations of The Public Health Act.
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(17) co-operate with other agencies in regard to the
health and well-being of the peopls.

(18) attend conferences at the time and place designated
by the minister.

(19) prepare, each month, for the month immediately
preceding:

(a) a full report on the work of the members
of the staff on forms specified by the
minister,

(b) a financial staterent on forms specified
by the minister;

Five copies of the above report shall be prepared and distri-
buted as follows:

(a) one copy shall be presented to the board.

(b) three copies shall be forwarded to the
director; one for the commission, one for
the minister and one for the department
files.

(¢) one copy shall be kept for the records of
the unis.

(20) ﬁrepare, or cause to be prepared, at the end of
each calendar year, a report on the operation of the wmit on
forms specified by the minister, and forward four copies of

same to the director not later than t e thirty-first day of
January of the next succeeding year.*(2)

Urban Health Departments: In the larger hrban
health departments, the internal administrative structure

becomes more complex, and functions are sub-divided into a
larger number of divisions. Thus, for example, in 1952 the
Montreal City Health Department incluled the following

(2) Manitoba, Department of Health and Public Welfare,
Manual of Prooced d Duties for the l of
Local Heglth Units, n.d., mimeo.), pp. 3—4.
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ilvisions:health education. demography, sanitary inspection,
renereal disease, communicable diseases, child hygiene in-
:luding pre-natal and pre-school hygiens, school medical
nsrection, dental hygiene, mental hygiene and nutrition,
aedical control, tuberculosis, food inspection,laboratories
:na health districts.\3)

. further development has been the decentralization
»I certain activitids on the basis of geographical areas, in
»raer to localize certain public health services in hsalth
ilgtricts. Under this arrangement, direct services such
28 well-baby clinics, public health nursing and school health
:grvices are under the unified direction of a full-time dist-
1ct medical health officer. General éupervision is exercised
>y the senior muicipal medical health officer, and specialist
asonsultant services are provided by the various health
ilvisions in the same manner as provincial health departments
28818% local health units. Thus, for example, the metro-
solitan area of Greater Vancouver is divided into € health
‘mits each staffed wifh a public health physician as director,
2 supervisor of nurses, public health nurses and clerical

staff.\4) The City of Montreal is divided into 9 health

3) City of Montreal, Dept. of Health, 1952 Annual Roport
dontreal: The Citv, Pe 7o

'4) British Columbia, Dept. of Health and Welfare, Survey
»I Health Servioes and Facilities in British Columbig,
3y Elliott, G.R.F., , Victorie, B.C: Queen's Printer,

)o ‘klo
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a1istricts each with a full-time medical health officer,
»ther full or part-time physicians, one supervisory nurse,

"5 to 20 public health nurses and a clerk.2)

s0cal Boards of Heglth
“he ageﬁcy legally responsible for the local

zdministration of public health services is usually a local
soard of health with jurisdiction either within the boundaries
at a singie municipality or in a special purpose ~distrioct
sovering a number of municipalities. Local boards are re-
sponsible for the local administration and enforcement of
srovincial statutes and regulations relating to public health,
28 well as municipal public health by-laws. Policy making
aowers, however, are usually limited to details. Where -
services are provided on a municipal basis, general policy
ietermination is largely a function of the municipal legis-
~ative body. In intermunicipal health units, local boards in
zome provinces have been delegated extensive policy making
sowers, while in others their role is essentially advisory
:0 the provincial health department.

:1though most local boards are appointed by or
:onsist of municipal councillors, it is likely that they were
ariginally conceived as s device to remove public health

“rom local politice. As stated by one authority, " ... in

5) Quebec, Ministere de la Sante, L'Enquete sur Les
Services de Sante de la Province de Quebec. iv.
jervices de Sante Municipaux, Quebec, Ministere, 1951,

3p (] 54—360
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imitation of Great Britain and the United States, such special
bodies were frequently provided for in Canadian municipal
systems which were‘ﬁaveloping at the time when the British
and the United States policy favoured decentralization within
" the municipal structure."(e) In the nineteenth century, when
the first municipal boards of health were established,
provincial governments‘probably considered that such boards
would be more amenable to provincial guidance than municipal
councils. More recently, the development of health unit
boards of health has served as a useful device for representing
various municipalities and citizen groups.

Municipal Health Boards: Municipal boards of health

are usuaily composed of members of the municipal council. 1In
provinces where other persons may be appointed, municipal
councils retain control over appointment. Some provinces
make provision for the medical health officer to be an ex
officio member of the board.

Table IX shows the consititution of municipal
boarde of health as specified in provincial Public Health
Acts. Although the three provinces of Manitoba, Quebec and
Newfoundland make no specific provision for municipal boards,
- municipal cowncils in these provinces may exercise similar
functions under the broad provisions of municipal acts.

For some cities, particularly in Quebec and Nova Scotia,

(8) Crawford, K.Grant, Local Government in Canada, Queen's
University, (mimeo.), p. 105.



TABLE IX

COMPOSITION OF MUNICIPAL BOARDS OF HEALTH AS SPECIFIED IN PROVINCIAL PUBLIC HEALTH ACTS

Province

Municipal Unit

Membership of

Board of Health

Ex Officio Members

Members Appointed by Muni-
cipal Council

British Columbia

Alberta

Saskatchewan

Ontario

New Brunswick

Prince Edward Island

Cities, Towns

Villages, Municipal Districts

Cities, Towns, Villages, Rural
Municipalities

Cities and Towns Over 4,000 Population

Cities, Villages, District Municipalities

i
|
|

Municipal Councillors

Mayor, Municipal Engineer,
Medical Health Officer

Municipal Councillors
Medical Health Officer

Municipal Councillors or
alternatively in cities a
Committee of Municipal

"Council

Meyor, Medical Health
Officer

Head of Municipality,
Medical Health Officer

Medical Health Officer

,thxaa_appoantﬁa

Three Ratepayers

Three Resident Ratepayers

(In cities over 100,000
population, council may appoint
five resident ratepayers two

of which must not be council~
lors)

One Resident Retepayer

One appointed by Provincial
Government; four appointed

by County Municipality;

one appointed by Cities and
Tewns between 2,000 and
10,000 population;

two appointed by Cities and
Towns between 10,000

and 20,000 populetion;
ﬁ}:ﬁes over
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TR ' Medical Health Officer moY e

Rural Municipalities

Citieq, Towns

Medical Health Officer

, Municipal Councillors

As specified by Provincial
Government
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1ty charters specify that the city cownocil or a health

PR L

zommittee of the council shall -act as the board of health.
1f special interest is the fact that Alberta and
ontario provide for representation of ratepayers who are not
ﬁQOOlﬁarllv members of the municipal council; the medical health
afficer is also an ex officio member of the board. Alberta
.8 the only province to specify three year overlapping terms
for appointed membera.{7) Ontario 1s the only province that
~equires several meetings a year - at 1eést four, and the only
province that authorizes payment of board members - ‘up to
$4 per meeting plus travelling expensea.is) It may also be
aoted that in Alberta each municipal council ®"shall in each
~*ear vote such sums as in the opinion of the local board
&re necessarv tor the carrying on of the work ... within
<t8 boundaries®.\7)while in Qntario, "the treasurer of the muni-
«=apAl44y. shall forthwith upon demand pay the accownt of
=0y services performed under the direction of the board...'ia)
48 indicated later. these efforﬁs to strengtheh municipal
oards of health are paralleled by a strong smphasis on looal
responsibility for health wnit services in these two provinces.
Jew Brumswick differs from the other provinCes

‘n authorizing "Sub-District® boards of health at the county

7) Revised Statutes of Alberta, 1942, o. 183.
'8) Revised Statutes of Ontario, 1950, o. 306.

|52 NN SN TR S
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level to replace city, town and rural mmicipal boards.(®)”

These are joint boards composed of representativeé appointed
by contained cities and towns as well as by county councils
aﬁd the provincial government. While each county council
appoints four members, the number of additional members from
¢ities and towns is in proportion to population with a
maximum of three representatives for a city over 230,000
population. The provincial government appointis one other

 member in eddition to the provincial district medical health
officer who is ex officio chairman of the board.

Metropolitan Health Committes of Greater Vancouver:

Although the advantages of efficient administration, common
standards, and»avoidaﬁce of duplicaxion through the joint
provision of services in large metropolitan areas are evident,
such an amalgemation of public health services has taken'plaae
only in the metropolitan area of Greater Vancouver.(10) This ;l%;
consolidation of local health services in 1936 was partiocu- | E
larly significant béoause i1t was the first of 1ts kind in all
North America.

The Hgtrppolitan Health Committee of Greater
Vancouver, which corresponds to a municipal board of health,

is composed of represenﬁativea from municipal cowncils and -

(9) While Ontario also has some county boards of health,
these are used as a means of providing full-time health
wmit services., Full-time services in New Brumhwick are
provided through provincial health distrieis.

(10) The new Greater TorOnto metropolitan authority does mnot
yet have any jurisdiction over public health services.
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30h00l boarde in the area. The 30 Committee members include
3 from the Citv of Vancouver, 4 from the City and Distrioct
dunicinality of North Vancouver, 2 each from the District
dunicivalities of West Vancouver, Richmond and Burnaby, one
‘rom the Uni%éreity of British Coiumbia Area and one from
a1strict Lot No. 173. |

iy agreement the formula for union does not pro-
- ride for a totally integrated department. General policies
and procedure are determined centrally, and administrative
s0ntrol Tests with the Senior Medical Health Officer of Van-
z0uver who is responsible ¥b the Committee. Howsver, each
“ooal authority maintaine its own budget and employs ite
oW Btaff.‘ll)
| Gealth Unit Boards of Health: Health unit boards

e8Tve to co-ordinate local public health services through a
single loocal authority. Such boards usually asswme the powers
and duties of each contained municipal board of health and
anaertake responsibiliﬁy for school health services. In some
ssses, as 1n Saskatchewan, intermunicipal boards may also de
smpowered to develop medical care services.

2 primary purpose of health unit boards 1s to.givo
sarticipating municipalities a voice in health unit admini-
stration. This raisés the problem of making the boards large
'snough to give adequate local representation while keeping
+hem small enough for efficient and effective deliberation.

Zach municivality wante representation primarily to enluiq

iii§rﬁnﬁiray;'8tewart, "Administration of the Greater Vancouver
detropolitan Health Services", in Can. J. Pub. Health,

701l ».43. N0.5, DD, 802-308.. = _.
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that it receives what it considers a falr share of the service
in return for payment of a fair share of the coet. Municipal
representatives tend to consider themselves as "delegates®

and look at hsalth unit problems through the coloured glasses
of their own muwicipality. The need for board members with%ﬁa
overall viéwpoint can be partly met by having some members
appointed by the provincial government. A fumther_aid to
“efficiency is to have the medical health officer serve as
secrstary-treasurer, and to have technical representation from
the medical profession. Another device to preserve cgntinuity
of approaoh while obtaining new viewpoints is to have rotation
of membership with overlapping terms.

Some features of health unit boards of health in
five provinces are presented in tabular form in Table X. In
the provinces of Ontario and Alberta where boards have been

delegated extensive administrative powers, boards are rela-
tively small in size and their constitution is generally de-
' silgned to facilitate efficient operation. In Manitoba, v
Saskatohewan and British Golumbia the role of health unit
boards is largely advisory and a primary funotion is liaison
with the general public. Consequently, these boards tend to
be larger with wide-spread representation from participating
municipalities. In Quebec where the control of health units
is highly centralized, no provision is made for local boards
of hsalth.

In Ontario and Alberta, as indicated in Table X,
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nealth unit boards average five or six members. Small boards
aTe racilitated in Ontario by the fact that most health units
_are composed partly of counties. This means that representa-
+ion of counties replaces the need for representation from
sach municipality ocontained in the county. Where wits include
@itles or "separated"® tcwhs coibined with a cownty, or are
*ormed outside county areas,.the number of members usually"
sxoeeds six.'\l3) ' 3{1{
'n Alberta, small boards have been arranged through . |
“he device of dividing eaoch health unit into health wards - "
uguaily five in number. EKach ward is represented by one board
member who is appointed by the municipality having the largest
soputation within the ward.;la) Strioct control of the iizo
©f health unit boards in Alberta probably is the result of
sxperience prior to the 1851 Health Unit Aot when the boards
were much more wnwieldy bodies than they are today. Board
zsmpers were nominated by participating munioipgl councils,
%chool boards and any other interested groups; usually all o 4
aominations were approved by the Minister of Public Health .
%no fixed the representation. 8ince each municipality, re-

zardless of size, demanded at least one representative, some

2f the boards had as many as 30 members.

12) Based on Ontario Consolidated Regulations 335/50.
13) Statutes of Alberta, 1851, o. 33. o

. ei * e e
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Municipal and county councils in Alberta and
Ontario maintain continuous control over their representatives
since appolntments are at the pleasure of the appointing
council, in some Ontario units, however, appointments may be
rotated annually between a number of municipalities. Ontario
- also provides for one appointment in each unit by the pro-
vincial government. It is noteworthy that these two provinces
provide for the highest maximum remunerezion of board members
for attendance at meetings.

Manitoba, Saskatohewan and British Columbia vary
greatly in the method of appointment of board members, but
generally the boards are larger in size than in Ontario and
Alberta, reflecting a preoccupation with widespread local
representation. Saskatohewan and Manitoba, however, have made
an effort to have boards composed of members with an overall
viewpoint, rather than having simply a group of mwunicipal
delegates.

In Manitoba each municipality has one or more
representatives on the board, but in addition, the Minister
of Health and Publid Welfare appoints citizen representatives
from among local residents numbering at least two in a five~
member board and at least three in a larger board; ministerial
appointments must include one local physician and may not
in total constitute a majority of all board members. Further

provincial control is exercised, howsver, through the power
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»T the Minister to fix the number of representatives from
sach municipality, and to approve appointments made by
aumicipal counoils.;14)

jaskatohewan has maintained local appointment, but
1a8 established a two-tier structure to assure local parti—
zipation while bringing in board members with a wider than
zunicipal point of view. Every health region is divided
.nto a number of health districts, each with a health council
somposed of representatives from all constituent mwnicipalities
and improvement districts; each municipal council and improve-
ment district appoints one member. While district councils
+f6 intended to serve as forums for discussion and consulta-
~ion. their main function is to eleot representatives td.the
iegional Board of Health. The number of representatives |
-rom each health district is determined by the Minister of
sublic Health on a population basis.' >) Members hold office
Zor three yvears, membership being on a rotating basis with
»ne-third reappointed or replaced each year. Usually in.
saskatchewan there is about one board member per 5,000
gobulation. Although regional boards are fairly large,

averaging nine members, this is mainly because of the re-

~atively large size of health reglons.

'14) S.M. 1945, c. 22 and Manitoba Regulation 36/48.
15) Saskatchewan 0.C. 2026/48.
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In British Columbia ,whers the role of union boards
is essentially advisory and educational ,the province exefcisea
no control over the composition of the boards, and there is
complete local self-determination with regard to organization
.and procedure. Each wnion board comsists of rcﬁresentativos
from partioipating municipal councils, school boards and other
official bodies as mutually ag:eed upan.(ls) The number of
members varies from 6 to 30. Meetings are held quarterly -
to review the work of the health unit and to convey to the
director opinions as to policy and work which should be done
" in their communities. Remuneration and travelling expenses
of Board members are considered a municipal responsibllity,

whioh means that they are not paid for their work.

Provincial - Local Helations
Provincial gowrnments are inévi’cably concerned with

assuring minimum standards of performance ih the provision of
local public health services, which are of wider than loocal
concern even though appropriate for administration through
local units. While part of the means towards higher standards
involves larger units and finanocial suppoit, control and |
supervision of organization and activities is also necessary
to promote efficiency.

In the legal and constitutional sense, provincial

(16) R:S.B.C. 1948 c. 141.
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sontrol of local health services is absolute. for the legislative
sower ot the provincial legislatures within the local sphere
.8 exclusive and supreme. However, in all provinces responsi-
2i1ity has been decentralized through the delegation of sub-
nordinate vowers to various local authorities. These poverl
are exercised within a framework circumsoribed by provincial
iegislation, regulations, orders and direct administrative
supervision.

@tatuporv control and administrative eupervision
are least extensive whare public health services are still
s munioipal respomeibility. Generally, each municipality
+8 required to have a board of health and a medical health
5fficer responsible for the local enforcement of provinoihl
sublic health statutes and regulations. Since the medical
sealth officer is the key to local health activity, some
srovinces specify standards of qualification and provincial
epproval of mumicipal appointments. In the provinces of
ontario and Manitoba, apﬁointment is during good blhafiour,
and the incumbent cannot be apemowved from office excert by
4 tWo-thirds majority vote of the whole council together with
she consent of the Minister of Health who may require cause to

ae shown for dismissal.‘17) Aside from such statutory require-

17) Statutory provisions for seourity of tenure are designed
<0 protect medical health officers from local pressure
groups. While responsible to the courss for enforcement
2f provincial statutes and regulations, the medical health
arficer is also the employee of the municipal council,
xhich may order conflicting policies. As long as tenure
»r office and rate of pay rest entirely with the municipal
@ouncil. the medical health officer is likely to follow
s0uncil instructions regardless of provincial enactments.
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ments. provincial supervision is usually limited to the
srovieion of advisory and consultative services together with
sertain speciallzed direct services suﬁh as pUblio'health
‘aboratories.

‘ntermuniocipal health wnits involving provincial
tinanocial support represent a form of joint administration
aecessltating increased provincial ‘control over standards and
sXxpenditures. In Ontario and Alberta, nevertheless, the de-
sTree 0Y local autonomy in health units aspproaches that of
Aamicipal public health services. Health wnit persommel are
smbloyed‘and pald by local boards of health, subject:to
arovincial approval. Some provincial obntrola are exercised
sver standards and expenditures in relation to grants in aid,
sut administrative authority is placed in local hands and
<he administrative role of the province is mainly consultative.

'n Manitoba, SBaskatohewan, British Columbia and
Juebec, basic health unit policies are determined by provincial
jealth authorities, while health unit boards have mainly
=dvisory functions; Quebeo does not even have advisory boards.
“rovincial control extende to the appointment of medical health
arficers and other staff, the prepézaxion and approval of
Hocél budgets, and adminigtrative supervision of standards.

The Atlantic provinces have provincial health
ilstricts entirely administered and financed by provincial

igpartments. Nova Scotia and New Brunswick also havs locally
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appointed boards with minor public health functions, while

Prince Edward Island and Newfoundland provide for provinci-
ally appointed local advisory boards to present community |
viewpoints.

Administrative supervieioh, whether limited to
advice and information, or extending to the direct operation
of services, is centred in provincial health departments.

In ﬁrovinces with largely autonomous locﬁl'hedlth mits, a
provincial division of health unitas is responsible for pro-
motional work and grant administraxion, technical consultative
services in such_fields as public health nursing, dental
health, tuberculosis control, mental health, nutrition,
sanitary engineering, industrial hygiene, maternal and ohild
health, venereal disesases and epldemiology are made available
separately by specialized divisions. In other provinces with
greater central control of health units,'provincial supervisory
services are co-ordinated more closely through branches or |
bureaux of local heslth servicés. The smaller Atlantio pro-
!inoe§ supervise provincial nealth districte through the central
offices of the Deputy Ministers.of Health. |

Ontario and Alberta: The emphasi# on the principle
of local reaponsiiility for public health services in Ontarie
and Alberte probably reflects the vigour of local government
institutions in these provinces. In health units as well as

municipal health departments policies are loqally determined,
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sersonnei are locelly appointed, budgets are loocally pre-
pared and funds are locally controlled. Aside from advice
snd persuasion, provincial control over standards depends on
servain statutory requirements and other conditions attached to
provincial grants in aid.
The advantages of decentralizing respémsibility
“0 local health authorities are discussed in Chapter VII.
%t may be noted here, however, that local administration opens
:he way to wider participation by local citizens which strength-
sn8 public support for public health services. Although
there are likely to be greater variations in policy to take
‘ecoowmnt of differences in local oonditions, minimum standards
san be maintained through provincial regulatory control. .
.n_Ontario, minimum service and staff requirements
are specified as conditions for provincial grants to looal
‘zealth units. and minimum qualifications are required for
iocally appointed personnel. Minimum standards of service are
1etermined separately for each health umit by the Minister
»f Health on the basis of a staff establishment considered
sufficient to provide basic services. Formal qualification
sequarements for the appointment of medical health officers,
pﬁblio health nurses and éanitqry inspectors are sot.oux in
srovincial regulations.ila) Further regulations provide for
spproval of health unit staff appointments and salaries by

she Minister of Health; moreover, the medical officer of

'18) 0. Reg. 18/44.
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health may not be dismissed from office.withoux the approval
of a majority of board members and the consent of the Minister
of Health.(lg) In addition, there is ﬁandatory itatutory
provision for an annual conference of all medical officers
of health.(20) |

Actually, provincial statutory control of mugicipal
pullic health services is almost?gxtensiva as the control of
health units. Municipal public health officers must meet
the same formal qualification requirements, must attend an
annual conference and can be appointed only with the approval
of the Minister of Health. A notable provision mentioned
- previously, is a measure which provides employment security
for the municipal medical health officer; appointment is
during good behaviour and the medical health officer cannot
<} removed from office except by a two-thirds vote of the
whole municipal council, and with the consent and approval
of the Minister of Public Health who may Tequire cause to be
showm for dismiasai.(gc) |

| In Alberta, provincial control of local health wmit

activities relates only to services for which provincial grants
are payable. Thus, while local boards employ all staff in-
cluding the medical health officer, staff appointments of

(19) 0. Reg. 57/45.
(20) Revised Statutes of Ontario, 1950, ¢. 308.
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certain approved classes within a maximum staff entitlement
for which salary costs are assisted by provincial grants, are
subject to approval by the Minister of Public Health.(31)
Similarly, a budget relating to expenditures fbr which provincial
grénts are payable must be approved by the Minister. Eaoch
board, however, may appoint additional staff outside approved
classes or in excess of its maXimum entitlement for grant
purposes, and may pay salaries in excess of the provincial
salary schgdula.(zz)

| The provincial health department further oontrols
standards of service by requiring each local board to draft

& schedule of services to be provided as a basis for grant
payments.  Quarterly aﬁd annual reports are required from
each board. Technical advice and consultative services are
provided through various provincial specialized divisions,
particularly the Division of Communicable Disease Control and
Health Unite. This division encourages the formation of
additional units, assists in securing staff, and convenes

periodic meetings of health unit medical health officers.(3%)

(21) Further details on staff entitlement provisions relating
to provincial grants are set out in Chapter V.

(32) Statutes of Alberta, 1951, o. 23.

(23) Based on wnpublished material supplied to Research
. Division, Department of National Health and Welfare by
Alberta Department of Public Health.

Y
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Zanitoba, Saskatchewan, British Columbia and Qusebec:

.n three western nrovinces and Quebeé, greater emphasis is placed

5n central direction to secure uniformity of standards and
srficiency of operation. This is achisved primarily through
arovincial employment of personnel and direct supervision of
~.ocal programs. To a considerable extent, in practice if not

~n theory, health unit boards serve as administrative agents
2% the provincial health department.

Jireoct provincial administrative aﬁpervision pro-
motes close co-ordination and@unifv of effort. Uniformity
2t policy, approach and methods may enable higher standards
5T efficienov. Perhaps the main advantage arises in the
Fgcrultment of versonnel. Provinocial employment makés it
éasier to hire sultably trained persons when the position
sffers opportunities for promotioh, transfer and specialization.
Furthermore. 1t offers uniform salary schedules with regular
‘norement. pald holidays and sick-}eave privileges, and a
superannuation scheme. EStaff members may also be kept up to
aate by regular staff meetings, refresher courses and in-
service training.

-n Manitoba, health units are jointly operated

3y the provincial government and health unit boards, but staff
are employsed and allocated to the units by the provincial
Tepartment of Health and Public Welfare.\3%4) The staff carry

'34) Manitoba Advisory Health Sur vy Committee, An Abridgement
2* the Manitoba Health Survey Report, Winnipeg, Queen's
»rinter. ngz, Pe 15.
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out of the general programs and policies outlined bj the pro-
vinclial department and specified in the provincial Manual of
Procedures and Duties for Personnel of Local Health Units.(35)
Through its vérious bureaux and sections, the provincial de- |
partment provides broad field supervisory services which are
co-ordinated through the Bureau of Local Health Sarvioes.(ae)
Annual conferences and institutes are arranged for local
health unit personnel. Rsoently, as recomnended in the |
‘Manitoba Health Survey Report, a start has been made in adding
a consultation-advisory field staff to the Bureau of Local
Health Services to channel the plans and policies of the
various speoializ;d provincial divisions to local health
wmita.(37) ' ‘

Health unit boarde of health in Manitoba are
officially designed as *advisory", although they are also made
raSponsiblé *for the local policies and activities of the wmit
relying on the advice of the local medical direotor',(za)

The annﬁal budget'p:epaxgd.b§ the unit Medical Director, who
aotes as secretary of the Board 1s subject to the apﬁéoval of
‘the Board except for salaries; all expenditures are suthori-

zed by the Board. Each Board may request replacement «:

(25) Manitoba, Advisory Health Survey Committee, Op. Cit.,
: Appendix VI.

(36) Manitoba, Advisory Health Survey Committee, Op. Cit.,p.35.

(27) Manitoba: Department of Eealth and Public Welfare,
Annual Report. Winnipeg, Queen's Printer, 1935, p. 115.

(38) Manitoba,Advisory Health Survey Committee, Op. Clt.,
Appendix V. '
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or transfer of staff and may recommend improvement of
services and extension of activities. It is evident, how-
ever, that the main function of the board from the provincial
point of view is "to act as liaison between the health wmit
and the public®,(28)

In Saskatchewan, where regional health boards are

empowered to introduce prepald medical and dental services,
the relationship of the provincial government to the admini-
stration of curative services differs markedly from the
relationship in public health services. As described by

Mott in connection with curative servioces: ®The Regional .
Board has almost complete freedom of action and responsi-
bility, subject to the approval of the Provinoial Government .
The members of the Board look to the Health Officer for advice,
but they administer the medical care program through their

own Secretary-Treasurer and staff.n(29)

Public health services, on the other hand are
provided by the regional medical health officer and his staff
who ars employees of the provincial Department of Public Health.
The role of the regional boards is essentially advisory. - As
pointed out in an official report, ®"The reglional board meets

at least three or four times a year to review the programs,

(88) Manitoba, Advisory Health Survey Committee, Op. Cit.,
Appendix V.

(28) Mott, F.D., "A Pattern of Local Services in the Sask-
' atchewan Health Program", in Amer. J. Pub. Health,
Vol. 38, No. 2, P 2.
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#nd to advise and consult with the regional medical health
arfficer with respect to matters of policy in effect through-
sut the rezion*.\30) Each board submits the regional budget

<0 the Minister of Public Health, and may advise on the
~mprovement of services and the extension of activities of the
noard.\31)

‘n addl tion to the appointment of regional publioc
aealth personnel, ths.provincial health department approves
segional budgets, controls public health expenditures, and
determines general policies. Through the Regional Hsalth
Services Branch. programs are directly supervised to ensure
sinimum requirements and wmiformity of standards, and
wechnical consultative services are provided for field
sersonnel .\32) Quarterly meetings of regional medical
aealth officers are‘held, and an annual conference for
=11 regional public health staff is oonvened.‘sa)

n British Ceolumbia, the legislative theory desori-
»ed in Chapter II, which provides for administration of fnli-
<ime local health unite by wnion boards of health contrasts -
zharply with actual a&ministrative practice. Prior to 1946

30) 8Saskatohewan, Health Survey Committee, Sgskatchewan
: Jealth Survey Rnport I. Health Programs and Personnel,
Regina, Sask: The Committee, 1951, p. 35.

‘31) 8.S. 1950, c. 8l.

-32) Saskatchewan, Dept. of Public Health, Annual Report for
he 15 months ending March 31, 18861, Regina, Sask:
Queen’s Printer, 1953, p. 19.

'33) Based on unpublished material supplied to Research
i1lvision. Department of National Health and Welfare
1y Saskatchewan Department of Public Heglth.
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#ach union board of health employed its own personnel, pade
ol its own budget, and was in full control of the admini-
#yvration of its health unit, while the Provincial Health
Jepartment served in an advisory Oapaoity.(34) This system
ar direct local administration has been continued in the
Greater Vancoﬁver Metropolitan Health District and the
iictoria~Esquimalt Union Health District.‘35) However,
zlgewhere in ofher health units the administrative arrange-
zent was oomnietely reversed in 1946 leading to a high
iegree of centralized control. ‘

sccording to provincial health department reports,
she union board of health is "the legally qualified body
~esponsible to Councils and School Boards for the administra-
=ion of local health eervices,"36)local personnel "are
zgsponsible to their own local boards of health',\37)and
savery effort is made to preserve local autonomy®.\38) In

araotice, however, health unit staff are appointed and

' 34) Murrell, John, ®The Dsvelopment of Health Units in British
Jolumbia." in Can.J. Pub.Health, Vol.41l, Fo.8, p.385.

35) British Columbia, Dept.of Health and Welfare. Survey of
Jealth Services and Facllities in British Columbia, By

Elliott. G.R.F., Victoria, B.C: Queen's Printer,1953,
,)p . 49“48 -

36) British Columbia: Dept. of Health and Welfare (Health

#ranch), Fifth Annual Report, 1950. Victoria, B.C%
{ing's Printer, 1951, p. 38.

37) British Columbia: Dept. of Health and Welfare (Health
3ranch), Seventh Annual Report, 1952. Victoria, B.0:
jueen's Printer, 1953, p. 13.

'38) British Columbia: Dept. of Health and Welfare. Survey of
iealth Services and Facilities in British Columbia, By

Z11io0tt. G.R. F., Victoria, B.C: Queen's Printer, 1952,
‘lo 42.
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qmployed by the provincial health department, budgets are
drawn up by the local medical health officer and approved
by the central office, and general policies are determined
centrally. TUnion boards may advise on stgff appointments
and transfers, and make recommendations for the improvement
of services and the extension of activitiea, but they have no
control over the budget ox cxpenditurea.(sg) |
The provincial Bureau of Local Health SBervices
provides the direct relationship between the technical
divisions and services of the provincial Health Branch and
local health units. Supervision of the local health staff
and maintenance of standards are the primary funotions. All
informstion regarding policy or other matters of m general
interest are cleared to loocal health staff thfough the Bureau.
Meetings are held at least twice a year for all full-time
medioal health officers, while public health nurses and
sanitary inspectors employed in local areas meet at least
onoé a year.(4°) The local Health Services Council, composed
of directors of provincial technical health divisions, is

(38) Based on umpublished material supplied to Research
Division, Department of National Health and Welfars
:y the British Columbia Department of Health and
elfare. '

(40) British Columbia: Dept. of Heslth and Welfare. S
of Health Services and Facilities in British Columbia,
By Elliott, G.R.F., Victoria, B.C: Qusen's Printer,
1953, Pe 234
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sevelopving a Local Health Services Poliocy Manual designed
20 define functions and responsibilities of local boards and
uealth unit staff.'l)

‘n_Quebec,where no provigion exists for health unit
agards of health or advisory committees, health units are
diilrectly administered by the provincial department of health
znd personnel are appointed by the Lieutenant-Governor in
Jouneil. Although iooal municipalities make a financial contri-
sution. bﬁdgets and expenditures are completely controlled by
-he provinoial government. Technical and administratife
supervision is co-ordinated through the provincial Division of
Jealth Units.

Yo consideration was given to the problem of local
aarticipation in the recent4Quebec Health Survey Report, but
s scheme was drafted to improve administrative efficienocy.

“he Report recommended a system of provincial health districts,
sach district to include several health units. District staff
Tould include a district medical health offlicer., and specialists _
such as a tuberculosis clinician. dental public health‘offioer,
2UpPervisory public health nurse, & health educator, a veterin-
xrian. and a psychiatric nurse. The purpose would be to de-

sentralize provinoial specialized services in order to improve

41) British Columbia: Dept. of Health and Welfare (Health
Aranch), Sixth Annual Report, 1851. Viotoria, B.C:
oueen's Printer, 1953, p. 38.
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#vandards and maintain more effective supervision of local
sealth unit staff.'%3)

z¥lantic Provinces: The transfer of ﬁdmini-trativu

=nd financial reswonsibility for public health to provincial
Zovernments has advanced furthest in the Atlantic provinces.
8 mentioned in earlier chapters, practically all lopal public
aealth services are provided through provincial distriocts,
sompletely administered and financed by provincial governments.
‘n Nova Scotia. New Brunswick, and urban areas of Prince Edward
’s8land and Newfoundland., official or wofficial relationships
zre maintained with municipal or county boards of health which
~etain minor reponsibilitiss. In rural Prince Edward Island
znd Newfoundland provision is made for provincially appointed
iistrict boards of health, entirely advisory in nature.

Jova Scotia's dual system of provincial health
ijivisions and mumicipal health boards does permit some local
participation in minor public health matiers of exolusively
‘ocal oonoérn. The activities of municipal units are subjeot
" :0 the approval of the Minister of Health, but there is no
#tatutory relationship between provincial divisional medical
i1ealth officers and the looal boards or their part-time

nedical officers of health. In most areas, however, the

divisional Medical Health Officer co-operates with local

42) Quebec, Ministere de 1la Sante, L 'Epguete sur les
3arvices de Sante de la Province de Qusbes. III.

Harvices de Sante Provinciaux, Quebec: Ministere,
7951. pp.77-78. '
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authorities and acts as unofficial advisor and consultant.

In addition, liaison and co-operation are stimulated by Joiﬂt
meetings of divisional medical health officers and part—-time
muniocipal health officers convened annually by the provincial
health department. To increase "grass-roots® participation in
local public heslth programs, the 1950 Nova Scotia Health

- Survey Report ;ecommended the establishment of advisory health
comuittees in each of the provincial health divisicns.!43)

In New Brunswick, where county suh—d1sfrict boards
of health have replaced mumicipal health boards, a .closer
relationship existe with provincial district medical health
officers,the only local medical health officers in the province.
It is true that all medical health officers and most pubiic
‘health nurses are provincially employed while aénitary in-
spectors and other personnel are locally appointed. However,
by statute, the district medical health bffiooi is both member
and chairman of each sub-district board of health within his
Jurigdiotién. In addition, he is legally responsible for the
administrative supervision of public health staff employed
by the local boards(44) In this way some degree of unified
administrative direction is obtained, and liaison is main-

tained with local authorities in the development of policy.

(43) Nova Scotia, Health Survey Committes, Report on the
Survey of Health Facilities and Services in Nova Bootia
I§I§-§ By Stewart, C.B., Halifax: The Committes,
1950, pp.80-68.

(44) Revised Statutes of New Brunswick, 19523, c. 102.
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rrince Edward Island provides local public health

services through the provincial health department, but loocal

noards of health exist in °“incorporated cities and towns. In -

zqdition. statutory proviaion has recently bsen made for

»oards of health in provincial public health nursing districts

serving other areas of the province. These health wmit boards,

aowever.consisting of not more than five members eﬁoh, are

:omposea of members directly appointed by the provincial
sovernment. Evidently, their main function is advisory.‘45)

fewfoundland also has provincially appointed

.ocal boards of health in cottage hospital districts. In

sractice, they serve as 1iaisqn between the community and
~o0ttage hospital and have only advisory functions. Otherwise,
aeaical. hospital and public health services in cottage
108pital districts are administered by the provincial Depart-

@ent of Haalth.;46)

‘45) S8tatutes of Prince Edward Island, 1949, c. 18.

46) Based on unpublished material supplied. to Research
ivision. Department of National Health and Welfare by

Jewfoundland Department of Health.
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JHAPTER V
+*IBgNCING LOCAL PUBLIC HEALTH SERVICES

The development of full-time local public health
80IrvVices reauires a stirong and stable revenus base ah well as
oublio recognition of the deeirability or need for the neces-
#ary expenditures. DBoth these factors have tended to shift |
«he sources of financial ?upport from the munioipalitioa‘to
aigher-level governments. Various cost-sharing arrangemsnts
nave evolved which now include the federal government as well
8 provlhcial and muniocipal governments.

‘n urban communities of heavy population con-
sentration where public health problems are obvious, ser vices
Aave been developed over many years from local funds. Crowded
nmban<1iving has created public health problems of greater
somplexity and variety than in rural areas. However, although
urban exvenditure requirements per capita are relatively high,
“he ooncentration of wealth and assessable property tends to
be correspondingly high. Local fiscal capacity in relation
to preventive public health services is not a serious problem
‘n most large cities since such services involve only a small
aortlon of the total muncipal budget.

"n small communities and rural areas, quite apart
<rom the small size of many municipal unite, there has been
& definite wnwillingness to co-operate in the development of
1ocally tax-supported public health services. Of course it
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is true that the volume of wealth and asécssable property -tends
t0o be lower in rural areas. Perhapé more significant, however,
is the "benefit®" theory of public finance traditionaliy linked
with the taxation of real property. The rural ratepayer who
wishes to receive something directly beneficial to his property
in return for his taX Buster 1ittle enthusiasm for public
health services designed primarily fo'benefit persons rather
than property. Furthermorse, althoﬁgh serviéos may be lass
extensive than in ocities, travelling costs both direct and
through time spent in travelling are greater for.similar
gservices. For these reasons the development of full-time .
gervices has been largeiy-dependont upon the praﬁisc»of
financial assistance from outside sources.

When full-time health units were in the experi-
mental stage, the inltial financial stimuius was provided
by grants in aid from the Rockefeller Foundation. In.time,
as the valus of these units was demonstrated, provincial
governments assumed responsibility for financial support.
Generally, provincial assistance has been designed to absorb
the additional cost of new services, while the municipalities
are expected to contribute a share not lese than the ocost bf
earlier part-time sdrvices. In other words, the purpose of
provincial financial participation has been to stimulate the
development of services of an approved standard in areas lacking

them, rather than to relieve the existing burden on local rate-

payers.
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More recently, the burden of financial swupport for
undeveloped service has been shifted to the federal government.
In 1948, federal assistance for the expaﬁsion_of existing
local services and the development of new services was made
avallatle from the General Public Health Grant as part of a
new National Health Grants Program.(l) This grant was distri-
buted to the provinces on the basis of 35 cents per capita
in 1948, but was increaseg by 5 cents each year umntil it

reached its maximum of 50 cente per capita.

‘Inter-Gevornmental Distribution of Costs

In twoad summary 1t can be said that the cost of
servioés developed up to about twenty years ago, 1s still
carried mainly by the mumnicipalitis. The ocost of addiﬁional
seivicea introduced between 1930 and 1948 has largely been
. agsumed by provincial governments. New local services develop-
ed sinoce 1948 are financed to a considerable extent from |
'-federAl funde. There is no uniform pattern, however; the
diitribu$ion of costs varies considerably between provinoci
and urban and rural areas.

| Municipal Share: In urban areas where full-time
services of a relatively high standard have existed for mapy
years, municipally operated heslth departments ure still financed
-almost completely from general municipal fundﬁ. Thise situation

(1) The federal General Public Health Grant may also be
allocated to general provincial health programs including
the training of personnel and the conduct of surveys and
studies. [P.C. 1953-471).
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continues desplite the fact that per capita expenditure re-
quirements in the larger cities are generally greater than
requirements in less densely populated areas. In 1951 public
health expenditures in seven large Canadian cities shown in
Table XI below averaged $3.07 per capita.

TABLE XI  PUBLIC HEALTH EXPENDITURES OF SEVEN _
FULL-TIME CITY HEALTH DEPARTMENTS,1951

~ City Total ~Per Capita

Expenditure Expendi ture
Calgary $ 156,431 $¢ 1.21
Edmonton 149,937 94
Halifax 153,774 1.80
Montreal 3,017,043 ' 1.97
Toronto 3,130,759 3.24
Greater Vancouver 863,492 1.85
Winnipeg ‘399,935 1.35
Total 5,761,361 3.07

(1) Based on the 1951 Annual Reports of Municipal
Departments of Health in the cities specified.

In 144 local health units in six provinces, ag shown
in Taﬁlo'XII, total expenditure was $6,683, 349, or $1.23 per
caplta for the covered population in the fiscal yeaf 1952-53.
The local contribution was $1, 865,883 or 38 percent of the
total cost. The municipal share wae about 50 percent in the
provinces of Ontario and Alberta, where administrative .
responsibility is mainly decentralized to health unit boards
of health. In British Columbia, Saskatchewan, Manitoba and
Quebed, the municipalities contributed less than one-third of



TABLE XIY ESTIMATED TOTAL EXPENDITURE, PER CAPITA EXPENDITURE AND PERCENTAGE
DISTRIBUTION ON TOTAL EXPENDITURE BY FEDERAL PROVINCIAL AND MUNICIPAL
GOVERNMENTS ON LOCAL HEALTH UNIT SERVICES IN SIX PROVINCES FOR FISCAL

YBAR 1952-53
Total Expenditure Per Cuapita Expenditure for Covered| PFPercentage Bistribution of Total

Province Total ederail) Provineis 2) Municipg) Total }."e(:lerP0 ulation‘al Municipal | Total Feder‘ghipe?%%%%%g‘al Municipal
British Col} 986?340 203?338 623,;05 159:29—‘7 1.78 | 0.37 1.12 0.29 100 21 63 16
Alberta 581,162 | 109,796] 178,%01 292,465 1,49 | 0.28 0,46 0.75 100 19 31 50
Saskatchewan 442,683 | 38,303 282,173 122,200 1.1 0.1l0 0.75 0.32 100 9 64 21
Kanitobé. 410,066 | 82,859| 210,304 116,903 1.44 | 0.29 0.74 0.41 100 20 51 29
Ontario 1,828,238 |357,150| 602,985 868,103 1,42 | 0,28 0,47 0.67 100 19 33 48 !
Quebec 2,414,860 {117,105/1,990,847 | 306,908 0.94 |0.05 0.71 0,12 100 5 83 13 EE
Total 6,663,349 |908,5513,888,915 | 1,865,883 1.22 |0.19 0.71 0,34 100 14 58 28 !

(1) Based on health grant records for fiscal year 1952=53, Directorate of Health Insurance Studies, Department of National
Health and Welfare,

(2) Based on provincial Publie Accounts for the fiscal year 1952~53,

(3) Based on provincial Public Accounts for the fiscal year 1952«53 for the provinces of British Columbia, Saskatchewan,
Manitoba and Quebec, The estimate for Alberta is based on the formula by which federal and provinecial grants cover
60 percent of the cost of approved local expenditures, Since the federal-provincial share is $288,697, the total
approved cost is $481,162, and the local share $192,465, Additional non-approved local expenditures are roughly
estimated at $100,000 meking a total estimated local contrihution of $292,465, The estimate for Ontario is based on
audited statements of expenditure for the calendar year 1952 submitted to the Ontario Department of Health by all
health units,
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the total cost of ovperation. The apportionment of the local
<hare betwesen varticipating municipalities has usually been
>ased on the nopulation faotor.

n the Atlantic provinces, the municipalities within
arovincial districts make no financial contribution to pro-
rincial district services, but have continued to finance
x@rtain supplementary services of their own.

2rovincial Share: As previously indicated, provincial
Zinancial support is mainly designed to extend full-time loocal
#@rvices to new areas. Although the equalization of relative
“ooal tax burdens is not the primary aim, a rough measure of
Qqualization is achieved by withholding financial assistance
20 the larger and wealthier municipalities which have already
igveloped full-time services. Alberta is the only province
that provides substantial grant assistance to its full-time
31ty health departments. In British Columbia, the Greater
‘Tancouver Metropolitan Health District and the Victoria-
Zsauimalt Union Health District receive provincial grants,
sut although urban these districts are co-operative intermuni-
sipal endeavours. Similarly, in other provinces, cities which
‘so-operate with surroundingareas in the formation of joint
aealth units. benefit from provincial aid although in some .
38868 they may be required to raise 5 higher proportion of the

208t than the surrounding municipalities.
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n inteimunioinal health units, provincial
Zovernments pald 58 peroent of the total cost in the fiscal
7e8r 1852-53 a8 shown in Table XII. The provinces of Alberta
<na Ontario provide assistance through percentage grants in
+1d for approved services. More direct responsibility for
“insncing is assumed by the provincial governments of British
jolumbia, Saskatchewan, Manitoba and Quebec. Loo&l governments
&re charged or assessed some portion of the cost in these ﬁro—
¥inoes, while the province pays the balance. In the Atlantio
provinces, of course, the full cost of provincial district
services is vaid by provincial governments.

_ “ederal Share: Federal public health grants are
ar o:eot grants allocated to projects submitted for approval by
srovincial health departments. The pattern of federal assist-
#nce 1n each province has depended upon provincial policy -
‘and the extent to which services had already been developed
1 t0 1948. With the approval of provincial health depaptmenxs,
7ederal grants for special projects have been piovidﬂd to olity
‘aealth departmenﬁs in most provinces. More extensive assist-
ance has been provided for the development of health unit an§
Gealth district services; these grants have mainly replaced
srovincial rather than municipal expenditure. By the fisocal
rear 1953-53, as shown in Table XII, the federal share of

~otal health wnit expenditures had reached 14 peroent.
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¥inancial Arrangements in Ontario and Alberta

vhe-yrovinoes of Ontario and Alberta rely on per-
sentage grants¢in?aid to local authorities for the development
91 full-time services. Mumnicivalities pay the remaining cost of
'@pprovcd services togotherAwith the full cost of any additional
services provided. In this way greater local interest is
saintained in g0 far as interest is proportibnate to financlal
fBSponalbility.

‘imtario: Provincial grante for health units in
ontario were first introduced on a regular basis in 1844.
*hey are alloocated at the disoretion of the Minister of Health
snd are roughly intended to equalize the burden of health unit
508%8 between urban and rural municipalities. As outlined in
an informal memorandum of the provincial health department,
zrants on behalf of citles over 35,000 population forming part
of a health unit total 25 percent of the cost of services ap-
ailcable to the eity; cities under 25,000 population benefit
70 the amount of 33 1/3 percent; counties and all other mumici-
2alities not part of a cowmty receive 50 peroent.‘g) Federal
aealth grants replace the provincial share on new health units
sstablished since 1948, while federal grants for additional
#ervices in existing units replace both provinecial and municipal
xipenaituros. . Municipal governments still direotly fin?nood

18 percent of health unit costs in the fiscal year 1952-53.

3) Ontario, Health Survey Committee, Report of the Ontario
jealth Burvey Committee. Toronto: The Committee, 1851,
2. 404,
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To qualify for provincial or federal grants, health
units must provide'a minimum basic service and employ a minimum
basic staff; standards for each unit are determined by the
Minister. Budgets are prepared by health unit boards and
submitted to the provincial health department for spproval.
Provincial grants are paid quarterly on the basis of projected
expenditure, with adjustments made at the end of the budget
yoar.(?) |

The distribution of the local share of the cost
betwsen municipalities is determined by mutual agreement.
Where cities or separated towns are ocombined with coyntiea,
the alloocation of cost between the two for provincial grant
purposes is based on population. Within counties and in other
cases where rural municipalities are grouped in health units,
the local share is raised through uniform rates on egualiszed
assessment . (3) |

‘Outside health units, the provincial government
makes special grants for school health programs, dental treat-
ment services and venereal disease clinics. Approved county
school health programs are subsi&ized by percentage grants
anomnting to ons-third of the cost. Local dental programs for
children are subsidized by percentage grants covering 20
percent of the cost in municipalities over 5,000 persons and

30 percent of the .cost when the population is under 5,000 wp

(3) Based on unpublished materisl suprlied to Research
Division, Department of National Health and Welfare by
Ontario Department of Health.
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50 a maximum of $2,000 per municipality.\4) Grants for
zalaries. equipment and other items are made to assist
~ocally operated venereal disease clinics.‘s)

zlberta: Although Alberta has subsidiged both
i0cal health units and city health departments since 1951,
zZreater proportional aseistance is extended to health units.
‘n both cases, the provincial government pays 60 percent of
zertain approved costs, mainly salaries, but the statutory
iisf of approved services is much more liberal for health
-mits. Federal grants pay 60 percent of the cost of oertiin_
=ervices established since 1948, the balance being raised by
whe municipalities.

2rior to 1949. both the provinoial government and
“he narticipating municipalities eabh contributed 50 percent
'ﬁo the cost of operation of each health unit. Howsver, under
+“he authority of the Public Health Act, the Minister of
Public Health was empowered to fix the total budget of each
aealth wmit.\8) In practice the budget for each unit was fixed
=% $18,000 regardless of size, and funds were directly controlled

5y the provincial government.\7)

:4) 0. Reg. 44/44,

.5). 0. Reg. 62/44.

'8) Revised Statutes of Alberta, 1942, c. 183.

7) Based on unpublished material supplied to Ressarch Division,

Department of National Health and Welfare by Alberta
lepartment of Public Health.
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‘n 1948 the provincial contribution was increased
=0 60 percent and the fixed budget principle was altered to
z1low for differsnces in population between health units.

Tach budget wae set up on the basis of §1.30 per capita

% 4 uhich»the province paid wp to 73 cents per capita, while
<he municipalities éontributod up to 48 cents. As with

he earlier system,contributions were pai@ into a provincial
“rust fund in quarterly instalments and at the ;nd of each
sar any surplus remaining was refunded to both the province
4nd the municipalities.\8) |

%¥ith the new Health Unit Act im 18851, the control
57 health unit funds was transferred to the health wnit boards.
inder the new system, provincial grants cover 60 percent of
.ocal expenditures for equipment, salaries and other operating
s08t8 approved by the Minister of Public Health. All o
zalary expenditures for which grants are paid must be
sased on a provincial statutory schedule of staff entitda-
@ment and the provincial salary schedule recommended from time
%0 time by the salary survey committee of the provincial

zovernments.\9) However, since provincial standards for staff

‘8) Based on unpublished material supplied to Research Division,
Jepartment of National Health and Welfare by Alberta
epartment of Public Health.

@) In 1953 provincial grants were payable to eaoch health
mit board of health for the following staff:
‘a) a full-time medical officer for a population of
20,000 or more;
'b) A part-time medical officer for a population
~es8s than 30,000;
_0) a full-time nurse for each 10,000 population within
z Town or olty;
continued page 120)

(S
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=nd salaries are minimal, most boards have been willing to
smploy additional personnel and pay salaries in excess of the
srovincial schedule. The distribution of the local share
af the cost between municipalities is based on population
nsing figures from the latest qninqusnnial'oonsus‘of the
vestern provinces.\10)

irants for olty health departments,authorized in
19651 .apply only to limited categories of public health
personnel ,and are also based on a statutory schedule of

¢taff entitlement and the provincial salary schedule.(ll)

.9) Con'td from p.1l30.

d) a full-time nurse for each 6,000 population outside
& vown or citv;

.e) a full-time sanitary inspector for each 20,000
asopulation;

‘f) a stuldent sanitary inspector for every 1@,000 popu-

] ~ation in excess of 30.000 or any multiple thereof;

.g) & full-time stenographer-technician for each
i0,000 population or major part thereof;

h) a full-time or part-time secretary-treasurer,

‘1) a full-time or part-time dentist to provide dental
services for ohildren of 16 yvears of age and under;

j) a full-time or part-time dental assistant.

©10) Statutes of Alberta, 1951, c. 38.

11) In 1953, provincial grants were payable to city health

iepartments for the following staff:

a) a medical officer for each 75,000 population or
ngjor portion thereof;

'b) a public health nurse for each 123, 000 populatidn
ar major portion thereof;

¢) a sanitary inspector for each 30,000 population
2T major portion thereof;

d) a clerk for each 30,000 population or major
2ortion thereof.
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They are designed to cover a much smaller portion of actual
+08%t8 then grants to health wits.

n outlving areas of the province, where one or
 more municivalities and/or improvement'distriots employ a
“ull-time public health nurse, the provincial government
aays.so peroent of approved operating costs. The balance is
snared between varticipating municipalities in proportion
d.) population. This scheme, known as the municipal nursing
£@rvice. replaced the provincial district nursing service

-n 1950.'13)

Flancial Arrangements in Manitoba, Saskatchewan, Britlsh
_‘olumbia and Quebec

‘n the four provinces of Manitoba, Saskatohewan,
3ritish Columbia and Quebec where the administration of
‘asalth wnits is primarily provincial, the municipalities in
" stfect purchase services from the province at a rate far
‘»8low cost. Since the volicy of each provincial government
.8 to promote intermunicipal health units, almost no
*inancial assistance is extended to municipally operated
31ty health departments. The only province to do so is
iritish Columbia where locally operated services are jointly

arovided in the Greater Vancouver and Victoria-Easquimalt

Alstxriota.

12) Statutes of Alberta, 1960, c. 45 and Alberta
40 «1046-50.
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In each of the four provinces, the municipalities
contribute one-third or less of the total cost of healtly unit
operations. Only in Manitoba is the mumniélpal share completely
1linked to Operating costs as a presoribed lococal percentage.
In the other provinces limits which are unrelated to coet' |
are 1m§osed on the local contribution. Saskatchewan uses a
fixed percentage of cost formuia but & par caplta maximum
limit exists for individusl municipalities. In British
Columbia there is a fixed local per 6apita appropriation,
while Quebec imposes a mandatory tax rate or millage for the
local share. The result is that as costs increase in British
Columbia and Saskatohewan, a larger percentage is paid by
pfovincial governments. In Quebec, the same result occurs
as long as real estate valuations are not raised. It is worth
noting as indicated in Chapter IV that the degres of local
interest and participation is low in provinces where the loocal
share of the cost is low and finanoial‘reSponsibility is |
minimal .

Manitoba: Before the Health Services Act was
brought into foice in 1945, the province and the municipalities
each contributed 50 peroent of the cost of operation of health
units in Manitoba;(ls) Under the new Act, the provincial
government share of operating costs was increased to two-

thirds, while the full cost of nmew equipment was assumed .-

(13) Manitoba, Advisory Health Survey Tommittee, An
Abridgement of the Manitoba Hsalth Survey_Report.
Winnipeg: Queen's Printer, 1953, p. 33.
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by the province.(14) Each municipality pays its pro-rata share
of one-third of the estimated operating cost in quarterly
1nstalments§ adjustments on the basis of actual expepditure
are made at the end of each fiscal year.(ls) The lesal share
is distributed between municipalities on a population bastq.fls)
Financial arrangemsnts for diagnostic laboratory
and x-ray wnits authorized wnder the Health Sorvicealnot are
on a similar basis whether or not diagnostic units coincide
with health units. Two-thirds of the operating cost is paid
by the protvince, and one-third by the municipalition with the
municipal share allocated in terms of population.(l?) Dental
servicoé for children in rural areas, separately provided by |
“the province,.are provinciaily financed subject to a payment
of $35 pei olinic day by the local commmity served.(1®)
Health 5ervicos in the city of Winnipeg are
entirely financed from local revenues except for certain
new services developed with federal grants. Additional
services in existing health wnits have also been financed

from federal grants.

(14) S. M. 1945, c. 23.
(15) Manitoba Regulation 36/48.

(18) Manitoba, Advisory Health Survey Committee, Op. Cit.,
P 15.

(17) S.M. 1953, c. 34.

(18) Manitoba, Advisory Health Survey Committee, Op. Cit.,
P 40. .
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Sgskatohewan: As in Manitoba the government of
Saskatohewan makes a sharp distinction between public health
servicee provided through health regions and services provided
elsewhere. In health regions the province pays about two-
thirds of the cost of basic public health services, and makes
grants in aid for additional special services. OClty healtﬁ
departments not included in health regions receive no financial
assistance from the province.

The general policy on the division of regional public
health costs, determined at the discretion of the Minister of
public Health, (*®) is that the province pays two-thirds of
operating expenditures. However, in any instance where a
municipality 1s charged more than 50 cents per capita the
excess 1s paid by the province. MNoreover, in the northerﬁ
Meadow Lake health region the entire cost is assumed by the
province, while in cases where a city with a full-time health
department is incorporated into a region, the province pays
only.one-half the cost applicable to the city as determined
" by the proportion of the city's population to that of the
whole region,(ao) )

After the total local share has been determined
in each health region, its distribution betweeh'ﬁaxticipating

municipalities is the discretionary responsibility of the

(19) Statutes of Saskatchewan, 1950, c. 8l.

(20) Saskatchewan, Health Survey Commlittee, Saskatchewan
Health Survey Report.I. Health Programs and Personnel.
Regina: The Committee, 1951, pp. 35-36. o
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saskatchewan Local Go wrnment Board. In determining the

:pportionment, a measure of equalization is introduced by

sonsidering taxable assessment as well as population. After

“wo separate caloulations of the allocation hawe been made on

3he basis of population and taxable assessment respectively,

# oombined calculation is made which gives greater weight

=0 assessment for fillages and rural municipalities.QZI)
3pecial services which -are locally administered

vy health region boards, are assisted by the province on a

frant-in-aid basis. Preventive dental services in four health

~egions recelve provincial grants covering 50 percent 6f the

308% Up to a stated maxima.\33) In the Swift Current Region,

<he province pays a grant of 25 cents per capita towards the

208t of prepaid medical oaie together with grants covering

50 percent of the cost of dental, hospital out-patient, and

radlology services up the specified maxima.\zz)
#ritish Columbia: In British Columbia, where the

=aministration of local health units 1s'1argoly a provincial
aatter, only a relatively small financial contribution is
sade by the municipalities. Elsewhere in the metropolitan
areas or Greater Vancouver and Greater Victoria,ythe loocal

1ealth departments receive substantial provincial and federal

21) Based on unpublished material supplied to Research
1ivision. Department of National Health and Welfare
>y Saskatchewan Department of Public Health.

32) Saskatohewan, Health Survey Committee, Op. Cit., p. 83.

23) Saskatchewan, Health Survey Committee, Op. Cit., p. 306.
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zrante. Provincial financial assistance for specified
suplic health services is also‘eitended to areaé where full-time
mits have not vet been set up.
*rior to 1946, when union boards of health were
ally responsible for local health umit Administraxion,
municival authorities financed the major portion of health
mit costs. In municipally organized territory, the local:
zrea was responsible for 75 percent of the cost of £he ssrvice to
whe population within municipal limits, while the Depaitment
af Municipal Affairs paild 35 percent of the cost of services for
aexgons residing in unorganized territory. The remaining funds
required weTre made available to the Union Board of Health
shrough grants from the:provincial health department . \%%)
fhen the provinclal government assumed the main
administrative and finenaial responsibility in 1946, proOvision
was'mado for the "purchase® of health unit eservices by loocsal
auchorities at the fixed price of 30 cents per'QApita per.
gnnum. Ln this way the local contribution wase stabllized,
shile the burden of increased costs and new services was
sarried by the province. Initially the local share was about
%0 percent, but by 1853 this had been reduced to approxi-
sately 16 percent as shown in Table XII. Through_agréement,

.he local contribution is pald to the provincial health

.24) British Columbia: Dept. of Health and Welfare (Health
. 3ranch), First Annual Report, 1946, Victoria, B.C:
Zing's Printer, 1947, p. 34.
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.department by the local school boards of the enlarged school
districts making up health wit areas. Egoh school board
requisitions contained municipalities aﬁd unorganized terri-
tory for the required amowmts, the respective shares being
in proportion to population.(25)
’ The same system of financing appliees in areas where
provincial public health nurses and sanitary inspectors are
employed prior to the formation of a full-time health umnit.
Tﬁe local school board is charged 30 cents per capita for
' whatever health services are provided on the understanding
that there will be no additional cost to local government as
personnel and facilities are increased. The only exception
is that the provincial health department may impose a small
'additional charge for the introduction of dental health
services whether within or outside local health units. (38)
| In Greater Vancouver and Victoria-Esquimalt areas
the services provided aie financed mainly by the pafticié
pating municipalities on the basis of needs and.ability to
pay. Tﬂus, for example, by agreement the city of Vancouver
pays for its own local services as well as the cost of
spsoialized services such as mental hygiene and‘nuxrition
.applicable to the whole area, while the suburban municipaliﬁies

pay only for their own strictly local services such as public

(25) Based on unpublished material supplied to Research Divisia:,
Department of National Health and Welfare by British
Columbia Department of Health and Welfare. ,

(36) British Columbia, Dept. of Health and Welfare, Survey of
Health Services and Facilities in British Columbia, By
E1lio%t, G.R.F., Victoria, B.C:; Queene Printer,1953, P.43.
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aealth nuréinz and eanitary inspection. Provincial gfants
“or urban vpublic health services have been paid for a number
21 vears. Together with federal grants for new services
developed since 1948, they cover approximately 25 percent of
'ﬁhe total cost.\37)

Jusbec: The method of financing health unit servioces
in Qnéboo has remained unchanged since the Health Unit Act of
:833. The local share of the cost is raised through a
nanaatory spécial property tax rate which varies slightly
7or urban and rural municipglities. Independent cities and
~owns over 4.000 populatioﬁigequired to contribute a ahare
salculated on the basis of two cents per hundred dollars
#unicipal aseessment wvaluation, while counties together with
“owns under 4.000 populat;on contribute a sum based on one
#nQ one-half cents per hundred dollars valuation.‘as) This
=ygtem has meant that the provincial govurnment'has assumed
& 8teadily increasing proportion of the total cost which has
-enerally risen faster than rural property valuatioﬁs. By
“he fiscal year 19523-53 the municipalities paid only 13 percent
«f the total cost. |

| -ndevendent city health departments are financed

=ntirely from local funds without assistance from provincial

ar rederal grants.

37) Murray, Stewart, "Administration of the Greater Vancouver
detropolitan Health Services® in Can.J.Pub.Health,
70l .43. No.5, pp.2023-208.

'28) Statutes of Quebec, 233 Geo.V, c. 74.



.30 -

 sinancial Arrangements in the Atlantic Provinces

»00al public health services in the Atlintic pro-
#inces are dually financed and operated rather than jolntly
sdministered and financed.

‘n Nova Scotds, provincial district unites undertaks
«bout 95 percent of the organized public health work outside
<he oity of Halifax, which presumably involves about 85 percent
er the total cost.‘gg) VYarious new district services introduced
since 1948 are finanoed from federal funds. The muniocipalities
2ay for their locally operated part-time services, while Halifax
»8y8. the cost of a full-time health department.

‘n New Brunswick, where all cities as well as other
sunicipalities are included in hesalth sub-districts, local
authorities contribute a substantial portion of total 6ostl.

In 1948, the latest year for which data are available, loocal
soards employing secretaries, sanitary inspectors, vital
statistlios registrars eto., contributed about 45 persent of
zhe total. The provincial health department empioying full-
+ime medical health officers and public health nurses paid 55
percent. The overall per capita comt, however, was only 38

sents. \30) Since 1948, federal health grante have paid f£ér

:38) Nova Scotia, Bealth Survey Committee, Re ort on the
aur vey of Health Facilities and Services in Nova Sootia
0,

1849-50, By Stewart,
Reporting Form D.

'30) FNRew Brunswick, Health Survey Committee, Report of the
“ealth Survey Committee. Fredericton, N.B: The Committee,

1951. Reporting Form D.

.B., Halifax: The Committee,
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“he employment of'additional provincial public hgalth nurses,
znd have vald 50 percent of the cost of employment of full-
=ime sanitary inspeotors by sub-district.boards.

‘n Prince Edward Island and Newfoundland partial
.ocal public health services are mﬁde available and financed by
srovincial governments, with some assistance from federal
~zrant8. Local residents in Newfoundland make prepayment
sontributions to cover vart of the cost of medical and hospital
sare in cottage hospital districts, but do not directly con-
:ribute to financing public health services.
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CHAPTER VI
PROBLEM OF PERSONNEL

Undoubtedly the key to efficlent local public health
administration is the recruitment and maintenance of a well
trained professional and techniocal staff. For adequate service
both gquantity and quality are necessary. In Canada the total
démand for qualified full-time public health workers has long
exceeded the available supply. Moreover, the faot that 35
percent of the population still lacks seven minimal full-time
services indicatee that the total need continues to exceed

the effective demand.

Staff Reguire mnts
It is generally recognized that certain types of

personnel are essential for the operation of a genmeralized
public health program embracing minimum hasic services.
This personnel nucleus consists of one or mors publie health
physicians, public health nurses, sanitary inspectors and
clerical workers. Additionél public health workers that'maw
be employed include sanitary engineers, public heélth dentists,
statisticiane, nutritionists, veferimarians, health educators
and psychiatrists.

Quantitative: The sffective demand for public health
workers is determined by the number of budgeted positions
provided for by local health agencies. The demand, hovevpr,

may exceed or be less than the actual need in terms of desirable
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services of minimum standard of adequacy. Although staff

needs may vary with the social and health characteristics

of the community, they may be roughly related to the population
of the area served.

Certain .generally accepted minimum etaffing require-
mente have been developed by public health authorities in the
United States. These standards apply to physicians, nurses,
 sanitarians and clerks as follows:

1l public health physician for every 50,000 persons
%or 1 for every local health unit, whichever is less);

1l public health nurse for every 5,000 persons;

1l sanitary engineer or sanitarian for every 15,000
persons; -

-1 olerk for every 15,000 paraons.(l)

If applied to Canada's 1951 census populaxioh on an
overall basis, these standards indicate a total need for 280
medical health officers, 3,800 public health nurses, 933
sanitaiy inspectors, and 933 olerks in local public health work.

Qualitative: Numbers mean little without adﬁquate
educational qualifications. Minimum educational standarde have
bsen developed by the Canadian Public Health Associatién, and
are acoepted as provincial health department poliocy 1# nost

provinces.

(1) U.S.Department of Health, Education and Welfare, Greve,
C.H. and Campbell, R.J. (editors), "Report of Looal
Public Health Resources, 1951," Public Health Serkice
Publication No. 278, Washington: U.S.Government Printing

Office, 1953, p. 17.
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ienerally, as outlined by the Canadian Public Health
sssociation, all medical healtly officers should be physicians
¥1th a vpost-graduate Diploma in Public Health or its equivalent.
3imilarly, public health nurses should have at least one
rear’s posfgraduate training in public health nursing, as
¥eil as their regular nursing diploma. All sanitary inspectors
:hould have obtained the Certificate in Sanitary Inspodtion
.Canada) or its equivalent. Also, of céurse, other special-
:zed personnel should be educationally qualified in their

;p301alties.\2)

shortage and Turnover of Personnel

4nile the staffing situation has improved in
ecent yvears, there remains a quanﬁitaxive shortage and high
=ate of turnover of qualified personnel, particularly among
suplic health nurses. The extent of the shortage for differ-
snt categories of personnel may be illuwstrated by comparing
<he number of personnel actually employed by each local
zgency with the minimum staffing requirements menfioned above.
Table XIII shows the number of full-time health units or
iistricts and the number of full-time urban health departments
iaving sufficient staff in the various major categories for the

rear 1948.\%) This table highlights the shortage of public health

2) Canadian Public Health Association, Report of the Committee
»n Salaries and Qualifications of Public Health Personnel,
*oronto: The Association, 1947.

3) 1948 was the latest year for which data on an agency baais
were avairlable to the writer. By applying minimum staffing
requlrements on an agenoy basis, areas having more tham the
#@quired minimum do not compensate for areas having less.



TABLE XIII NUMBER OF FULL-TIME PUBLIC HEALTH AGENCIES BY PROVINCE HAVING SUFFICIENT
MEDICAL HEALTH OFFICERS, PUBLIC HEALTH NURSES OR SANITARY INSPECTORS AC-
CORDING TO MINIMUM STAFFING REQUIREMENTS (1) DECEMBER 31, 1948.

Full-Time Health Units or Districts Full-Time Urben Health Departments

Province Total Agencies with Ageridies. with Agencies with Total Agencies with Agencies with Agencies
Number of Sufficient Sufficient Pu~- Sufficient Se- ||Number of Sufficient Sufficient with Suffi-
Agencies YMedical Health blit Heaith nitary Inspeo- ||Agencies Medical Health Public Health cient Sani-

Officers Nurses tors Officers Nurses tary Ins-
pectors

British Columbia 8 7 8 4 2 2 0 1
Alberta 9 7 1 o 2 0 0 2
Saskatchewan 6 5 3 5. 2 2 1 2

Manitoba 13 10 7 11 1 0 1 1 ,_'_,

Ontario 23 23 11 10 12 8 4 6 (;U.:
Quebec . 65 63 3 12 5 3 O. 3
Nova Scotia 7 5 0 o 1 1 1 1
Total 121 120 3z 42 25 16 7 16

(1) Based on personnel data for each health agéncy contained in Provincial Health Survey Reports, Reporting Form D.

Minimum staffing requirements as followss
- 1 public health physician for every 50,000 persons
(or 1 for every local health agency, whichever is less)
=~ 1 public health nurse for every 5,000 persons
- 1 sanitary inspector for every 15,000 persons
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aurses and sanitary inspectors. Of 156 full-time local public
1ealth agencies existing in 1948, 136 had a sufficient number
2T medical officers, but only 58 employed adequate numbers of
=anitary inspectors while only 40 had sufficient public health
AUTSes

“f avpointments were limited to personnel with
=pecial public health training the shortage would be muoh
worse. Table XIV below shows that in 1949, only 6l.3 peroent
2% the nurses employed by public health agencies had received
Fpecial postgraduate training in public health. Similar data
on puplic health physicians prepared by the Canadian Publio
Jealth Assoclation in 1951 indicated that 138 of 718 positions
Tor full-time public health physicians in federal, provinoial
x#nd local agencies did not require special qualificationo.“)

*he problem of the overall shortage is aggravated by
+he rapid turnover of personnel which breaks continuity of
a0lioy and impairs efficiency of operation. The two follow-
‘ng examples lllustrate the size of the problem.

"he Manitoba Health Survey Report contains an
;ppendix which includes a table showing graphically the

nonth by month turnover of local health unit personnel in

948, This table shows that only 6 of the 13 wnits had the

4) Canadian Public Health Association, "Recommended
Jualifigation Requirements and Minimum Salaries for
ublic Health Personnel in Canada, 1951} in Can. J.
~ub. Health, VO]._' 43, NO-B, po 84.
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TABLE XIV TRAINING OF NURSES EMPLOYED BY OFFICIAL
PUBLIC HEALTH AGENCIES IN CANADA, 1949 (1)

Number of Percentage Percentage
Province Nurses Trained in Untrained in
: Employed Public Health Public Health
Nursing ~ " Nursing
British .

Columbia 183 9601 . 3.9
Alberta 75 ' 56.0 44.0
Saskatchewan 79 36.7 83.3
Manitoba 105 - 56.3 43.8
Ontario 658 83.7 18.3
New Brumswick = 17 64.7 35.3

Nova Scotia 53 63.3 | 37.7
Prince Edward o '
Island 8 . B35 37 .56

Total 1601 61.3 38.7

(1) Based on Canadian Public Health Association,

Report of the Study Committee on Public Health
Practice in g;ggggf Toronto: The Association,

1950, p. 75.
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sorviooa of a public health trained doctor for the entire
twelve months while only 4 retained the same mrsing staff during
this period. ()

The staff turnover of public health nursing person-
nel is further 1llustrated in Table XV, which shows the turn-~
.over of public health nursing staff in British Columbia over
a ten year period. Over these years, total staff turnoier in-
cluding appointments, resignationb and transfers varied from
46 peroent to 117 percent pisr sanumof the number of poaitiionl
established. | |

Faotors Affecting Staff Reoruitment and gdintegggge _
It 1s fairly obvious that the supply of qualified

_ personnel depends upon adequate provisions for training, and
attractfve inducements for intelligent persons to enter and
remain in the local pubiic health services. These indnaoionts
1n¢1§§n monstary inducements as well as less tangible factors
relating to job satisfaotion and the.nature of the work. .The
importanpe of each factor, of course, varies between 1nd1;
viduals and between different categories of public health
personnel.

Provisions for Training: Postgraduate instrustion

in public health for physicians, dentists, veterinarians,
engineers and other university graduates is provided at the
School of Hygiene of the University of Toronto and the School

(5) Manitoba, Advisory Health Survey Committee, An Abridgement
of the Manitoba Health Survey Report. Winnipeg: -Queen's
Printer, 1953, Reporting Ferm D.




abaile AW FUSLLU BARLIE WSl G o Al UmbiNaBd LU SREL Lo veabilBal a7 Je

1943 1944 1945 1946 1947 1948 1949 1950 1951 1952

Positions Established 5e 56 64 m 98 111 115 121 123 129
(2)

New Appointments 17 13 22 42 31 24 41 33 45 38

Resignations 12 11 16 217 11 14 28 313) 36 31
(4) (4)

Transfers 8 9 10 19 117 14 25 117 17 14

Total Staff Changes (5) 3 33 48 88 65 52 94 81 98 83

Staff Turnover (percent) 7 59 15 117 65 a6 82 67 16 64

(1) Based on British Columbia: Dept. of Health and Welfare (Health Branch), Seventh Annual
Report, 1946, Victoria, B.C. Queen's Printer, 1953, p.39.

(2) Persons returning from university included.
(3) Persons leaving for university included.
(4) Exchanges included.

(5) Includes appointments, resignations and transfers,

-62-
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of Hygiens of the University of Montreal. In addition, the
various universities throughout Canada offer courses leading
to Public Health diplomas for graduate nurses. With respect
to inspectors, the Canadian Public Health Association oonducts
annual correspondence courses for the Certificate in Sanitary
Inspection (Canada). Recently, the provincial health depart-
mente of Manitoba, Ontario and Quebec have introduced special
training cowurses for sanitary inspectors combining lectures
and field work. All these training courses in publid health
receive financial assistance from federal and provincial
governmente, voluntary agencies and charitable foundations.(s)
To persuade adequate numbers of persons to undergo
appropriate professional training, financial assistance in the
form of bursaries is necessary. Local authorities have rarely
used funds to sponsor persons for sﬁécial training. Prior
to 1948, some provincial governments awarded training bur-
saries, but the number of trainees was very limited. To
maet this problem, the federal government introduced a Pro-
fessional Training Grant in 1948 and further supported training
under various other health grants as part of the National
Health Grants Program. Under the program assistanoce is given
toward the establishment of speocial educational facilities,
and training bursaries are awarded to persons selected by

provincial authorities. At the end of the first five years

(6) Ontario,Health Survey, Report of the Ontario Survey
Committee. Toronto: The Committee, 1951, pp. 408-410.
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up to March 31, 1953, persons trained or undergoing training
included among others, 173 public health physioians, 731 public
health nurses and 188 sanitary inSpeotorn.(7)

Appointment by Merit: Because of the teciidiocal nature
of publio health functions it ie generally recognized that

employees should be selected and promoted on the basis of
qualifications or merit; the merit system for public health
employees is now widespread in Canada. Outside the clty health
departments, full-time loc¢al public health personnel are
appointed by the provincial government in eight profinoes.

Most of theee provinces have Civil Service Commissions raapoﬁai—
ble in varying degrees for the grrangement'of job classilfi-
cations, the establiahment bf s#alary rangese, and approvél of
appointments on a merit bﬁzis.(a) In addition, some profiﬁoaa
such as Ontario, control minimum qualificajions of locally
appointed personnel through provincial regulatioﬁsg(g)

Patronage appointwents #till exist in some areas,
particularly for sanitary inspectors and clerical personnel.
Fuxtherﬁore, part-time persons may often be hired on a patronage
baeis.  Nevertheless, these practioes appear to be diminish-

ing. . : ‘

(7) Canada, Department of National Health and Welfare, 5 Year

Report, National Health Program. Ottawa: The Department,
1853, pp. 23-27.

(8) Oole, Taylor, The Canadian Bureaucracy, Durhem, ¥.C.:
Duke University Press, 1949, pp.183-191.

(9) O. Reg. 16/44.
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. Salaries and Related Factors: A prominent public
health official is reported to have stated that there are three

rproblems in pﬁblic health today, namely: (1) Salaries,
(2) Salaries, (3) Salaries.(10) While this viewpoint reflects
a universal human preoccupation, it is undoubtedly true that
monaﬁary inducements in public health are not very'great for
the professionally trained worker. |

In its 1951 Report on Recommended Qualification Re-
quirements and Minimum Salaries for Public Health Personnel
in Canada, the Canadian Public Health Association grouped
public health physicians by minimum and maximum salary inter-
vals.(11) From these data it may be calculated that the
1951 median minimum annual salary of public health physicians
in local health units and oity health departments was §4918
in 1951 while the median maximum salary was #5857; By compari-
son, in the United States, the median sslary interval of local
health officers in April 1953 was $8400-$8599, while the median
. Balary interval of other local public health physicians was
‘ $7000—$7199.(13) Consideration of the salaries of practising

(10) British Columbila, Dept. of Health and Welfare, Survey

f HBealth Services and Facilities in British Columbia, By
%lliott, G.R.F. Victoria, B.C: Queen's Printer, 19548,p.55.

(11) Canadian Public Health Association, "Recommended Quali-
fication Requirements and Minimum Halaries for Public
Health Personnel in Canada, 1951"* in Can.J. Pub. Health,
V01.43, NO. 2, P.83. . i ‘

(12) U.S. Federal Security Agency, "Salaries of Local Publie
Health Workers April 1952", Public Health Service Publi-
cation No. 337, Washington: U.S.Government Printing
Office, 1952, p. 6.
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physicians shows that the median net income of tax-paying
Canadian physicians in 1951 was about $7721.(13)
The galary problem has been summarized by tlie

Canedian Public Health Association as f§1lows: *In nearly
all groups the initial minimum salary is inadequate and it has
become increasingly apparent that the small salary range of
most positions is a major deterreﬁt to professional people
who contemplate public service. The small salary range, with
increments usually confined to a period of a few yesrs, not
only affeots recruitment but makes it very difficult to retain
competent workers. Public health cannot compete successfully
with other professional fields in Canada or the United States.
For people already engaged in ﬁhe practice of public health,
éhare is little or no: monetary incentive to advancement,
and this is one of the main rsasons why so many well-trained
workers have left public health during the past'feu years.'(14)

| Other factors affecting income include superannuation
provisions, holidays with pay and sick leave. The 1948 Survey
by the Canadian Public Health Assocliation showed that 131 out
of 133 agencies head a joint employer-employee superannuation
plan, all had holidays with pay of 3 weeks or more, and all

had sick leave plans.(ls)

(13) Canada, Dept. of National Revenus, Taxation Stagistics,
1853, Ottawa: Queen's Printer, 1953, p. 68.

(14) Cenadian Public Health Association, "Recommended Quali-
fication Requirements and Minimum Salariee for Publid
Health Personnel in Canada, 1951%, in Can. J. Pub.Health,
Vol.43, No. 3 pp. 60~ 61

(15) Canadian Public Health Association, Report of the Committee
on Salaries and Qualifications of Public Health Personnel,
Toronto, The Association, 1947, pps 6-10.
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Job Satiafaotion: Bagic local public health funotions
which are preventive and promotional in nature, have beoq’me
1ncroasing1y standardiééd in their application. Much of the
medical health officer's work has an administrative content,
and the medical aspects tend to be routine and uninteresting
to the physician. This problem is changing &8s the scope of
public health expands into:the chronic dissases and medical
care administration. Nevertheless, part of the trouble in
local health work is dullness and routine. Although 106&1
public health work brings contact with individusls and their
problems, it lacks the satisfaction which may be de:ivgd from
employment at the provincial or federal level where wider
arsas of policy are involved.

The probvlem has been stated in a special report
as follows: ®In far too many cases, official agency programs
are purely routine as a result of provincial poliby, local
precedent, or both. The ambitious public health worker is
uneble to derive adequate job satisfaction from working in
a groove, and he 1s apt to lose initiative or else leave
for other agenoy positions which he feels will provids'bottei
gscope for his abilities. For job satisfaction there must be
 freedom to explore, initiate, carry through and analyze

projeofa. Such freedom 1is, of course, dependent, in great part,
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sn the avallability of sufficient money to provide facilities

xnd staff to implement and supervise the desired program.®\l6)

*rovincial versus Local Appointment

“he problem of personnel has been a major cause of
zhe increased higher-level government participation in local
ouplic health services. Inaddition to making more funds
available for the training and employment of staff, this
participation has greatly improved personnel policies. In
sight provinces, apart from municlipal health departmeﬁts,
7008l pe:sbnnel are reoruited and appointed by the provincial
govirnmont. In Ontario and Alberta (the other two provinoes),
personnel are locally appointed, dut provincial health depart-
ments exercise oertain controls and assist in recruitment.

2irect provincial employment of local personnel
vffers many advantages. One advantaée is that local pcrionnel
zeceive uniform treatment with regard to salary, werking con+
4itions and pension arrangements. Most provinces have job
siassification schemes. regular pay increments and provision
for superannuation. Of equal importance are the opportunities
for transfer, promotion and specialization which are available.
¥ben personnel can be shifted from one unit %o another, in-

sorvice training is facilitated and Jjob satisfaction may be

‘16) Canadian Public Health Association, Report of the Study
lommittee on Public Health Practice in g_mgg;, Toronto:
The Assooiation, 1950, pe 7.
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increased through variety of experienoe; in a provincial
system, capable persons may be promoted from smaller to larger
units and from less interesting Jobs to more intereesting and
important jobs. finally, stimulation towards good iork is
provided by'periodio conferences and field visits from pro-
vincial supervisors.

On the other hand, many of the advantages of
provincial administration are oonsistent with local appoint-
ment which has, moreover, certain édditional advantagop.- Looal
auzhérities may be able to pay salaries in e xcess of provincial
salary schedules, which are often low to keep them in line’
with the.salarieé of other provincial professional warke:s.
More important, however, is the opportunity available to the
medical health officer tq operate his own program without
being tied down to province-wide umiformity. Job satisfaction
is increased with local autonomy and scope for initiative.

Some of the major advantages of provincial employment can be
retained if the province specifiea minimum qualifications and
salarlies, includes loocal personnel in the provincial super-

annua#ion.scheme, and arranges periodic meetings and conferences.
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SHAPTER VII
SUMMARY AND CONCLUSIONS

"he impaoct of modern local public health funetions
on organizational structure in the various provinoces hap been
snalyzed in previous chapters. It has been pointed out that
- these functions can no longer be undertaken adsquately without
the employment of full—time professional personnel of various
“ypes. Efficient performance now requires thg integration
of assocliated public health functions in a unifiod organi-
zation, administrative units of adequate size, a broad basis
37 financial support, and measures to attract the necessary
sualified personnel.

#11 the provinces have been faced with similar
aroplems of imbalance betwsen the municipal structure and local
aublic health organization requirements. Large numbers of o
muwniolpalities are too small for efficient administration and .
00 financially weak to afford a desirable level of service.
There has been gensral recognition Qf the desirability of
sniarged wnite of administration. | '

full-time intermunicipal special purpose
sublic health units have been jointly developed by provinoial
#nd municipal governments in s8ix provinces. In the four
western provinces, these units represent part of a gonéral
:rend toward consolidation of local areas along fumotional
Zines. There is less structural changé in Ontario and Quebec

where health units are based mainly on the county wmits 2.
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2T government. In the Maritime provinces provincial public
aealth districts have been superimposed on the municipal public
sealth structure, while in Newfoundland provincial health
districts have een develoved primarily to provide mediocal
and hospital care.

joncurrent with the development of enlarged admini-
£trative units. there has been a great inorease in provincial
<aministrative and financial participation, leading in many
arovinces to a high dégrée of centralized control over loocal
sublic health services. Centralized control 1s greatest in
whe Atlantic provinces and Quebec where health units or
4istriots are provincially administered. Local particlpation
'n these provinces is limited to provincially appointed advi-
pory poards in Newfoundland and Prince Edward Island, mumiocipal
aealth boards with minor functions in Nova Scotia and New
Brunswick. and a local financial contribution in Quebec.
“n Manitoba, Saskatchewan and British Columbia health unit
noards of health have been set up, but in varying degrees the
aajor responsibility has been assumed by provincial governments
#hile the public health powers of local boards have become
Largely advisory. More extensive powers have been doleéatod
20 loeal health unit boards in Ontario and Alberta.

Fenerally, enlarged units and increased provincial
assistance and control have enabled the extension of full-time
-ocal services to small communities and rural droas, and have

<reatly improved quality of service and efficiency of performance.
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dowever. as has been pointed out throughout this thesis,
“hese trends may undermine local responsibility for and interest
‘n public health services. While centralization raises the
‘mmdiate problem of making local services responsive to local
aeecds, 1t also has unfavourable implications for the pre-
servation of genuine lgcal self government through local admini-
zgration of significant governmental functions. '

'n the following pages, the approach to these problems
‘n each provinoe is briefly evaluated and the'deg:ee of co-
aperation between provincial and loocal authorities 18 analyzed.
Because of varving oconditions within provinces and between
arovinces, it should be recognized, howsver, that no uniform
pavtern of organization can be strictly applied to varying

siroums tances.

vinces

¥hile responsibility for the development of public
health services has mainly beén transferred to provincial »
governments in the Atlantic provinoés,.servioes ars gensrally
oY & lower standard than elsewhere. The underlying reason,
;f couree, is the relatively less favourable eoconomic situation
AT the Atlantic Tegion, evidenced by the fact that each of the
stlantic provinces has a lower average per capitia personal

inoome than any of the other Canadian provinool“l) Further

1) Canadé, Dominion Bureau of Statistics, National Accounts,
‘nocome and Expenditure 1936-50, Ottawa; Department of

*rade and Commerce. pp. 80=6l.
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sifficulties arise from the low share of provincial-municipal
services financed by the mnnicipalities; a situation caused
'w socliological as well as purely economic factors.

“he preference for transferring responsibility
~ather than attempting fundamental change in local organi-
zatvion reflects the individualism of local communities .'
igeply attached to the bgnefit theory of property taxation.
"ocal communities appear to retain a strong feeling of in-
iependence and non-resbonsibility for the welfare of surround-
-ng areas. LooalAboards of health have been largely inactive,
=nd non-mandatory joint aotion has been negligible. The
Tnevita.ble consequsnce has been substitute administration
»y provincial governments through large administrative wmits.

Jewfoundland: The province of Newfoundland is
sarticularly handicapped by low per capita income, and by the
.aok of development of municipal institutione reflecting a
deep-rooted opposition to property taxation. A further pro-
zlem 18 the scattered distribution of the population around
%.000 miles of coastline with attendant high e xpenditure re-
suirements for satisfactory services.\z)

‘mder these Sonditions, with limited fieoal'reuguroes,

~“he provincial government has concentrated attention on certain

3) Powsll, C.W., "Problems Arising from Lack of Organized
iunicipalities in Newfoundland®, in 1949 Proceedings of
.he First Annual Conference of the Institute of Public
z@ministration of Canada, &d. by Clark, P.T. Toronto:
rnstitute of Public Administration, 19438, pp. 168-182.
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oritical problems such as tuberculoeis asnd the provision of
ordinary medical and hospital care. The cottage hospital
system of prepaid medical and hosplital care in rural arsas
is one of the most advanced schemes in operation anywhere. The _
immediate and urgent problem of treatment services is so large
in relation to available persomnel, that mediocal health
officers and nurses simply lack time for adesquate public
health work.

The ultimate solution of the broader economic
and social qusstions rests in Newfoundland's economic develop-
ment program and the redistribution of the population in larger
settlements. In the meantime it seems inevitable that public
health services must be thinly spread around the ooutliﬁo as
an adjunct to the treatment program. The existing cottage
hosplital districts may serve as the framework through which
public health services oan be developed and integrated with
curative services. Indeed, in the absence of muntcipal
inetitutions, there might be some msrit in using the hospltal
districts as suitable arui for enlarged rural municipal dist-
ricts. Toestimulate local interest and participation,
existing cottage hospital advisory boards could be assigned broad-
er areas of responsibility instead of being allowed to 1up§o"1n-
$o inactivity. '

Prince Edward Island: Becawse of the small size of
Prince Edward Island, it is logical that public health services
should be almost entirely administered by the provinoial
government. Although full-time medicai health officers have
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a0t vet been appointed, public health nursing, sanitary in-
spection and other specialist services are proviged. The
=ystem of advisory local boards o6f health in rural areas has
neen in existence for too short a time to assess their
sfficiency or the sffectivemess of their cé-oporation with the
arovincial Department of Health and Ielfarg. However, the fact
“hat members are pro v_inoiﬁlly appointed rather than locally
sppointed or elected may jeopardize local interest and support..
Jova Scotia: A centralized system of administration
=nd financing has enabled the extension of full-time provinoial
health distriots throughout the province of Nova Scotia. While
-his system permits localization of the provincial health program
it sppears that considerable time and e ffort 1s' diverted to the
=pecial problems of tuberculosis control and venereal disease
sontrol. Sinoe the health districts are very large in relation
%0 the nu'mber of ataff employed, owsrall coverage is achieved
%0 the detriment of concentrated public health sefvices im
_sarvicular areas. The training and reocruitment of additibgvhl
personnel with the assistance of federal health grants has,
aowever, increased the intensity and improved the quality of
service over the past few years.
' zdditional minor services in provincial healﬁh
districts arevprovided by part-time municipal medical health
afficers and other municipally appointed personnel. Liaison
4nd co-operation between these physicians and provinoial medical
asalth ofﬁoo.rs is stimulated by annual joint meetings convened
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by the provincial health department. Informal co—0peraﬁion,
however, does not entirely obviate the difficulties of a legally
dual organization which defies the principle of integration of
associated public heslth funotions in a unified orgenization.
A further problem is the lack of relationships
between municipal boards of health and provincial health offioials.
Although the activities of local boards are subject to the
approval of the Minister of Health there is no ataiumory re-
| lationship between'these boardes and the divisional medical
health officers. Furthermofe, the complete absenoe.of local
administrative and financial participation discourages looal
intersest in provincial health district programs. While the
appointment or election of advisory health commitdees might
help;, effective local support implies some measure of local
financial contribution to the costs of operation of provincial
health distriots, together with integration of piovinaial and
municipal eervices. : '
New Brunswiok: Although New Erungwiok was tﬁe first
province in Canada to orgahize intermunicipal boards of health
on a province-wide basis, fuil-time local services ﬁaxe_not
been developed through these county "sub-districts*. In 1918,
when sub-district boards were first planned on a mandatory
basis, it was probably intended that all local se_rvicefs would
be locally administered under the general supervision of

provincial district inspectoré. Through practical necessity,
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however, the most important services wsre developed by the
province; by 1948 the average per capita expenditure of 14 out of
16 local boards was less than it bhad been 30 years earlier.(3)
Provincial services are thinly spread through six
health distriots covering the whole province. The large size
of these areas decreases the effectiveness of the uoik of
medical health officers and nurses who are forced to spend
a large amount of time on travel. On the other hand, some of
the pommty sub-distriots are wndoubtedly too small to serve
as full-time health wnits. Despite the dual struoture;'a »
congiderable degree of unified direction is obtained by having
the district medical health officer serve as chairmen of each
local board in his jurisdiction, and by having loocal staff ‘
legally under his administrative directiom. Co-operation
bstween the provincial.hsalth department and local boards is
evidenced by a recent arrangement tb replace inadequate
part-time sanitary inspection services by full-time services
financed on a 50:50 basis by local boards and the federal
government through a health grant.

Quebeo, British Columbia, Manitobs, Saskatchewan: In
Quebec, British Columbia, Manitoba and Saskatchewan full-time
looal pubiic health services outside the large cities are mainly
administered by provincial governments. Unlike Nova S8cotia
and New Biunswiok, however, services have been jolntly |

developed and financed by provincial and municipal governments,

(3) New Brunswick, Health Survey Committee, Report of the
Health Survey Committee. Fredericton: The Committes,

1951, P. 26.



155 -

=nd vare integrated in full-time intermunicipal health wmits.
hocal residents are represented on health unit boards in
fanitoba, Saskatchewan and British Columbia; there 1s joint
“inancing in Quebec but no provision is made for local health
mit boards.

Jentralized direction and control has permitted the
development qf health unit areas on the basis of an overall
aian, selection and appointment of well qualified psrsonnel
2y the province, direct supervision of standards of servioce,
‘miformity of -policy and co-ordination of effort. The health
mit boards is Manitoba, Saskatchewan and British Columbia
snable local representation, but the limited advisory powers
aY¥ these boards reduse their effectivemess. In Manitoba
znd Saskatchewan. however, local boards may be dzlegatad
=dditional vowers over related health services which helps
z0 stimulate board activity.

3ealth unit services are jointly financed by pro-
#incial and 1oca; authorities, but in each of the four provinces
she municipnal share is one—thiré?less of the total cost. Further-
#0re, 1in each province, except Manitoba, a fixed limit umn-
felﬁted to cost is imvosed on the municipal share.  lh11o
xhis protects loocal authorities against excessive costs, it
m1litates against local interest in health unit finances.

uebec: It was Quebec which firet developed full—
“ime health units on a prdvince—wide basis. Through vigorous

arovincial leadership almost the entire rural area of the
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province has been covered with unified loocal health orgaﬁi— :
zations. Furthermore, many urban communities hdave been
combined with surrounding rural territory to form joint rural-
urban health units. Almost all units are geographically set
up on county boundaries. This 1s generally a satisfactory
arrangement for rural-urban wmits, but many of the fural
counties make rather small health units.
| Ithe system of administration and financing is highly

centralized so that local wnits are the organic agents of the
provincial health department. However, because of the large
nunber of units, local medical health officers appear to
have considerable autonomy in dovoloping their own programs.
Despite some progress co-ordination and direction from the
centre is inadequate; there are 67 units but no regional |
offices serving groups of units. Other apparent problems
‘ate insuffiolent numbers of staff-particularly public health
nurses, and inadequately trained staff- particularly sanitary
inspectors. In addition, there 1s little partieipation by
practising physiciams in the preventive program.

¥While included municipalities aia assessed a fixed
millage rate for the support of each health unit, there is no
provigion for health wmit boards of health or advisory com-~
mittees. Nor do the municipalities undertake additional
partial services as in Nova Scotia and New Brumswiok; the

health units provide all services. This perhaps reflects the

|
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“he weakness of Quebec counties which perform few functions
sna have'few funds at their disposal. In most cases it appears
-hat liaison between the health unit staff and the various
zunicival councils is practically non-existent since municipal
overnments are not particularly interested.

sritish Columbia: While full-time local health
amits have been jointly developed by provincial and loocal
=uthorities in British Columbia, thers has been a shlft
“owards centralized direction and control since 1946. The
formation of unite remains dependent on local oonsent, but
~ocal agreement is readily obtained because of the system of
“inancing. Since local authorities are assessed a fixed per
. sapita contribution, all additions in cost are absorbed by the
srovincial or federal government. Many units have been set
p on & Limited basis and progressively extended to inoclude
he proposed health unit area as the consent of the munici-
salities is obtained. By now almost all settled parts of the
arovince are covered by full-time services.

There is evidence of administrative vigour and
gtrong leadership in theiBritish Columbia Health Departﬁent.
This is illustrated by the biannual conferences of mediocal
4ealth officers and the annual Public Health Imstitute attended
3y all local health personnel. At headquarters, the provincilal
wocal Health Services Council mepts frequently to discuss

solicy questions. Staff standards are high and local programs
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zppear to be well co-ordinated and supervised. Filexibility of
sdministration is facilitated by the absence of detailed '
#tatutory or regulatory provisions. Policies may be ochanged
‘n detail from time to time b& the provincial minister and

iis officisls, who likewise are fres to make rulings at their
iisoretion which may change the whole system of financing and
administration..

"t seems apparent that the factors mentioned aboy%
iave had unfavourable effects on local participation in publio
aealth. Provision is made for local boards, and the munici-
paiities and school boards have complete discretion over their

somposition. However, these boards have no control over.

sudgets, personnel or program planning, meet lnfrequently, and

are simply informed of developments periodically by local
ﬁediéal health officers. ©Since they are uggblo to develop
any additional services they may want, boerd members are re-
duced to using board meetiigs as a means of agitating for

sxtension or improvement of service in a particular localarea.

‘!gg;ﬁggé; In earlier days Manitoba made no provision

Zor municipal boards of health, but with the development of
2ealth units detailed provision has been made for local parti-
nipation in their opergtion. Since wnits are small, local
aoards are composed of at least one representative from each
mwicipality, while there aré also provincially appointed

nembers leading to an overall point of view. Evidence of

Chel WM ta o Ll

Vird | N osael sl .
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' board activity is indicated by the frequent number of board
‘meetings; in 1953, the 13 advisory boards held 106 meetings,
'an average of more than 8 meetings a year.(4) The role and
powers of the advisory boards are clearly delineated in pro-
vinclal regulations, which attempt to delegate considerable
responsimnty. Furthermore, the development of diagnostio
laboratory and x-ray wnits 1s co-ordinated with public health
services through the local medical health officer and the local
board. There appears to be a high degree of co-operation
between the boards and the provincial health department.
Although advantageous fxom.the point of view of
local participation and intensive service the small wnits fail
to utillze the services of medical health officers to best
advantage. Practising physidians participate very iittlé,
‘and there is a éhortago of medical health officers for new
units. Desplte local demands for service, a considerable part\
‘of rural Manitoba still lacks local health units. There dées

not ssem to have been great success in combiggng rural and

e el i

urban areas in health umits.

The provincial health department pays two-thirds -
of operating costs, and sppoints, transfers and supervises
local personnel. Strong leadership and effective co-ordinaiion
through the provincial Bureau of Local Health Services is

(4) Manitoba, Dept. of Health and Public Welfare, Annual

Report for the Calendar Year 1953. Winnipeg: Queen's
Printer, 1953.
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=mpparent. The emphasis on effioigncy is evidenced by the plan |
w0 develop a field technical service operating out of the central
affice in an advisorv capacity. This type of service, the
Zirst in Canada. is designed to prevent duplication of effort
«nd oasual wnproductive visits by the various provincial |
specialized divisional directors. |
Jaskatohewan: Saskatohewan has probably gone further
than any other province in attempting to build up large size
3ealth regions, undertake extensive provincial control and
supervision to provide a high standard service, and at the
same time provide elaborate machinery to stimulate local
interest and partioipation. Provincially planned health regions
are designed for medical oar§ administration as well as public
aealth, and the provincial health department insists on a
"somd”* organization before any program is initiated. Insist-
ance on nigh standards has slowed down the development of health
ﬁogidns aoroes the province. On the ons - hand, it has been
41ffioult to obtain sufficient numbers of specially qualified
personnel such as medical health officers trained in medical
sare administration. On the other hand, an intensive job of
salesmanahip has been necessary to convince local residents of -
%he 1arge joint regions; on two occasions a provincial proposgi
‘or the formation of a health region has been turned down by

008l vote.
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The structure of the regional boards ise debigned

0 give all local areas a voice in health region operations.
Difficulties arise from the large size of the regions in
zelation to Saskatchewan's many tiny individualistic rural
municipalities, and the lack of board powers over piblic
asalth funds and personnel. Most of the boards mee$ only
shree or four times a year, and they are rather large for
sffeotive deliberation. The system of distrioct oguncill_,
¥ithin health regions assures democratic representation but
zhey have little to do as long as the regionz are conocerned
anly with fublio health. They serve as advisors to the ad-
~isors, and usually meet onlj onoe a yéax to appoint thoii
~egional representat ive N

‘ “he delegation of powers to regional boards to
jevelopw medical and dental oare services provides a useful
“ramework for the integration of prevention and treatment.
‘Jowever, the fact that the régional medlcal health officer
=nd his staff are provincial employees, while the staff for
4ental and medical care aTe locallv appointed and controlled
gppears to impede provincial-local co-operation. Board
memberes lack sufficient interest in public health, while
she provincial health department may be dissatisfied with

~ooal medical and dental care policies.
Regional public health programs, nevertheless,

sppear to operate, in a progressive manner. Large numbers of
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¥ell-trained public health nurses and sanitarians are em-
ployed, and interesting s&pecial programs in health education
and mehtal health are being developed in some regions.
Ixtensive utilization of practising physicians in regional
aublic health programs is facilitated by the municipal dootor
system preQalent in rural Saskatchewan; these salaried local
anysiclans undertake certain public health functions as part
»% their municipal contract. Public health personnel attend
requent conferences, and there ig?good in-service training
arogram. | '

bert

ntario and
' The development of heslth units in Ontario and
ilberta represents an attempt to develop province-wide services
an an erficient basis, while retaining a large degree of local
cesponsibility for administration and financing: In both
arovinces there has been a reversal of the trend towards
senvralization of responsibility in public health administra-
-:ion. Funds are looally controlled and personnel are locally
@ppointed; Through provincial grants accompanied by the
mposition of standards.and co-operative relationships, local
zuthorities have been stipulated to provide high quallity
services through joint health unitse. Sﬁch as approach pro-
aably reflects the strnngth of local government in these two
srovinces. _ ‘
‘mtario: Ontario's local health units are set up

sy mutual agreement between local authorities, stimulated

5y the promise of financial asesistance from the provincial
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xovernment. Although the province has formal powers of
=pproval over these argmgements, the determination of bownd-
#ries is essentially a mmiter of local decision. This prevents
the develovment of unite in accordance with an overall plan, |
and the existence of cowties interpoees an element of in-
“1exibilitv in determining ideal boundaries. KNevertheless,
»here are numerous instances of multi-ocounty and coumty-city
so=-operation in the develdpment of suitable large iilo units.
-rovincial grante, on a percentage of cost bak§s,
are dssigned to encourage the formation of suitable unifla
-n general, local authorities continue to carry a major
aortlon of the cost, and differential provinclal grants exert
& Tough oqualization effeot in terms of muniéipal status.
Hinimum standards of service are required as a oondition

#T provincial grants, as well as minimum #tandards of quali-

?ication for locally employed persomnnel. These conditions have

brought about a high level of service, but the system has a
weakness in that the amount of grant and the standard of
zervice required in each unit may be arbitrarily determined
sy the Minister of Health and his departmental officials.
dntario's long experience with cowunty govprqlont‘
%as probably facilitated the effioiént operation of local |
noards. Representation on each board is determined by pro-
incial regulation, and in most instandes there abpeers to

1ave besn provincial-local agreement to keep the board small

ek 2o
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in size. Each board retains oontrol over the local budget and
the appointment of persomnnel, subject to provincial spproval.

Evidence of provincial?local co-operation is indioat-
ed by the fact that the province has never refused the appoint-
ment of & mediocal health officer in a health wit. Both
medical health officers and public health nurses are mainly
recruited by the pro#inoe on behalf of the looﬁl boards.
sanitar; inspectors may be looaily reoruited, but through ‘
- provincial-local agreement they undertake a ppocial'provino&al
training course. Local boards pay salaries in excess of the
minima requirediby the province. Some local boards have
superannuﬁtion plans, but there are evident disadvantages in
the lack of uniform provision for superannuation, salaries,
holidays and sick leave.

Alberta: The 1951 Alberta Health Unit Act was
apparently initiated as a fesult of pressure from looal authori-
ties. The vigour of local gévernment_institutions is reflected
in the provisions of the Aot. Since this enactment there has
been widespread development and expansion of health units,
and it would seem that services are of a much higher standard
tﬁan before 1951. |

Health units have been planned to include groups
of enlarged rural municipal districts. Boundaries maj'be
determined at the discretion of the provincial health depart-

ment, but local consent is always a dominant consideration.

Provinoial control is also exsrcised over the composition of



el
T |

- 165 -

health unit boards; the division of health units intoc wards

for purposes of repruentaﬁon overcomes the problem of |
representing each community and enables small boards. Although
units are much larger. than before 1951, they are small in

ii_ze if compared to Saskatchewan.

By gliving boards oontrol over funds, appointment of
personnel, and the development of poliocy, the province has
delegated significant fumctions. At the same time, the system
of grants in aid enables provincial control over minimum
standards while giving local boards power to develop extra
services as they see fit. The grant system stimulates the
boards to provide the necessary minimum services by paﬁing
60 percent of the cost of a minimum staff entitlement. To
obtain grants boards mustl_ employ the necessary qual:lﬁo'd ito;ﬂ',
and yet the grants are based on a very low provinciel salary
sohedule 8o that the boards must compete with each other in
paying higher salaries out of local fnds to obtain the |
necessary staff. This has the adventage, however, of making
the service dependent on local initiative. Its success is
evidenced by the rapld development of local services when
funds were transferred from provincial to local control im .
1951. |

| Special additional measures to attract the neces-
sary personnel are inc.ltﬂ.od in the Alberta Health Unit Aot.
To counteract the disadvantages of local employment, health

R N

unit personnel are covered by the provincial superannuation
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.scheme. Personnel are mainly recrulted by the proiinoe for

the health units, and frequent meetings of personnel are held.
In summary, there is considerable provinoiuljgnntrol.

over the local health structure, but 1ittle comtrol over day-

to-day operations. The local boards are dieplaying vigorous

activity, and co-operative relationships with the provincial

health department are apparently good. '

Some Concluding Suggestions
While admitting that conditions vary comsiderably

between provinces, 1t is submitted that decentralized
administration of local public health services through looal
authorities is more desirable than provincial administration.
This viewpoint harmonizes with the primary purpose of looal

. public health eervices which is education. It is increasingly
recognized that education is most effective when it involves
participation. Local administraﬁiqn opens the way to parti-
olpation in planning, policy formation and administration

by a substqntial number of citizens serving on local boards or
special committees; this enhances public understanding and
support for public health.

Various other advantages of local administration
and control might be cited. But since adequate public health
standards are of wider-than-local concern, the real problea
18 whether high quality service is compatible with local
responsibility. Can the undoubted advantages of provincial

administration in terms of operating efficiency be maintained
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if control is vested in local authorities? The experieﬁoo of
Ontario and Alberta suggests an affirmative answer. Perhaps
one can draw upon the systems in various provincee to suggest
a few elements of an ideal arrangement.

The first necessity is integration of associated
public health functions in administrative units of adequate
_size. This surely involves compulsory consolidation of _
municipalities for public health purposes. Only in this way
can a provincial health'qepartment plan and deve;op the
boundaries of health units along the lines most suitable for
efficient adminlistration with due regard to economic geographic
and social factors. If intermunicipal health units remain |
continuously subject to local consent they may dissolve or
be.votod down any time as has happened once or twice in
Saskatchewan. compulsory'oonsolidaxion has been tried in
Alberta for the development of snlarged rural municipal units;
it has surely strengthened rather than weakened local govern-
ment in Alberta.

A second necessity is an efficliently constituted
health unit board of health, representative of various pazti—
uipaxiné communities. While the provincial governmént should
define the composition of the board limiting the number of
members as in Alberta, appointments should be mades by lcoal

authorities with perhaps one or two provincially appointed
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members a8 in Ontario and Manitoba. Further provision might
well be made for an . Advisory Council, representing various
professional and éommunity groups as well as municipal
governments.

While each looal board should prepare its own
budget andicontrol ita own funds, provinoial grants in aid
are undoubtedly essential to stimulate adequate services. A
straight percentage grant system for specified approved
services such as in Alberta is probably the most satisfactory
method. If approved services are defined mainly in terms
of staff-popﬁlation ratios, an element of equalization can
be introduced by varying ratios in terms of population |
dansitiés or other factors. Howevér, it seems more logical
that the equalization problem should be dealt with by general
provincial grants to the municipsalities; in any case public
‘health services are not very expensive in terms of the;total
financial position of any mmicipality. The point of the
public health grant system is ﬁhat it permits a mianimum
standard of service, while enabling the local board to add
add;tional services or pay higher salariesiag it sgees fit..

, - While staff are appoinfed and directed bj the _
local board, provincial grants must be accompanied by st#nd~
ards and consultative supervision. The most importénf

thing is standards of quaiificaﬁion for locally employed

personnel. A schedule of services to be provided might also
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20 rﬁquired for approval. Provincial specialist divisions
would maintain a consultative relationship with local health
sersonnel. Co-ordimation and uniformity .through eduwation and
persuasion would,of oourse, be facilitated by frequent meetings
2T conferences convened by’thg provincial health department.

"rofessional pérsgnnel might be attraoted to
iocally administered health unite by the automony and freedom
“Tom excessive supervision, and by salaries higher than the
arovincial salary schedule. However, to compensate for the
088 of certain advantages of being in the provinoial civil
zervice. special measures might 53 necessary. By statute or
“eguilation, local persoﬁnel could be included in the provinoiil
superannuation éoheme, andkuniform holiday and sick leave
srovisions might be required of all loocal health umits.

“ne exact needs of public health, of course,
aight have to be modified in the interests of 1ntogration‘
¥1th otﬁer related services, and in the interests of the
affectiveness of local government as a whole. The integrution
and co-ordination of medical and hospital care with publie
aealth services on a regional or district basis would in iteelf
snhance the efficlenoy of public health programs. Citizen
‘nterest and participation would also inocrease if the powers
sT local health boards were extended to include a wider range

3t functions. However, some modification of local jurisdictions

Kl
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Fould be necessary since the ideal boundaries of modioal'
2nd hospital care distriots do not necessarily coinoide with
ouplioc health wnits.

The vroblem of balancing public health organization-
=1 needs with the general effectiveness of local government .
'8 not serious. Under the existing municipal structure most
#mail municipal unite are incapable of undertaking any worth-
%nile public health funotions, so that the formation of
‘agalth units does not deprive them of significant activitiles.
» general reorganization of municiﬁal areas by provinocial
zovernments might produce enlarged municipal umits which
sould undertake effectively most desirable local functions
‘ncluding public health. In Ontario, many existing counties
ziready serve this purpose, and in Alberka experimental
sountvies have been set up with broad powers. Delegation of
aublic health fuﬁctions to these enlarged municipal units might
~equire subordination of technical considerations as to 1ideal
sublic health boundaries. However, in a flexible system of
_ocal government, intermunicipal boards could continue to
rwnotion wherever municipalities remained too small for
sublic health purposes. |

The adaptation of local government structures in
Janada to expanding public health functions is one aspect
2T the general problem of reconciling looal self-government

<0 the demand for e fficlency in the provision of services
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x% the local level. Methods used in public health are not
aecessarilv applicable to more general problems. Nevertheless,
zhe various techniaues of gdjustment for public health purposes
i1@80ribed in this thesis:imay suggest certain svenues of
@ppibacn in relation to broader questions of local governmsnt

arganization.
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